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REA  D Y Happy  New  Year 

The  New  Stevens’  Practice 

For  this  new  (2nd)  edition  Dr.  Stevens  has  added  all  the  approved  advances  in  in- 
ternal medicine  and  eliminated  those  procedures  and  methods  of  management  dis- 
' carded  by  the  best  practice.  This  necessitated  resetting  of  the  entire  work  from  title  to 
index.  The  important  changes  include  rewriting  of  the  articles  dealing  with  syphi- 
lis of  the  circulatory  system,  botulism,  heliotherapy,  diabetes  mellitus,  alkalosis,  spasm 
of  the  esophagus,  chronic  ulcerative  colitis,  multiple  polyposis  of  the  intestine,  jaun- 
dice, bradycardia,  paroxysmal  tachycardia  arterial  hypotension,  primary  purpura 
hemorrhagic*.,  erythemia,  hemorrhagic  diseases  of  the  newborn,  trigeminal  neuralgia 
and  tumors  of  the  cauda  equina.  Reference  to  the  following  subjects  appear  for  the 
first  time:  Primary  meningococcic  baeteriemia,  disseminated  erythematous  lupus, 
tularemia,  epidemic  jaundice  in  the  Unite  d States,  etiology  of  scarlet  fever,  Dick  test 
for  determining  susceptibility  to  scarlet  fever,  coccidioidal  granuloma,  lipodystrophy, 
agranulocytic  angina,  uveoparotid  fever,  vasomotor  rhinitis,  occlusion  of  the  coronary 
arteries,  melanuria,  Epstein’s  nephrosis,  sickle  cell  anemia,  Aterza’s  disease,  chronic 
sclerosing  osteitis,  acrodynia,  and  Horner’s  syndrome. 

Octavo  volume  of  1174  pages,  illustrated.  By  A.  A.  Stevens.  M.  D.,  Professor  of  Applied  Therapeutics  In  the  Uni- 
versity of  Pennsylvania.  * Cloth  $7.50  net. 

W.  B.  SAUNDERS  COMPANY  Philadelphia  and  London 
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INFANT  DIET 


MEAD’S 


MATERIALS 


Cow’s  Milk,  Water  and 

MEAD’S  DEXTRI  - MALTOSE 

has  been  successfully  used  for  years  in  the  feed- 
ing of  infants  deprived  of  their  natural  food. 


It  is  the  carbohydrate  of  choice  because  it  can 
be  assimilated  by  the  infant  in  greater  amounts 
than  other  sugars. 

It  requires  the  least  amount  of  energy  on  the 
part  of  the  infant  to  assimilate  it. 

It  is  less  likely  to  cause  diarrhea  than  other 
forms  of  carbohydrate. 

It  produces  a quicker  gain  in  weight  than  any 
other  form  of  carbohydrate. 

Where  certified  milk  or  milk  of  equal  quality 
cannot  be  obtained,  MEAD’S  POWDERED 
WHOLE  MILK  reliquefied  by  the  addition  of 
4 level  tablespoonfuls  or  one  ounce  of  the  dry  pow- 
der to  7 ounces  of  sterile  water  may  be  substituted 
for  the  liquid  milk  called  for  in  the  formula. 


The  Mead  Johnson  Policy 

MEAD’S  Infant  Diet  Materials  are  advertised  only 
to  physicians.  No  feeding  directions  accompany  trade 
packages.  Information  in  regard  to  feeding  is  supplied 
to  the  mother  by  written  instructions  from  her  doctor, 
who  changes  the  feedings  from  time  to  time  to  meet 
the  nutritional  requirements  of  the  growing  infant. 

Literature  furnished  only  to  physicians. 


MEAD  JOHNSON  & COMPANY 

EVANSVILLE,  INDIANA,  U.S.A. 

Manufacturers  of  Infant  Diet  Materials  Exclusively 
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EDITORIAL 

A NEW  YEAR’S  GREETING 
The  Journal,  the  organ  of  the  practicing 
physicians  of  Kentucky,  extends  to  its  readers 
in  and  out  of  the  State  its  best  wishes  for 
a prosperous  New  Year. 

It  seems  to  us  that  the  medical  profession 
never  before  had  such  opportunity ; that 
it  has  never  before  assumed  such  tremen 
dous  responsibility.  Kentucky  physicians  are 
charged  with  the  health  and  lives  of  its  peo- 
ple, not  only  by  their  common  consent  but 
by  formal  legislative  enactment.  We  have 
bound  ourselves  together  into  an  organization 
to  care  for  the  health  and  lives  of  our  peo- 
ple. This  does  not  merely  mean  those  who 
have  the  intelligence  and  worldly  goods  to 
patronize  us  but  it  means  that  we  are  re- 
sponsible for  the  health  education  and  medi- 
cal servivce  of  all  our  people.  We  must 
teach  them  what  health  is  and  how  to  main- 
tain it.  We  must  put  it  over  to  them  that* 
we  can  only  keep  them  in  good  health  if 
we  can  have  their  co-operation  in  periodic 
examinations  before  they  become  sick.  It 
is  our  duty  to  teach  them  that  we  can  only 
keep  them  from  having  smallpox  when  they 
are  vaccinated.  No  other  but  physicians  can 
teach  parents  that  their  children  must  be 
protected  with  toxin-antitoxin  in  order  to 
prevent  the  ravages  of  diphtheria.  In  improp- 
erly and  unsewered  towns  or  in  those  having 
an'  unprotected  water  supply  and  fin  the 
country  districts  we  must  make  universal 
use  of  anti-tvphoid  vaccinnation.  It  is  the 
desire  of  the  profession  in  Kentucky,  because 
it  is  best,  that  all  of  these  protective  meas- 
ures be  administered  by  the  family  physi- 
cians wherever  and  whenever  possible.  We 
must  make  a more  united  effort  during  1927 
to  put  these  things  over  in  Kentucky. 

The  sick  and  death  rate  from  tuberculosis 
is  constantly  decreasing : that  from  cancer 
and  heart  disease  and  the  degenerative  dis- 
eases of  the  kidneys  are  constantly  increas- 
ing. We  can  only  hope  to  materially  make 
further  progress  in  the  eradication  of  all 
these  wasting  diseases  by  teaching  our  people 
the  necessity  for  the  annual  periodic  exami- 
nation of  the  apparently  well.  The  campaign 
for  such  an  examination  will  only  be  success- 
ful when  every  doctor  has  such  an  exami- 


nation made  for  himself  and  for  the  mem- 
bers of  his  family  each  year,  and  when  he 
actually  makes  them  in  accordance  with  the 
general  plan  laid  down  by  the  Committee  of 
the  American  Medical  Association  which  has 
spent  several  years  in  the  study  of  this  pro- 
cedure. Every  physician  in  Kentucky  has 
been  supplied  by  this  Association  with  the 
Manual  prepared  by  this  Committee.  The 
Journal  proposes  to  make  this  its  main  ob- 
jective for  the  year. 

To  succeed  in  all  these  things  means,  in 
this  day  of  organization,  that  we  must  be 
more  completely  organized.  Our  county  so- 
cieties must  hold  regular  meetings.  This  is 
only  possible  if  each  member  feels  his  per- 
sonal responsibility  in  the  matter.  If  each 
one  will  help  the  secretary  by  sending  in  his 
dues  as  soon  as  he  has  read  this  Journal,  it 
will  hearten  the  Secretary  to  do  the  work  of 
getting  up  programs  and  meetings. 

Let’s  all  work  together  to  make  1927  our 
best  year. 


MEDICAL  EDUCATION  IN 
MASSACHUSETTS 

Our  readers  will  recall  that  the  House 
of  Delegates  instructed  a special  committee- 
of  which  Dr.  W.  A.  Jenkins  is  chairman  and 
the  Secretary  of  the  Association  a member, 
to  investigate  the  status  of  medical  educa- 
tion in  other  states  and  to  request  the  mem- 
bers of  this  Association  to  contribute  their 
views  through  the  Journal  so  that  a policy 
mav  be  formulated  at  the  next  session  in 
Louisville  for  transmission  to  the  legislature 
which  meets  the  following  January.  With 
this  idea  in  view,  we  are  publishing 
from  the  Boston  Medical  and  Surgical  Jour- 
nal (October  21,  1926.  p.  7861,  the  remarks 
of  Dr.  C.  F.  Painter,  introducing  the  resolu- 
tions of  the  Committee  on  Medical  Education 
and  Medical  Diplomas  before  the  Council  of 
the  Massachusetts  Medical  Society: 

“I  shall  take  only  a few  minutes  to  com- 
ment on  the  resolutions  you  are  asked  to 
consider.  The  Committee  unanimously  agreed 
upon  these  resolutions,  hasing  their  belief 
that  the  times  were  ripe  for  such  an  expres- 
sion upon  certain  contacts  we  have  had  dur 
ing  the  time  we  have  been  engaged  in  efforts 
to  put  Massachusetts’  registrative  laws  in 
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conformity  with  those  of  a majority  of  the 
States  of  tiie  Union.  In  regard  to  the  atti- 
tude of  the  members  of  the  General  Court : 
It  is  perfectly  evident  that  there  is  a feeling 
abroad  that  the  public  is  not  getting  the 
service  they  desire  from  the  medical  profes- 
sion and  that  they  are  quite  content  to  take 
iheir  chances  on  securing  as  good,  or  better, 
treatment  at  the  hands  of  the  cultists.  They 
believe  that  the  poor  boy,  i.  e.,  the  boy 
who  feels  the  urge  to  study  medicine  but  can- 
not make  the  grade  through  inability  to 
meet  present  day  educational  requirements, 
often  makes  a better  doctor  than  the  man  who 
has  the  time  and  money  to  spend  to  go 
through  to  a finish,  and  they  can  point  to 
numerous  proofs  in  support  of  their  belief 
“Another  contact  which  has  prompted 
these  resolutions  is  that  which  is  appreciated 
and  often  spoken  of  by  those  who  see  the 
modern  products  of  our  medical  schools  in 
action  before  they  have  had  a chance  to  un- 
l°arn  some  of  the  things  they  have  been 
taught  to  emphasize.  Conversation,  only  a 
day  or  so  ago,  with  a clinical  teacher  in  one 
of  our  schools  is  to  the  point.  A woman 
in  his  ward  had  developed  pneumonia  dur- 
ing convalescence  from  a confinement.  The 
diagnosis  was  plain  to  a casual  inspection  of 
her  and  her  chart.  The  teacher  asked  the 
members  of  the  section  he  was  instructing 
for  a diagnosis,  intending  to  allow  them  op- 
portunity to  examine  the  patient.  One  man 
said  ‘pneumonia’  and  when  the  teacher  said, 
‘Yes,  what  examination  would  you  like  to 
make  to  confirm  your  suspicions?’  The  stu- 
dent replied,  ‘An  X-ray  examination.’ 
This  the  teacher  said  was  not  an  isolated  in- 
stance in  his  experience,  but  was  fairly  typi- 
cal of  the  attitude  of  mind  of  many  a modern- 
ly  trained  medical  student.  It  is  no  answer 
to  say  that  this  might  occur  anywhere, 
among  men  trained  at  any  period.  It  ought 
not  to  occur  at  all ! Over-emphasis  upon 
research  we  believe  to  be  an  outstanding  fault 
of  modern  medical  education.  This  intro- 
duces three  serious  defects  into  the  system. 
In  the  first  place  it  increases  the  cost  of  uni- 
versity medical  school  education  out  of  all 
reason,  when  one  considers  what  80-90  per 
cent  of  the  graduates  of  a medical  school  are 
going  to  do.  I was  told  last  week  that  the 
treasurer’s  office  at  Yale  figures  the  cost  of 
educating  a student  in  Yale  Medical  School 
at  $3,600  per  year.  This  means  that  high- 
priced  laboratory  teachers,  on  full  time  with- 
out much  practical  clinical  experience,  but 
devoted  to  research,  are  the  ones  who  are 
to  prepare  undergraduate  medical  students 
for  the  emergencies  and  routine  of  general 
practice  or,  for  what  is  far  more  likely, 
special  practice  in  a city.  This  is  not  the 


type  of  man  qualified  to  teach,  to  the  best 
advantage,  those  who  are  going  into  gen- 
eral practice,  and  right  there  is  where  over- 
emphasis of  research  is  harmful.  Research 
problems  are  special  problems.  Not  one  stu- 
dent in  a hundred  can  be  made  into  a re- 
search scholar  and  not  3 per  cent  of  the  prob- 
lems that  a general  practitioner  has  to  solve 
can  be  classed  as  problems  calling  for  any 
special  research  ability.  In  one  of  our  medi- 
cal schools  last  year  a fourth  year  student 
who  had  no  idea  what  he  wanted  to  research 
for,  in  the  cancer  problem,  and  had  had  no 
training  alone  such  lines,  applied  for  and 
secured  a research  scholarship  which  required 
10  hours  per  week  of  his  fourth  year  time. 
Is  it  at  all  likely  that  he  or  the  problem 
of  cancer  investigation  would  be  profited  by 
the  efforts  such  a man  could  put  forth  in  one 
year  ? 

“Specialization  has  gotten  opt  of  hand  in 
the  present  day  medical  curriculum.  Spe- 
cializatioin,  without  a general  background,  is 
certain  to  lead  to  many  diagnostic  errors.  The 
schools  should  discourage  it  and  restore  to 
the  departments  of  medicine  and  surgery  a 
large  part  of  the  time  which  has  been  filched 
from  them.  The  needs  of  the  public  do  not 
call  for  so  many  specialists  and  the  expense 
entailed  for  their  employment  has  done  as 
much  as  anything  else  to  estrange  the  public 
from  the  profession  and  encourage  their  pat- 
ronage of  the  cults.  Over-crowding  the  cur- 
riculum has  been  a necessary  consequence 
of  listening  to  the  clamor  of  the  specialist  for 
time,  and  then  more  time,  for  his  particular 
hobby.  The  student’s  day  is  filled  so  full 
he  has  little  chance  to  think  about  what  has 
passed  him  in  review  and  no  time  to  read. 

“Now  this  is  no  isolated  outcropping  of 
‘sore  head’  unrest.  Tt  is  being  talked  every- 
where and  is  merely  a natural  reaction  from 
one  of  the  unfotunate  overactions  which  char- 
acterize American  methods  when  attacking 
any  problem.  Under  the  leadership  of  a self- 
constituted  regulative  body  a very  praise- 
worthy job  was  accomplished,  but  in  the  pro- 
cess so  much  momentum  was  generated  that 
the  mark  has  been  far  over-shot. 

“The  purpose  of  the  resolutions  is  to  show 
the  teaching  powers  in  the  schools  that  they 
are  living  a cloistered  life  and  can  not  know, 
unless  they  are  willing  to  be  instructed, 
where  their  shortcomings  are.  We  have  only 
pointed  out  what  seem  to  the  Committee  to 
be  some  of  the  defects  in  the  product  of  the 
schools  and  ask  them  to  make  the  corrections. 
The  attitude  of  the  opposition  will  be  that 
the  product  is  well  nigh  perfect.  We  be- 
lieve there  are  plenty  of  the  laity,  whose 
loyalty  to  the  medical  profession  has  been 
wavering,  who  will  be  only  too  glad  to  renew 
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their  faith  in  us  and  would  applaud  any  ef- 
fort to  bring  hack  the  general  practitioner  to 
his  own.  For  this  reason  we  do  not  fear 
publicity.  Undoubtedly  the  ^ow  grade  schools 
might  find  a crumb  of  comfort  in  these  reso- 
lutions, but  no  harm  would  come  of  that.” 

Doctor  Painter’s  remarks  indicate  that 
many  independent  minds  in  our  profession 
are  arriving  at  similar  conclusions  in  regard 
to  the  present  trend  of  medical  education. 

We  shall  be  glad  to  hear  from  our  readers 
further  in  regard  to  this  important  matter. 

A NOTABLE  ACHIEVEMENT 

Possibly  the  most  outstanding  medical 
achievement  of  the  year  is  the  completion  and 
dedication  of  the  new  Waverly  Hills  Sani- 
tarium by  the  City  of  Louisville  and  County 
of  Jefferson. 

This  magnificent  institution  cost  more  than 
a million  dollars  and  is  the  very  last  word 
in  buildings  of  its  character.  It  assures  for 
Louisville  and  Jefferson  County  the  most  hu- 
mane and  scientific  care  possible  for  its  citi- 
zens who  have  tuberculosis.  This  opening 
should  be  followed  month  by  month  and  year 
by  year  by  a more  rapid  decrease  in  the  in- 
cidence of  tuberculosis  in  its  jurisdiction.  Its 
activities  will  not  be  confined  to  the  walls  of 
the  sanitarium  huh  'its  clinics  and  a new 
diagnostic  ward  at  the  City  Hospital  and  the 
educational  work  carried  on  by  the  Louisville 
Tuberculosis  Associatioin  will  make  it  reach 
every  home  in  Louisville  and  Jefferson 
Countv.  Its  distinguished  Superintendent. 
Dr.  0.  0.  Miller,  is  one  of  the  outstanding 
national  figures  in  the  fight  against  this  dis- 
ease. The  medical  profession  of  Jefferson 
County  will  follow  his  lead  with  interest  and 
enthusiasm  in  helping  to  rid  its  people  of  the 
ravages  of  tuberculosis. 

VINCENT’S  ANCTNA  OB  TBENCH 
MOUTH 

Doctors  Heymann,  Hume  and  Thomas,  the 
Committee  on  Dental  Hygiene  of  the  Jeffer 
son  County  Dental  Society,  have  called  our 
attention  to  the  widespread  epidemic  of  Vin- 
cent’s Angina  or  Trench  Mouth,  an  acute  in- 
fectious inflammation  of  the  mucous  mem 
brane  of  the  mouth  and  throat. 

It  is  recognized  by  a grayish  white  mem- 
brane covering  bleeding  ulcers,  located  on  the 
oral  mucous  membrane  or  gum  tissue.  It 
usually  begins  around  or  between  the  teeth. 
When  this  grayish-white  membrane  is  re- 
moved by  a tonsil  swabbing,  a raw,  bleeding 
surface  is  exposed.  A peculiar  foul  odor  is 
characteristic  of  the  disease  and  when  one  has 
become  acquainted  with  this  odor  it  is  a pow- 
erful diagnostic  aid.  Quite  frequently  the 


ulcers  appear  on  the  inner  surface  of  the 
cheek,  soft  palate,  throat,  and  it  is  especially 
likely  to  appear  on  the  tonsils.  There  may 
or  may  not  be  a rise  in  temperature.  There 
are  frequently  mild  and  sometimes  quite  se- 
vere chills  and  headaches  with  general  mal- 
aise and  excessive  flow  of  saliva,  sometimes 
stained  with  blood. 

This  is  a highly  infectious  disease,  easily 
transmitted  by  kissing,  use  of  common  towels, 
drinking  cups,  knives  and  forks;,  and,  in 
schools,  by  the  common  use  of  lead  or  slate 
pencils  and  by  the  common  eating  of  fruit 
or  other  ingredients  of  the  lunch. 

The  Committee  recommends  in  the  treat 
ment  of  Vincent’s  Angina  the  daily  applica- 
tion, carefully  and  thoroughly,  to  the  ulcera- 
ted surface  of  5 per  cent  solution  of  Chromic 
Acid  and  that  the  following  prescription  be 
used  bv  the  patient : 

Wine  of  Ipecac  Dr.  VT 

Fowler’s  Solution  Dr.  X 

Glycerine  Dr.  X 

Hvdrogen  Peroxide  q.  s.  ad.  Oz.  XVT 

M.  Sig:  TTse  as  a mouth  Avash  every  two 
hours. 

Patients  should,  of  course,  be  cautioned  not 
to  swallow  any  of  this  solution. 

Tf  the  temperature  rises  to  101  degrees  or 
over,  or  if  glandular  involvement  is  present, 
intravenous  injections  of  neosalvarsau  are  in- 
dicated. 

After  the*  ulcers  have  healed  and  the  in- 
flammation has  subsided,  all  irritants  ^uch  as 
tartar,  roots  of  teeth  and  dead  teeth 
should  he  removed  and  the  teeth  thoroughly 
eVansed  and  nolished. 

Hundreds  of  cases  of  this  disease  have 
been  renortpd  in  A’arious  sections  of  the 
State.  Mamr  of  them  have  not  been  recog- 
nized because  the  ntnmieian  failed  to  make 
a careful  examination  and.  especially,  failed 
to  look  for  the  characteristic  odor  and  ulcers. 

Our  dental  friends  are  entitled  to  our  co- 
operation in  helping  ge*  rid  op  this  serious 
aftermath  of  the  War. 


TF  A MAN  TS  SOUND  TN  BODY  AND 
MTND  WTLL  HE  COMMIT  CRIME" 

The  Commission  to  Study  Crime  in  Ken- 
tucky  desires  to  haAm  expert  opinion  from 
the  medical  people  of  the  State  on  the  fofloAV- 
ing  questions: 

1.  To  what  extent  do  you  consider  the  in- 
herited mental  condition  of  an  offender 
responsible  for  the  offences  he  commits? 

2.  To  AAThat  extent,  do  you  believe  the  phy- 
sical condition  of  an  offender  contributes 
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to  his  criminal  tendencies? 

3.  What  in  your  judgment  could  be  done 
from  the  medical  standpoint  to  reduce 
crime  in  the  Commonwealth? 

It  will  help  the  Commission  materially  in 
arriving  at  sound  conclusions  if  readers  of 
this  will  take  the  time  to  write  frank  discus- 
sions of  the  above  points  and  mail  them  to 
the  Chairman,  John  F.  Smith,  Berea,  Ken- 
tucky. If  you  desire  it  your  answers  will  be 
treated  as  confidential  matter. 

In  doing  this  you  will  also  he  rendering 
a distinct  service  to  the  Commonwealth. 


MEDICAL  EDUCATION 

The  leading  article  in  this  issue  of  the 
Journal  is  the  Presidential  Address  de- 
livered hv  Dr.  William  A.  Jenkins  before  the 
Jefferson  Countv  Medical  Society.  The  Ad- 
dress was  delivered  as  result  of  a motion  re- 
questing Doctor  Jenkins  to  deliver  it.  Doc- 
tor Jenkins  is  Professor  of  Clinical  Medicine 
in  the  Medical  Penartment  of  the  University 
of  Louisville  and  Chairman  of  the  Committee 
on  Medical  Education  of  the  Kentucky  State 
Medical  Association.  His  years  of  experience 
as  a practicing  physician  and  as  a medical 
teach  oualifv  him  as  an  expert  in  the  field  of 
medical  education. 

The  House  of  Delegates  at  Frankfort  in 
strueted  the  Committee  on  Medical  Educa- 
tion to  make  a careful  studv  of  the  whole 
field  with  the  view  to  recommending  construc- 
tive legislation  at  the  Louisville  session  next 
fall  to  be  nresentp't  to  the  coming  session  of 
the  rfeneral  A c,«omWv  in  1923.  Our  mem- 
bers ar»  Invited  to  discuss  this  important 
ouestion  in  the  columns  of  the  Journal.  It 
is  mute  ennarent  that  something  must  be 
done.  Tt  is  our  resnonsibilitv  to  determine 
what  that  something  is  with  the  view  to 
nreservatinn  of  the  best  service  of  the  medi- 
ae! nrofession  to  peorde  of  Kentucky. 


Mechanical  PuTmonarv  Embolism  Inducing 
Lasting  Increase  of  Ervthrocvtes. — Binet  and 
Williamson  nroduced  milmonarv  embolism  in 
rabbits  bv  infecting  a Ivcopodium  susnension  in- 
to the  auricular  vein.  Examination  of  the  blood 
revealed  a considerable  increase  of  ervtbrocytes, 
occurring  in  two  phases.  The  first  pba^e  set  in 
immediately  and  lasted  from  eight  to  twelve 
days.  The  second  phase  started  at  the  end  of 
two  or  three  weeks,  the  number  of  erythrocytes 
increasing  gradually  to  a maximum  in  the  third 
or  fourth  month.  This  polysythemia  persisted 
over  six  months.  The  number  of  erythrocytes 
was  increased  in  the  peripheral  and  in  the  cen- 
tral blood  stream.  They  appeared  normal. 


ORIGINAL  ARTICLES 

THE  MAKING  OF  A DOCTOR* 

By  William  A.  Jenkins,  M.  D.,  Louisville, 
Kentucky 

There  is  an  old  Latin  adage  which  runs 
thus,  “Poeta  nascitur  non  fit,”  (A  poet  is 
born  and  not  made),  and  so  I think  with 
equal  truth,  and  to  the  same  degree  or  ex- 
tent, we  may  say,  “Doctor  Medicinae  nasci- 
tur non  fit,” — a doctor  of  medicine  is  born 
and  not  made.  Now  the  ancients  were  not 
registering  adverse  sentence  on,  nor  discount- 
ing the  value  of  education  in  any  sense  of  the 
word.  What  they  did  mean  was  this, — that 
the  chief  underlying  factors  which  go  to 
make  a poet  must  be  found  resident  in  and 
essentially  a part  of  the  very  being  of  the 
individual  who  is  naturally  well  endowed.  On 
the  other  hand  the  greatest  educational  in- 
stitution in  the  world  cannot  make  a great 
man  out  of  an  individual  who  is  poorly  en- 
dowed. 

The  above  principle  is  true  of  the  indivi- 
dual who  aspires  to  become  a physician.  In 
addition  to  the  native  qualifications  of 
strength  of  mind  and  body,  force  of  charac- 
ter. sobriety,  honesty  and  common  sense,  the 
individual  should  have  the  desire  and  urge 
of  the  calling.  His  chief  concern  above  all 
other  considerations  whatsoever  should  be  a 
whole-hearted  love  of,  and  a desire  for,  the 
welfare  of  his  fellow  man  in  the  broades* 
sense  of  the  term.  If  a little  more  attention 
were  paid  to  this  end  of  the  game  we  should 
not  find  so  many  doctors  selling  books  and 
distributing  proprietary  medicines.  There- 
fore I say  that  in  the  making  of  a doctor  due 
attention  should  be  paid  to  the  question  of 
natural  fitness  or  endoivment. 

After  that  question  is  settled  next  in  im- 
portance would  come  the  matter  of  education. 
The  determination  of  the  proper  method  of 
educating  a young  man  or  woman  to  become 
an  M.  D.  is  of  course  a very  weighty  and  im- 
portant matter,  and  sometimes  I think  that 
we  may  have  lost  the  viewpoint  altogether, 
especially  in  this  age  of  efficiency  where 
everything  is  done  by  rote  according  to 
cross  file  indices,  by  ironclad  inflexible  ab- 
stract principles  where  the  rules  are  not 
made  to  fit  the  case,  (as  they  should  be),  but 
the  cases  are  made  to  fit  the  rules,  regardless 
of  consequences.  Thus  we  tend  to  become 
hopelessly  entangled  and  engulfed  in  a maze 
of  technicalities  to  the  extent  that,  as  I have 
said  before,  we  are  in  danger  of  losing  the 
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point  of  view  altogether. 

Education,  from  the  standpoint  of  etymol- 
ogy, comes  from  “ex,”  sometimes  written 
“e,”  used  in  the  sense  of  a preposition  with 
the  ablative  case  and  meaning  “out”  or 
“out  of;”  and  “duco, ” a Latin  verb  of  the 
third  conjugation  meaning  “to  lead”  or  “to 
develop.”  The  word  education  therefore 
really  means  to  lead  out,  to  enhance,  embell- 
ish or  develop  the  qualities  and  traits  which 
are  found  natively  in  an  individual.  In  no 
sense  of  the  word  does  educatioin  supply,  or 
take  the  place  of  native  qualifications.  It  sim- 
ply develops  or  enhances  the  value  of  a 
something  already  possessed.  The  amount 
of  time  that  should  be  spent  on  this  period 
of  preparation  for  one’s  life  work,  and  the 
selection  of  the  subject  matter  designed  to  oc- 
cupy or  fill  this  time,  have  always  been  de- 
batable and  much  debated  questions. 

In  the  early  youth  of  the  writer,  a half 
a century  ago,  to  say  that  a man  or  a woman 
was  an  educated  individual  was  equivalent  to 
saying  that  the  given  individual  was  a col- 
lege-bred man  or  woman,  which  in  that  day 
meant  one  thing  only,  viz:  the  pursuit  of  the 
so-called  classical  course,  Latin,  Greek, 
higher  mathematics,  logic,  history  and  philo- 
sophy (the  basic  studies),  with  perhaps 
botany,  zoology,  chemistry  and  French.  You 
were  not  educated  unless  you  had  gone  this 
road.  This  was  the  one  and  only  standard 
for  all  types  and  kinds  of  students.  This 
course  was  supposed  to  be  best  for  you  no 
matter  whether  you  intended  to  become  a 
lawyer  or  a farmer ; a doctor  of  medicine 
or  a chicken  fancier.  After  a time  when  our 
knowledge  increased  and  application  of  a 
practical  nature  was  made  of  our  scientific 
knowledge  to  the  uses  and  tasks  of  our 
everyday  lives,  the  principle  of  utilitarianism 
thrust  itself  on  the  attention  of  educators. 
The  clamor  became  loud  and  insistent  for 
a more  direct  path  to  the  goal.  It  was 
pointed  out  that  the  standard  classical  course' 
was  too  heavy  and  consumed  too  much  time 
and  in  many  instances  tended  to  lead  the 
student  too  far  afield  from  the  particular 
line  of  work  which  he  intended  to  pursue  as 
a calling  or  occupation.  In  answer  to  this 
demand  the  literary  colleges  came  out  with 
two  available  courses.  The  classical 
course  was  supposed  to  be  taken  by  indivi- 
duals entering  the  so-called  learned  pro- 
fessions, e.  g.,  educators,  lawyers,  doctors, 
ministers,  etc.,  while  the  scientific  course  was 
designed  to  prepare  students  for  the  applied 
sciences,  the  utilitarian  application  of  the 
sciences  to  the  wants  and  needs  of  our  every 
day  life.  The  growth  in  popularity  of  this 
policy  was  so  phenomenally  rapid  that  a lit- 
tle later  on  special  technical  schools  sprung 


up  all  over  the  country  where  a student  could 
Lake  up  and  pursue  to  the  “ n ’th  ” degree  spe- 
cial work,  e.  g.,  electrical  engineering,  me- 
chanical engineering,  special  lines  for  ap- 
plied chemistry,  etc.,  etc.  And  it  is  now 
possible  for  a student  to  go  directly  from 
high  school,  or  even  from  the  graded  schools, 
to  one  of  these  technical  schools.  Increasing 
numbers  of  our  young  men  and  women  are 
taking  advantage  of  this  less  cumbersome  but 
more  efficient  method  of  equipping  themselves 
for  life’s  struggles.  No  objections  have 
arisen  to  shortening  or  concentrating  the 
preparatory  education  period  leading  up  to 
scientific  technical  courses.  It  was  considered 
that  the  end  justified  the  means.  The  grad- 
uates were  judged  by  their  ability  to  produce, 
to  perform,  rather  than  by  the  number  of 
years  that  they  had  spent  in  college,  or  by 
the  array  of  standard  Carnegie  units  which 
they  had  to  their  credit.  In  this  field  of 
endeavor,  at  least,  we  may  safely  say  that  the 
public  at  large  has  not  suffered  and  utilitar- 
ianism has  won  the  day. 

Now  let  us  take  a birds-eye  view  of  the 
progress  and  development  of  medical  educa- 
tion in  particular.  From  the  dim  memories 
of  early  childhood  there  comes  to  my  mind 
this  picture — a great  white  roadway  winding 
like  a ribbon  around  among  the  rolling  hills 
of  the  bluegrass  region  of  Kentucky.  Along 
this  roadway  at  a point  where  it  was  crossed 
by  another  road  clustered  in  a beautiful 
valley  was  a peaceful  little  settlement.  On 
one  of  the  hills  which  crowned  this  valley, 
situated  in  its  own  plot  of  bluegrass,  sat  an 
old  colonial  home  surrounded  by  magnifi 
cent  old  English  elm  trees  with  a double  row 
of  these  same  trees  on  either  side  of  the  main 
driveway  leading  out  to  the  road.  Well  tilled 
fields  surrounded  the  house,  flocks  and  herds 
abounded.  The  picture  was  beautify],  peace- 
s'll ana  complete,  Dorn  old  Dobbin  hitched 
to  a post  at  one  end  of  the  lot  to  tic  gorgeous 
old  peacock  who  always  celebrated  the  end 
of  the  day  by  giving  his  raucous  call  from 
the  top  of  one  of  the  huge  carved  stone  pil- 
lars which  ornamented  the  end  of  the  drive- 
way leading  out  to  the  road.  This  was  the 
home  of  old  Dr.  C.,  the  community  doctor,  a 
man  loved  by  everyone.  He  was  a big  man, 
bodily  and  mentally,  cheerful,  dignified, 
kindly  and  sympathetic.  He  was  a leader,  a 
counselor  in  all  community  activities, — a veri- 
table “Willum  McClure,”  a doctor  of  the  old 
school,  a hard  and  willing  worker.  The  night 
was  never  too  dark,  cold  or  stormy  if  his  peo- 
ple needed  him.  The  greater  part  of  his  work 
was  done  on  hoseback  with  bis  saddle  bags  be- 
hind him,  frequently  over  bottomless  mud 
roads,  and  at  times  he  was  compelled  to  swim 
his  horse  over  swollen  turbulent  streams  in 
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uotn  winter  and  summer,  i encountered  two 
young  men  occasionally  at  tne  doctor  s douse, 
one  iroin  a town  ten  mites  distant  and  one 
irom  me  country  district  near  nis  nome.  Tney 
were  * * reading  medicine  unuer  tne  oid  Doc- 
tor s supervision,  ^tnat  was  tne  accepted 
niecnou  in  tnose  days;,  qjuite  frequently 
in  tne  evening,  or  at  odd  limes,  tne  doctor 
would  “talk  over"  tlie  topic  in  nand  witn 
tnem,  (a  sort  oi  quiz  as  we  would  can  it 
now;.  Uccasionally  at  rare  and  cnerisded  in- 
tervals tde  old  doctor  would  tade  one  oi  tne 
young  men  along  witn  mm  to  an  oostetricai 
case,  a case  of  a tractured  nmo  wdicd  re- 
quired setting,  or  a desperate  case  oi  typnoid 
lever,  inese  occasions  served  a douoie  pur- 
pose. lney  gave  tde  uoctor  an  earnest  and 
wnnng  assistant,  and  tney  gave  tne  prospec- 
tive medical  student  a cnance  to  see,  ooserve 
and  be  taugdt  actual  practice.  Tdis  custom 
was  tde  dumole  forerunner  oi  tde  modern 
“C 'Lime.”  'ine  young  men  were  also  taugnt 
sometding  of  pdarmaey  in  a crude  way. 
They  become  acquainted  witn  tde  pdysical 
appearance  oi  sued  drugs  as  were  available 
in  tdose  days.  Tdey  learned  tdeir  pdy- 
siologicai  activities,  toxic  properties,  com- 
bining powers,  etc. 

After  one,  or  usually  two  years,  of  this 
part-time  process  of  reading  medicine  under 
a “Preceptor,”  (tdey  always  called  tlie  old 
doctor  their  preceptor),  tdey  were  ready  to 
pack  tde  oid  hair  trunk  and  go  to  a large 
center  of  population  and  “Attend  the  lec- 
turesor  enter  medical  college,  as  we  now 
call  the  process.  Attending  the  lectures, 
however,  was  correct,  as  most  of  the  work 
consisted  of  series  of  didactic  lectures.  Oc- 
cassionally  a clinical  case  was  exhibited  or  a 
few  amphitheatre  clinics  weye  held  in  a 
municipal  or-  free  hospital.  After  two  or 
three  years  of  this  the  candidate  received 
his  degree  of  M.  D.,  (usually  it  was  two 
years).  Only  the  fewest  number  of  these  men 
were  college  graduates.  The  great  majority 
of  them  had  gone  just  as  far  as  they  could 
in  the  schools  of  their  locality.  Yet  from 
the  ranks  of  this  class  of  men  come  some  of 
the  great  contributors  to  the  science  of  medi- 
cine. This,  gentlemen,  was  medical  educa- 
tion more  than  fifty  years  ago. 

A standard  educational  requirement  for 
admission  to  a medical  school  at  this  period 
was  unknowm,  at  least  in  the  smaller  schools 
throughout  the  United  States.  At  the  time 
the  writer  entered  medical  college  the  pos- 
session of  a literary  degree  was  looked  upon 
as  an  accomplishment  rather  than  a require- 
ment. Higher  educational  qualifications 
were  beginning  to  be  encouraged  but  not  re- 
quired. And  even  our  first-hand  knowledge 
of  bacteriology,  physiology  and  chemistry 


were  taught  by  practicing  phyiscians.  These 
men,  however,  especially  prepared  them- 
selves to  teach  their  subjects,  ana  taught  them 
troig  the  standpoint  and  relationship  of  then- 
bearing  on  actual  practical  medicine  rather 
than  simply  teaching  these  branches  from  the 
standpoint  of  their  being  abstract  sciences, 
and  we  might  say  in  passing  that  the  plan 
was  not  without  its  good  points.  At  this 
period  a three  year  course  was  necessary  to 
obtain  a medical  degree. 

The  next  great  step  in  advance  was  the 
introduction  of  the  clinical  method  of  teach- 
ing medicine.  Outpatient  departments  were 
established  in  connection  with  the  medical 
schools,  where  the  poor  of  the  great  city  in 
which  the  medical  school  was  located  were 
encouraged  and  taught  to  apply  for  relief  of 
tlieir  ills.  The  patients  were  classified  rough- 
ly into  Surgical,  Medical  and  Obstetrical 
cases,  the  great  primary  divisions  of  Medi- 
cine. This  new  course  enabled  the  students 
to  see,  interrogate,  examine  and  treat  sick 
patients.  In  many  instances  a follow-up 
system  was  used  and  the  student  could  see 
tlie  patients  in  their  homes  under  the  super- 
vision of  one  of  the  assistant  teachers.  A list 
was  kept  of  probable  obstetrical,  dates  and 
said  cases  were  assigned  to  the  students  un- 
der the  guidance  of  an  assistant  teacher. 
Clinics  were  held  in  the  great  municipal  or 
charity  hospitals,  and  after  a time  the  private 
hospitals  furnished  a certain  amount  of  this 
type  of  work. 

From  this  time  on  down  to  tlie  present,  or 
the  modern  era  of  medicine,  as  we  may  call 
this  period,  medical  progress  has  been  phe- 
nomenal. The  utilization  to  the  fullest  ex 
tent  of  modern  bacteriology  and  pathology, 
as  correlated  to  etiology'-  and  physiological 
symptomatology;  the  introduction  of  a host 
of  instruments  of  precision,  the  e!e  tro-card- 
iograph,  the  sphygmomanometer,  the  X-ray, 
etc.,  studies  in  metabolism,  studies  in  the 
chemistry  of  the  body  fluids,  e.  g.»  blood, 
urine,  etc. ; functional  tests  as  applied  to  the. 
organs  and  glands  of  the  body' ; intricate 
serological  and  immunological  phenomena 
and  many  other  brilliant  studies  have  been 
perfected,  all  of  which  have  served  to  place 
medicine  on  an  advanced  ana  scientific  basis. 
All  of  these  things  hove  tin-own  a flood  of 
light  on  practical  medicine  to  the  great  bene- 
fit of  mankind  in  g -moral.  Now  the  intro- 
duction of  these  ne  . methods  have  brought 
in  their  wake  new  problems  for  medical  men 
to  consider.  This  is  necessarily  true.  Many 
of  the  above-mentioned  problems  are  still  new 
to  us  and  we  have  not  been  able  as  yet  to 
evaluate  them  properly  or  to  give  them  their 
exact  and  definite  place  in  our  armamentar- 
ium. 


January,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


7 


Let  us  consider  some  of  them  briefly.  In 
the  first  place  the  dictum  has  gone  forth  that 
an  individual  should  be  scientific  and  highly 
educated  before  he  is  to  be  allowed  to  enter 
the  great  profession  of  medicine.  This 
naturally  brings  up  the  question  of  entrance 
requirements.  The  preliminary  or  entrance 
requirements  have  been  raised  and  raised, 
and  re-raised,  and  the  end  is  not  yet.  Now 
1 realize  that  this  is  a dangerous  subject.  If 
you  raise  your  voice,  or  even  hint,  that  thL 
matter  can  be  overdone,  at  once  the  howl  is 
raised  that  you  are  preaching  low  standards 
and  poor  doctors,  and  immediately  your  name 
becomes  “anathema,  maranatha.  ’’  “Oh, 
we  must  have  better  doctors,”  you  say.  Cer- 
tainly, yet  many  of  us  are  not  at  all  con- 
vinced that  we  can  obtain  this  much  desired 
result  by  simply  raising  the  preliminary  edu- 
cational qualifications  to  an  unusually  high 
degree.  Dr.  Emerson  and  Dr.  Williams,  both 
teachers  of  ability,  say  in  substance  that  the 
premedical  requirements  now  in  force  tend 
to  exclude  from  the  medical  schools  men  who 
would  make  good  general  practitioners  and 
to  attract  men  who  are  mechanically  inclined. 
And  we  must  rememmber  that  our  pre-medi- 
cal requirements  are  formulated  by  teachers 
of  premedical  sciences  and  that,  as  a rule, 
they  have  no  interest  in  general  practice. 
Much  valuable  time  may  be  lost  by  the  al- 
lotment of  preclinical  studies;  feats  of  mem- 
ory do  not  tend  to  develop  judgment.  A 
mind  trained  in  pure  science  does  not  neces- 
sarily prepare  its  possessor  for  a favorable 
approach  to  patients.  We  have  all  seen  many 
scientific  and  highly  educated  men  who  were 
very  poor  doctors.  They  may  never  become 
successful  in  the  actual  field  of  practical 
medicine.  Many  of  our  leading  medical  men 
of  the  day  feel  that  the  preliminary  entrance 
requirements  in  medical  schools  could  be 
shortened,  concentrated,  rendered  less  bulky, 
without  in  the  least  affecting  the  efficiency 
of  the  finished  product,  the  medical  graduate. 
Allow  me  to  simply  say  this, — that  I believe 
that  we  can  go  too  far  in  the  raising  of  pre- 
liminary requirements.  We  may  exclude  many 
deserving  men  who  would  be  of  untold  value 
to  our  profession.  We  may  go  so  far  that 
youth,  energy  and  substance  may  be  reck- 
lessly and  heedlessly  spent  ere  the  long  and 
arduous  race  is  well  begun.  In  approaching 
this  problem  we  should  divest  our  minds  of 
all  preconceived  machine-made  notions.  Vi- 
tuperatioin,  ridicule  or  sarcasm  never  settle 
issues.  We  must  face  this  problem  soberly 
as  it  now  presents  itself  to  us  for  solution. 

During  this  modern  era  there  has  been  a 
decided  tendency  on  the  part  of  Boards  of 
Control  to,  in  a great  part  at  least,  turn  the 
medical  schools  over  to  the  “Great  Founda- 


tions ’ in  return  for  endownment  funds,  and 
saiu  "r  emulations"  immediately  place  the 
scnooi  m tiie  Hands  of  proiessmnai  educators, 
pernaps  me  majority  ot  whom  have  never 
practiced  medicine  a day  in  their  lives  and 
many  of  them  have  never  studied  medicine 
at  ail  and  have  no  medical  degree,  and  yet 
these  men  determine  the  km'1,  character  and 
amount  of  the  work  that  must  be  done  to  ob- 
tain a medical  degree.  Is  this  altogether 
tne  best  plan  1 in  me  medical  profession  we 
i:a\e  men  who  have  risen  io  positions  of 
honor  and  scientific  eminence,  men  who  have 
spent  tneir  lives  in  the  actual  practice  of  the 
various  branches  of  medicine.  Would  it  not 
be  a good  plan  to  invite  such  men  to  a seat 
in  the  council  chamber  ‘l  In  the  humble 
opinion  of  the  writer  every  man  who  teaches 
m a medical  school  should  be  a graduate 
in  medicine.  1 will  go  further : — he  should 
have  a keen  interest  in,  and  a love  for  prac- 
tical or  clinical  medicine.  He  should  come 
down  and  mingle  and  work  with  the  clinical 
men.  He  should  spend  part  of  his  time  iu 
the  wards  of  the  hospital  with  the  clinical 
men  in  order  that  he  might  study  symptoms 
and  problems  with  them  in  an  endeavor  to 
turn  his  own  scientific  knowledge  into  chan- 
nels that  will  assist  in  the  solution  of  actual 
clinical  problems.  This  plan  would  serve  to 
cement  and  unify  the  whole  teaching  force. 
Their  objective  would  be  a common  goal. 
Their  understanding  would  be  complete. 

At  the  present  time  we  are  very  far  from 
this  ideal.  The  above  mentioned  full-time 
men  and  the  clinicians  are  too  far  apart  and 
pulling  in  opposite  directions.  They  are  not 
correlating  their  work  as  they  should,  e.  g., 
the  teacher  of  chemistry,  being  perhaps  a non- 
medical man,  is  intensely  interested  in  the 
pure  science  of  chemistry.  In  his  view  the 
most  suitable  candidate  for  medicine  is  of 
course  the  man  who  knows  the  most  chemis- 
try regardless,  and  so  on  throughout  the  list. 
Along  this  line  a nationally  known  teacher  of 
surgery,  an  authority,  has  this  to  say  regard- 
ing the  teaching  of  anatomy  by  the  professor 
in  one  of  the  large  schools  of  this  country, 
‘ ‘ The  first  six  weeks  of  the  course  in  anatomy 
was  spent  in  modelling  the  femur  in  clay.” 
A little  later  along  he  says,  “Twelve  weeks 
were  allotted  to  an  intensive  study  of  the  em- 
bryology of  the  brain,”  etc.  This  same 
authority  further  states  that  “he  feels  posi- 
tive that  when  these  same  students  came  up 
for  their  county  examinations  scarcely  a one 
of  them  would  be  able  to  tell  in  what  part 
of  the  body  the  median  nerve  was  located.” 

The  relationship  of  the  laboratory  and  lab- 
oratory methods  to  clinical  medicine.  The 
birth  of  laboratory  medicine  has  occurred 


8 


KENTUCKY  MEDICAL  JOURNAL 


[January,  1927 


within  the  memory  of  many  of  us.  We  were 
taught  diagnosis  by  the  old  methods,  viz : 
careful  and  accurate  history  taking,  (checked 
and  re-checked)  ; the  elicitation  of  the  physi- 
cal signs  and  clinical  symptoms,  the  careful 
correlation  of  the  findings  and  the  use  of  our 
judgment.  Our  resources  being  limited  we 
were  forced  by  necessity  to  perfect  ourselves 
in  their  use  to  the  highest  possible  degree,  and 
to  cultivate  and  utilize  them  to  the  fullest  pos- 
sible extent.  (And  this  method  is  still  the  saf- 
est and  best  foundation  for  the  medical  man.) 
Now  how  different  is  our  method  in  studying 
clinical  cases.  Our  system  of  laboratory 
diagnosis  is  now  very  complex,  complete  and 
exceedingly  helpful;  and  yet  these  new  pro- 
cedures have  brought  their  difficulties  wit  a 
them.  In  the  first  place  a great  deal  of  time 
is  necessary  for  the  pursuit  of  laboratory 
methods,  and  that  time  is  taken  from  clinical 
study  hours.  Laboratory  methods  have  been 
fostered,  accentuated  and  pushed  by  medical 
teachers  in  the  last  few  years.  The  accuracy 
the  scientific  trend,  the  relationship  to  re- 
search of  the  method,  etc.,  have  all  been 
■favorably  placed  before  medical  students. 
Consequently  there  is  a tendency  to  look  upon 
laboratory  methods  as  “a  short  cut,”  “sure 
shots”  and  ‘‘exact  methods.”  Many  medical 
men  have  lost  interest  in  physical  examina- 
tions and  are  liable  to  discredit  same.  Medi- 
cal men  in  general  are  manifesting  a tendency 
to  lean  on  laboratory  procedures  for  diag- 
nosis, e.  g.,  “Why  worry  about  the  examina- 
tion of  the  chest  when  the  X-Ray  reveals 
everything  clearly,  or  about  symptoms  when 
a Widal  tells  the  story?  What  are  physical 
signs  worth  when  a Wasserman  shows  it  all?” 
Allow  me  to  offer  one  or  two  homely  illustra- 
tions of  this  tendency.  Some  time  ago  in  an 
address  before  the  Annual  Congress  on  Medi- 
cal Education  Dr.  Cushing  related  the  follow- 
ing story: 

“A  patient  was  admitted  in  the  fall  to  one 
of  our  well-known  hospitals  noted  for  its 
spirit  of  investigation  and  the  exactitude  of 
its  work.  The  only  thing  that  appeared  to  be 
wrong  with  the  man  was  that  he  had  a fever 
of  unknown  origin.  A variety  of  people 
whose  special  duty  it  was  had  made  detailed 
examinations  of  blood,  sputum,  stools  and 
cerebro-spinal  fluid ; microscopic,  chemical, 
bacteriologic.  His  thoracic  and  abdominal 
viscera  had  been  thoroughly  and  expensively 
studied  by  the  roentgenologist.  His  basal 
metabolism  had  been  estaolished  and  record- 
ed ; electro-cardiograms  had  been  taken ; and 
specialists  were  called  in  to  exclude  nose, 
throat,  teeth,  ears  and  eyes.  All  of  these 
things  took  time  and  meanwhile  the  fever 
persisted.  At  this  juncture,  a country  doctor 


who  had  enjoyed  none  of  the  present-day 
laboratory  advantages  happened  to  visit  the 
hospital,  and  as  he  passed  this  man’s  bed  in 
the  course  of  the  morning’s  rounds,  he  casual- 
ly remarked,  ‘I  am  surprised  to  see  that  you 
have  an  occasional  case  of  typhoid  fever 
in  your  neighborhood  ’.  ’ ’ 

Recently  the  author  as  requested  by  the 
superintendent  of  nurses  of  one  of  our  large 
hospitals  to  see  one  of  the  pupil  nurses.  It 
was  impossible  for  me  to  answer  the  call  until 
the  next  day.  When  I arrived  all  the  labora- 
tory work  was  finshed ; in  fact,  the  case  was 
“worked  up”  and  ready  for  presentation. 
Blood  and  urine  examinations,  basal  meta- 
bolic rate,  etc.,  had  all  been  done,  and  a tenta- 
tive diagnosis  of  incipient  hyperthyroidism 
had  been  strongly  suggested.  A brief  investi- 
gation revealed  the  following  facts, — a very 
nervous  and  scared  young  woman.  She  was 
ambitious  and  over-anxious  to  meet  all  the  re- 
quirements. The  work  in  the  hospital  was 
rather  heavy  just  at  this  time  and  there  was 
a shortage  of  nurses.  The  patient  was  just 
taking  her  first  try  at  night  duty,  and  of 
course  she  was  having  difficulty  in  sleeping 
in  the  daytime.  The  greater  the  difficulty, 
the  more  nervous  and  apprehensive  she  be- 
came. Finally  one  morning  she  felt  ill,  had  a 
nervous  chill  and  the  superintendent  put  her 
to  bed.  She  was  subjectively  nervous,  she 
had  three-quarters  of  a degree  of  tempera- 
ture, the  pulse  was  rapid  and  of  course  some 
tremor  of  the  hands  was  present.  The  visible 
blood  vessels  manifested  a slight  increase  in 
the  amplitude  of  their  pulsations.  A plain, 
encouraging  talk,  the  assurance  that  she  had 
no  organic  disease,  a little  rest  with  a couple 
of  nights’  sleep,  a talk  with  both  the  patient 
and  the  superintendent  of  nurses  as  regards 
future  conduct  for  the  young  lady,  and  in  two 
days  she  was  all  right  and  on  duty  again. 

Any  clinician  of  experience  could  from 
memory  readily  recite  numerous  instances 
similar  to  the  above  which  would  serve  to  il- 
lustrate the  point  at  issue.  As  a natural  con- 
sequence of  this  over-stressing  of  laboratory 
methods  we  find  that  our  medical  students 
and  younger  practitioners  are  afraid  to  ven- 
ture a diagnosis  on  a given  case  until  all  pos- 
sible laboratory  procedures  are  finished  and 
reported.  The  laboratory  men  tell  us  that 
medical  men  and  students  should  know  more 
about  laboratory  methods.  We  might  very 
justly  retort  by  saying  that  laboratory  men 
should  know  more  about  patients.  The  im- 
portance of  the  laboratory  in  the  general 
scheme  of  medical  education  is  being  rather 
overestimated,  while  history  taking  and  the 
proper  utilization  of  the  physical  senses  in  ob- 
taining evidence  of  disease  are  being  neglect- 
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ed.  The  possession  of  technical,  mechanical 
skill  is  not  a substitute  for  the  thinking  pro- 
cess. The  laboratory  can  never  take  the  place 
of  clinical  study. 

We  And  in  the  field  of  medicine  today  a 
type  of  man  who  has  usually  had  relatively 
little  real  clinical  experience,  but  he  has  an 
extensively  and  perhaps  expensively  equipped 
laboratory  mill  which  is  quite  expensive  and 
the  patient,  no  matter  whether  his  complaint 
he  green  apple  colic  or  some  serious  and  baff- 
ling systemic  disease,  must  go  through  the  en- 
tire laboratory  mill,  which  is  quite  expensive, 
and  in  the  end  he  is  presented  with  a sheaf  of 
multi-colored  papers  called  “The  Diagnostic 
Survey,”  and  all  too  frequently  this  is  about 
all  the  satisfaction  the  patient  gets  out  of  the 
transaction.  This  newcomer  in  our  midst, 
gentlemen,  is  the  “diagnostician.”  The  truth 
of  the  matter  is  that  we  are  allowing  ourselves 
to  become  overwhelmed  and  overawed  by  tbe 
so-called  “exact  methods”  and  we  are  teach- 
ing our  medical  students  to  approach  the 
problem  from  the  wrong  end.  We  are  plac- 
ing the  cart  before  the  horse.  Whv  have  all 
possible  laboratory  tests  and  the  opinions  of  a 
variety  of  specialists  first,  when  a well  trained 
general  practitioner  could  go  over  the  case 
and  find  the  trouble  in  about  ninety  per  cent 
of  all  cases  with  considerable  financial  saving 
and  great  satisfaction  to  the  patient?  This 
is  no  argument  against  laboratory  methods. 
We  all  should,  and  do,  use  them  when  clinical 
measures  point  the  way.  We  should  use 
them -but  not  abuse  them.  We  should  know 
when  to  use  them.  We  should  know  how 
to  use  them  and.  best  of  all.  we  should  know 
when  vot  to  use  them.  Tf  this  present  ten- 
dency in  modern  teaching  methods  is  not  cor- 
rected there  is  grave  danger  of  our  typical 
modern  graduate  in  medicine  becominsr  sim- 
plv  a standardized,  sterilized , denatured  tech- 
nician. 

We  hear  a great  deal  nowadavs  in  a rem- 
iniscent wav  about  the  inimitable  “bedside 
manner ” of  some  of  the  old-time  doctors. 
One  of  our  most  famous  surgeons  in  a public 
address  spoke  lovingly  and  lingeringly  of  th< 
“Diagnostic  acumen”  of  some  of  the  older 
clinicians  and  he  stated  that  “We  all  wished 
that  it  could  have  been  handed  down.”  These 
gentlemen  all  seem  to  think  that  this  faculty 
has  been  lost,  but  such  is  not  the  case.  It  has 
simply  been  pushed  into  the  background, 
thrust  aside  by  mechanical  medicine,  by 
* exact  methods  if  you  please.  Its  failure  to 
thrive  is  due  wholly  and  entirely  to  lack  of 
use.  Human  nature  is  essentially  the  same 
throughout  the  ages.  Our  young  men  and 
women  of  today  are  just  as  well  qualified  by 
nature  as  were  those  of  the  past  generation, 


and  in  addition  they  have  the  advantage  of 
all  the  knowledge  that  has  gone  before. 
Therefore  “Diagnostic  acumen ” and  “ bed- 
side Mannerisms”  are  just  as  procurable  to- 
day as  they  ever  were.  Anything  c/hats  ■ ver 
in  human  experience  that  is  really  and  last- 
ingly good  need  ever  be  lost,  unless  we  lose  it 
voluntarily.  The  acquiring  of  “diagnostic 
acumen ” and  “ bedside  mannerisms”  are  es- 
sentially matters  of  careful  education  and  ac- 
cumulated'experience.  The  medical  students 
of  today  can  acquire  these  things  in  the  same 
way  and  to  the  same  degree  that  the  older 
clinicians  did,  if  they  are  properly  taught. 
They  must  understand  that  they  are  human 
beings  dealing  with  human  beings.  They 
must  appreciate  the  personal  equation  at  all 
times.  They  must  develop  the  clinical  sense. 
They  must  be  taught  to  observe  accurately, 
to  interrogate  skillfully  and  fully,  to  examine 
thoroughly,  to  correlate  correctly  and  to  judge 
with  discrimination.  Students  and  doctors 
properly  trained  along  clinical  lines  tend  to 
develop  a peculiar  type  of  tact  and  discretion, 
acquired  only  at  the  bedside,  after  long  years 
of  study  and  observation.  A doctor  of  this 
type  possesses  a soul  attuned  to  hear  and  in- 
terpret the  cry  of  suffering  humanity.  This 
is  called  the  art  of  medicine  and  it  is  quite 
beyond  the  mechanical  doctor.  Physicians 
are  now  speaking  of  it  as  a lost  art.  It  is  not 
lost,  gentlemen.  It  is  just  a case  of  shameful 
and  unpardonable  neglect. 

Specialism  in  medicine.  Over-specializa- 
tion is  one  of  the  outstanding  faults  of  modern 
medicine.  In  our  medical  schools  of  today 
a large  per  cent  of  the  senior  class  have  al- 
ready selected  their  specialties.  The  young 
graduate  either  starts  practicing  as  a special- 
ist or  he  takes  a six-weeks’  intensive  course 
and  then  launches  out  as  a specialist.  We  now 
have  specialists  for  almost  every  organ  and 
structure  of  the  body.  The  country  is  flooded 
with  wet  diploma  specialists.  We  are  con- 
stantly splitting  off  specialties  from  the  par- 
ent stem,  “general  medicine.”  There  are 
several  reasons  for  this  state  of  affairs.  A 
specialty  generally  means  a greater  income, 
more  reputation,  and  the  work  is  less  arduous. 
Again,  specialism  is  especially  stressed  in 
teaching  medical  students.  Tn  all  of  our 
medical  schools  we  have  a large  number  of 
specialists  and  each  one  of  them  is  clamoring 
for  more  hours  to  be  devoted  to  his  specialty. 
Each  one  of  them  tends,  (perhaps  uncon- 
sciously), to  isolate  and  magnify  the  Avork 
which  he  is  doing;  a certain  glamour  sur- 
rounds the  work.  The  impression  is  created 
that  only  a few  men  can  do  this  particular 
work.  It  is  superior  to  ordinary  medi- 
cine. He  tends  to  make  specialists  in 
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his  line  of  the  students.  Tims  the  specialties 
become  separated  from  general  medicine. 
They  are  taught  in  such  a way  that  they  tend 
to  become  independent,  when  in  reality  they 
should  be  inter-dependent.  Every  specialist 
who  is  a teacher  in  a medical  school  should 
have  as  his  chief  object  the  idea  of  making 
his  specialty  fit  into  and  become  an  integral 
part  of  general  medicine.  In  his  teaching 
he  should  simplify  rather  than  magnify.  He 
should  correlate  rather  than  isolate.  He 
should  make  his  subject  as  simple  as  possible 
for  the  student.  He  should  teach  the  student 
to  do  just  as  much  of  his  type  of  work  as  it 
is  possible  for  the  general  practitioner  to  do, 
safely.  Of  course  he  should  also  teach  the 
student  to  recognize  his  own  limitations  in 
order  that  he  miglit  be  able  to  make  the 
diagnosis  at  the  proper  time,  and  refer  the 
case  to  an  individual  possessing  the  requisite 
technical  skill,  (where  such  is  required.) 

As  the  matter  stands  today,  if  a man  gets 
tired  of  general  practice  he  “Talces  up” 
surgery.  He  begins  to  do  all  of  his  own 
surgery,  and  forthwith  he  becomes  a surgeon. 
A man  who  is  too  lazy  or  too  incompetent  to 
do  general  practice  goes  to  London  or  Paris, 
stays  a while  and  finally  comes  back  with  a 
new  piece  of  machinery  and  “elects”  himself 
a specialist.  The  public  and.  strange  to  say. 
even  many  of  the  doctors  themselves  have 
fallen  under  the  sway  of  this  false  sophistry. 
In  our  large  communities  of  today  we  find  the 
laity  going  to  the  specialists.  One  member 
of  the  family  has  a skin  eruption ; he  goes  to 
the  dermatologist.  Another  has  a cold ; he 
goes  to  the  nose  and  throat  man.  And  still 
another  thinks  that  his  heart  is  beating  too 
rapidly,  and  he  goes  to  the  heart  specialist, 
and  so  on,  ad  infinitum,  ad  nauseum.  It  is 
needless  to  add  that  all  too  frequently  the 
patient  fails  to  make  satisfactory  progress 
and  it  is  discovered  that  the  heart  lesion  is 
only  a small  part  of  the  story.  The  T.B.  case 
has  diabetes  also,  and  so  on  throughout  the 
list.  Not  long  ago  a man  came  into  mv  office 
with  a number  of  Wasserman  reports  in  his 
hand.  They  were  conflicting.  He  had  been 
all  over  the  country.  He  was  excited  and 
nervous,  in  fact,  almost  crazv  and  very  near 
a complete  breakdown.  He  literally  screamed 
at  me  with  his  fists  clenched  and  said,  “Now 
have1  I got  it  or  not?”  Now,  wherever  this 
man  went,  the  first  thing  he  got  was  a new 
Wasserman  test,  and  that  was  about  all  he 
got.  He  told  me  that  he  slept  verv  little,  ate 
almost  nothing  and  that  he  could  not  attend 
to  any  of  his  work  on  account  of  thinking  of 
his  trouble.  This  man  did  not  need  a special- 
ist, he  had  already  tried  several  of  them,  he 
•eeded  a doctor.  Not  long  ago,  in  one  of  the 


current  medical  publications,  1 ran  across  this 
story : A clinician  of  note  was  putting  in 

some  time  in  the  general  medical  clinic  of  a 
large  hospital.  One  of  the  patients,  a young 
man  who  in  the  routine  preliminary  examina- 
tion, in  addition  to  several  other  defects,  had 
been  found  to  have  a well  compensated  val- 
vular lesion  of  the  heart.  For  some  reason  or 
other  this  young  man  was  not  progressing 
very  rapidly,  so  a precocious  young  miss  con- 
nected with  the  social  service  work  ap- 
proached the  old  clinician  boldly  and  said, 
“Doctor,  don’t  you  think  it  would  be  best  to 
refer  this  youn'g  man  to  the  heart  specialist?” 

The  method  of  becoming  a specialist 
should  be  prescribed  by  the  medical  schools 
and  the  doctors  themselves,  and  if  this  is  not 
sufficient  or  possible,  then  it  should  be'  made  a 
matter  of  legal  enactment  and  the  laws  placed 
upon  our  statute  books.  Every  man  who  grad- 
uates in  medicine  should  be  required  to  spend 
a period  of  at  least  five  years,  (and  ten  would 
be  better),  in  general  practice.  The  object  of 
the  average  medical  school  should  be  to  pro- 
duce good  general  practitioners.  The  making 
of  specialists  is  on  the  one  hand  a.  matter  of 
especial  fitness  on  the  part  of  the  doctor,  as 
shown  by  actual  practice,  throughout  a period 
of  years,  and  second,  a matter  of  special  prep- 
aration in  post-graduate  schools  and  hospitals, 
the  candidate  taking  a definite  and  prescribed 
standardized  course.  T am  going  +o  make  a 
rather  broad  and  sweeping  statement,  and  T 
make  it  without  the  least  fear  of  successful  re- 
futation. It  is  this.  When  it  comes  to  medi- 
cal matters  the  best  guide  that  the  individual 
or  the  family  as  a unit  of  our  population  can 
have  today  is  the  competent  first-class  general 
practitioner.  Such  a man  will  be  able  to  rec- 
ognize and  successfully  treat  over  ninety  per 
cent  of  our  ills  and  he  will  be  able  to  do  this 
with  only  a minimum  of  costly  laboratory 
tests.  When  the  services  of  a specialist  be- 
comes necessary  he  is  still  the  best  guide,  be- 
cause he  is  on  the  inside  and  he  knows  who 
is  realty  a specialist,  and  he  immediately 
sends  or  takes  his  patient  to  the  proper  man. 
And  he  again  takes  charge  of  the  patient  after 
the  special  procedure  has  been  instituted. 

Now  by  way  of  conclusion  allow  me  to  say 
that  as  regards  the  future  of  Medicine  T am 
exceedingly  optimistic.  As  T have  emphasized 
in  the  paper,  human  nature  remains  about 
the  same.  The  oncoming  generations  of  men 
and  women  furnishes  just  as  good,  if  not  bet- 
ter, material  than  we  have  ever  had  before, 
and  new  and  valuable  methods  and  aids  are 
being  constancy  discovered  and  added  to  our 
armamentarium. 

Concerning  pre-medical  requirements,  I am 
personalty  convinced  that  a re-arrangement 
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is  necessary.  1 believe  we  can  concentrate  or 
condense  tiiis  course  so  that  it  will  contain 
ail  tliat  is  valuable  and  really  essential,  and 
at  the  same  time  tliat  tiiis  amended  plan  will 
not  in  any  way  affect  the  efficiency  and  use- 
fulness of  the  finished  product,  tile  young 
M.  D. 

1 am  very  much  against  the  plan  of  turning 
tlie  medical  schools  over  to  non-medical,  pro- 
fessional educators,  with  full-time  men  in  all 
branches.  A limned  number  of  full-time  men 
for  certain  brancnes  is  allowable,  but  I be- 
lieve that  men  who  teach  in  a medical  school 
should  be  interested  in  and  have  some  kind 
of  a practical  connection  with  clinical 
medicine. 

1 think  the  laboratory  should  be  subordinate 
to  the  ward,  that  at  present  we  are  abusing 
laboratory  methods.  Clinical  methods  should 
occupy  first  place  in  the  teaching  schedule, 
and  laboratory  procedures  should  be  ultilized 
when  and  as  clinical  methods  point  the  way. 
If  we  should  adopt  this  plan  mere  would  be 
no  necessity  to  lament  the  passing  of  “ bedside 
mannerisms”  and  “ diagnostic  acumen.” 

The  method  of  making  specialists  should  be 
supervised  and  prescribed.  Tlie  self-ap- 
pointed, self-anointed  type  of  specialist  is  a 
disgrace  to  the  organized  proiession  and  a 
menace  to  the  general  public. 

To  the  problems  briefly  but  truthfully  out- 
lined in  tins  paper  medical  men  and  medical 
educators  should  turn  tneir  earnest  and  im- 
mediate attention. 

DISCUSSION 

Arthur  T.  McCormack:  I think  no 

greater  compliment  has  ever  been  paid  to  the 

distinguished  organization  which  I now  ad- 
dress than  that  presented  by  your  president  in 
the  very  learned  and  complete  address  which 
he  has  delivered,  upon  your  invitation,  and  I 
realize  the  impossibility  of  extemperaneousiy 
discussing  a paper  so  finished  by  adding  any- 
thing to  it. 

I have  never  had  the  privilege  of  being  a 
medical  educator  in  the  organized  sense  of  the 
word.  I think  maybe  I ought  to  say,  like  Saul 
said,  that  I was  one  of  those  who  helped  do  the 
thing,  but,  like  Paul,  am  sorry. 

Looking  for  just  a moment  at  the  picture 
drawn  by  Dr.  Jenkins:  I recall  ihe  period 

from  1867  to  1904,  when  we  had  from  five 
to  nine  medical  schools  in  Louisville,  no  man 
failed  in  his  examinations  in  either  of  the  two 
years  of  the  course  who  had  paid  his  fees  and 
a man  rarely  passed  who  did  not  pay  his  fees. 
That  was  the  situation  that  confronted  medical 
education  not  in  Louisville  alone  but  in  the 
United  States.  Yet  during  that  time  we  must 
understand  there  were  three  classes  of  men 
going  through  these  schools  of  medicine:  One 

totally  unfit  that  never  made  doctors  except 


in  name,  useiess  and  vaiueiess  iroin  me  time 
mey  entered  until  they  niusneu,  ana,  unior- 
tunaceiy,  mey  were  not  "'weeded  cut"  under 
tue  system  men  in  vogue.  second  was  tnat 
large  element  or  tue  medical  class  of  tnat  time 
wno  were  men  witn  sometimes  scanty  educa- 
tion, scanty  training,  but  witn  natural  desire 
to  secure  a place  in  tne  community  long  neid 
oy  tne  greatest  men  in  each  community  of 
amenca, — tne  family  pnysician.  fie  was  the 
center  or  culture,  he  was  the  leader  of  public 
opinion,  he  was  not  only  the  preserver  of 
health  hut  the  wise  counselor  in  tne  difficulties 
of  his  clientele  at  all  times  in  the  various 
country  districts,  small  towns  and  cities  of 
America.  it  was  penectly  natural  that  am- 
bitious young  men  ol  sucn  communities  should 
desire  to  emulate  his  service  to  secure  for 
themselves  and  tneir  posterity  the  benefit  of 
such  reputation,  love  and  affection  as  secured 
t»y  me  lamuy  physician.  The  third  mass  were 
tnose  fortunate  men  who  had  the  advantage  or 
culture  and  education  before  starting  in  tne 
study  of  medicine  which  enabled  them  to  take 
especial  advantage  of  the  lessons  that  were 
taught  and  the  demonstrations  that  were  maae 
and  wno  become  great  leaders  in  our  profes- 
sion. And  yet  we  must  realize,  and  we  do 
realize,  that  as  we  look  backward  over  the  list 
of  great  men  who  have  developed  Into  masters 
in  tne  various  departments  of  medicine;  take 
a list  of  the  presidents  of  the  Kentucky  State 
Medical  Association;  take  a list  of  the  presi- 
dents of  the  American  Medical  Association; 
take  the  men  who  have  become  masters  in  the 
various  procedures  in  which  we  are  especially 
interested  today,  ninety  per  cent  of  them  could 
not  enter  medical  college  today  under  any  cir- 
cumstances. When  we  corrected  the  mistakes 
of  the  post-civil  war  period  did  we  over-correct 
them  when  we  excluded  from  our  ranks  that 
large  bulk  of  the  rank  and  file  of  the  profes- 
sion? In  attempting  to  grade  applicants  now 
only  by  their  cultural  advantages  are  we  not 
preventing  them  from  developing  individuality 
and  the  leadership  that  has  distinguished  many 
of  our  schools  in  the  past?  It  is  a serious 
question.  When  we  state  in  our  entrance  re- 
quirements that  a man  must  have  studied  so 
many  semesters,  so  many  subjects,  so  many 
nours;  when  we  have  finished  all  of  that  have 
we  secured  for  the  great  majority  of  our  medi- 
cal students  the  power  of  thought,  the  power 
to  reject  fallacy  when  it  is  presented  to  them, 
the  power  to  concentrate,  and  have  we  elim- 
inated from  them  a great  deal  of  the  tremen- 
dous urge  for  service  without  which  every  medi- 
cal man  is  like  a woman  without  religion  or  a 
flower  without  odor,  a thing  to  look  upon  but 
not  to  admire?  Have  we  gone  too  far  in  say- 
ing that  man  shall  have  attained  such  and  such 
a number  of  hours?  I saw  only  the  other  day 
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a young  man,  the  son  of  a doctor  and  a tine 
young  fellow,  not  only  the  son  but  the  grand- 
son of  a successful  doctor,  who  was  rejected 
although  he  had  a college  degree  because  he 
had  only  taken  one  modern  language — he  hact 
not  taken  two.  He  has  been  notified  that  he 
must  return  to  college  and  take  another  year  in 
French.  I am  perfectly  frank  in  saying  that 
is  the  rankest  sort  of  nonsense.  I believe  the 
time  has  come  when  we  ought  to  regard  that 
as  nonsense  and  wnen  we  should  abandon  that 
sort  of  artificial  standard.  I have  no  fear  or 
the  hue  and  cry  most  frequently  raised  by  those 
less  trained  against  those  who  would  modify 
the  course  in  medicine  on  the  ground  that  we 
are  going  to  destroy  education  and  “reduce  the 
standard,”  that  we  are  going  to  remove  the 
fence  erected  to  protect  education  of  physi- 
cians. Whenever  the  fence  has  been  raised 
to  such  height  that  it  prevents  worthy  and  am- 
bitious young  men  from  entering  medical  col- 
lege it  ougnt  to  be  removed,  and  if  we  have 
made  the  standard  of  entrance  on  the  wrong- 
basis  let  us  have  the  courage  to  correct  our 
wrong  ana  make  it  right.  We  have  developed 
as  Dr.  Jenkins  has  well  said,  but  has  develop- 
ment been  entirely  in  the  right  direction.  Time 
was  when  all  of  our  teachers  were  clinical 
practitioners  of  medicine.  My  mind’s  eye 
brings  back,  as  I know  yours  will  if  you  pause 
to  think  about  it,  the  great  teachers  who  have 
stood  in  these  bull  pens  in  the  medical  col- 
leges of  Louisville  and  have  discussed  the  ques- 
tion before  their  students  of  anatomy,  phy- 
siology and  chemistry.  There  was  no  pure 
science  in  that  sort  of  thing  but  there  was  a 
tremendous  amount  of  medicine  in  it.  Those 
men  were  successful  practitioners  before  they 
became  teachers  and  impressed  on  their  stu- 
dents every  single  statement  they  made  and 
every  line  they  wrote.  They  emphasized  the 
advantage  of  a complete  history.  That  is  the 
first  thing  a real  doctor  does.  The  second  and 
biggest  thing  he  does  is  to  serve.  Without 
these  two  essentials  all  the  science  in  the  world 
never  will  make  him  a successful  practitioner 
of  medicine. 

The  making  of  a specialist  is  a very  broad 
question  and  one  that  deserves  our  profound 
consideration.  There  is  not  a man  among  us 
who  does  not  recognize  the  abuses  in  this  con- 
nection. In  writing  the  last  law  on  medical 
practice  that  was  passed  by  the  Kentucky  legis- 
lature during  his  life  my  father  provided 
authority  to  the  State  Board  of  Health  to  re- 
quire special  training  and  special  work  before 
the  selected  specialty  was  entered  upon.  Un- 
til the  present  time  it  has  been  impossible  to 
make  this  section  of  the  law  effective,  but 
steps  have  been  taken  and  much  hard  work 
has  been  done  in  that  direction  and  I can 
assure  the  profession  of  Kentucky  that  we 


propose  to  resume  leadership  in  that  respect 
and  the  State  Board  of  Health  is  now  figuring 
and  expects  to  frame  and  submit  for  the  ap- 
proval of  the  profession  plans  which  will  enable 
the  profession  itself  to  determine  methods  by 
which  those  who  expect  to  announce  themselves 
as  specialists  will  be  enabled  to  go  before  the 
proper  examining  board  and  show  their  fitness 
for  such  specialties.  We  realize,  and  I am  sure 
you  do,  that  ninety  per  cent  of  all  the  work  that 
is  done  in  medicine  should  be  done  by  the 
general  practitioner.  We  realize  the  enormous 
burden  in  the  first  place  that  is  being  put  on 
the  specialists.  I am  sure  there  is  not  a sur- 
geon present  who  does  not  examine  in  his  office 
every  day  from  sixty  to  eighty  per  cent  of 
patients  who  should  never  have  been  referred 
to  him,  as  they  are  not  surgical  cases.  I am 
sure  that  applies  with  equal  force  to  every 
specialist.  The  enormous  number  of  office 
patients  who  have  to  be  examined  overworks 
the  specialist.  People  insist  upon  their  phy- 
sician sending  them  to  specialists  wThen  there 
is  no  necessity  for  it.  This  is  one  of  the  big- 
gest burdens  the  specialists  have  to  bear.  Look 
at  the  reports  from  the  Mayo  Clinic  which  show 
that  eighty-five  per  cent  of  all  patients  that 
come  there  are  non-operative  cases,  the  patients 
being  sent  back  to  their  family  physicians  for 
care,  treatment  and  cure,  and  in  order  to  take 
care  of  the  people  they  have  had  10  organize 
an  extensive  staff  on  general  practice  because 
of  the  paucity  of  actual  and  real  general  prac- 
tioners. 

We  are  confronted  with  a very  much  more 
serious  aspect  of  these  conditions:  I had  in 

my  office  today  a splendid  physician  from  Hart- 
ford, Kentucky,  who  three  and  a half  years  ago 
had  a serious  attack  of  illness  following  which 
his  heart  would  not  permit  him  to  perform  the 
arduous  work  that  he  had  previously  done.  He 
wrote  here  asking  for  a physician  to  come  to 
Hartford  and  take  charge  of  his  office,  that  he 
would  be  glad  to  have  a young  man  and  would 
provide  him  with  the  necessary  office  equip- 
ment, give  him  access  to  his  card  records  and 
every  other  facility  which  will  cost  him  noth- 
ing, and  he  assures  him  an  income  of  $3,500.00 
the  first  year  and  that  he  will  continue  to  in- 
crease that  income  if  he  is  worthy  of  it  from 
year  to  year.  He  receives  a reply  that  it  was 
practically  impossible  to  secure  men  to  locate 
in  small  towns  like  Hartford  because  of  the  bad 
roads,  poor  ^educational  /advantages  land  the 
difficult  surroundings,  the  lack  of  hospital 
facilities,  the  fact  that  they  would  not  have 
access  to  laboratories,  and  other  things  of  that 
sort.  Now,  gentlemen,  we  have  to  answer  the 
plea  of  the  people  for  service.  We  are  send- 
ing medical  missionaries  over  the  broad  seas  to 
carry  the  lesson  of  the  Master,  but  can  we  do 
that  consistently  from  a state  where  the  number 
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of  physicians  in  actual,  successful  practice  in 
that  state  are  decreasing  almost  daily,  where 
the  age  of  physicians  in  actual  practice  of  medi- 
cine in  the  country  is  increasing  and  young 
men  are  refusing  to  locate  in  the  country  to 
take  their  places? 

I had  in  my  office  today  a county  health  offi- 
cer who  told  me  about  a district  at  the  border 
of  Edmonson  and  Grayson  counties  where  with- 
in a radius  of  eighteen  miles  in  each  direction 
there  is  no  physician,  where  there  were  former- 
ly six.  I recall  these  six  men  and  knew  each 
of  them  personally.  They  were  men  of  the 
type  and  character  that  makes  us  proud  to 
have  known  them,  they  were  leaders  in  their 
respective  communities,  successful  men  who  had 
enough  of  this  world’s  goods  to  live  in  comfort, 
but  of  far  more  importance  than  this  world’s 
goods  they  had  the  confidence,  love  and  respect 
of  the  people  in  that  locality  and  a record  of 
successful  service,  and  as  they  passed  on  to 
their  reward  no  one  appeared  to  take  their 
places  in  medical  practice.  This  sort  of  thing 
is  happening  all  over  the  state  and  elsewhere, 
too  for  that  matter.  Young  men  simply  will 
not  locate  in  the  country  and  no  amount  of 
nersuation  will  induce  them  to  do  so.  This 
health  officer  from  the  district  I have  men- 
tioned, where  they  now  have  an  epidemic  of 
smallpox  and  many  cases  of  diphtheria,  told 
me  that  it  cost  $15.00  which  must  be  paid  in 
advance  for  an  automobile  to  carry  a physician 
from  the  nearest  point  to  visit  the  sick  and  in 
addition  $18.00  for  each  visit  that  is  made. 
We  talk  very  glibly  about  a protective  tariff 
to  prevent  certain  things  from  being  brought 
into  this  country.  A tariff  of  the  sort  described 
makes  death  far  cheaper  and  euthanasia  far 
easier  to  attain  than  any  care  our  profession 
seems  willing  to  give. 

Are  we  going  to  develop  in  the  medical  pro- 
fession of  the  future  not  only  great  laboratory 
men — and  we  need  all  we  have  and  a great  many 
more,  not  only  great  surgeons — and  we  need 
as  many  of  them  as  we  have  and  more,  not  only 
all  the  other  specialists  but  we  are  not  going  to 
develop  in  some  sort  of  way  great  general  prac- 
titioners who  will  take  the  places  of  those  who 
have  departed,  who  will  render  service  to  the 
people  and  who  will  re-establish  our  first  line 
of  defense?  Looking  at  the  matter  from  a pure- 
ly selfish  standpoint:  if  all  the  young  men  who 
graduate  in  medicine  are  going  to  become 
specialists,  even  if  they  are  well  qualified,  how 
are  they  going  to  get  any  patients  because  there 
will  be  no  one  to  point  the  way  to  their  offices. 
They  will  be  on  the  same  basis  as  the  chiro- 
practors, osteopaths,  and  various  other  cults.  Is 
that  to  be  the  ultimate  end  of  specialism  in 
medicine?  Is  that  the  thing  we  are  after?  The 
whole  problem  is  a very  complex  one.  But  we 
are  going  to  solve  that  problem  if  we  will,  as 


Dr.  Jenkins  has  outlined,  wisely  and  seriously 
consider  its  various  aspects  and  phases.  Un- 
less we  do  this  disastrous  results  may  follow. 
All  of  you  may  not  know  but  it  is  a fact  that 
our  legislators  realize  today  as  never  before  in 
Kentucky  that  we  have  the  confidence  and  re- 
spect of  our  people  and  they  are  looking  to 
the  medical  profession  for  assistance  in  the 
solution  of  this  nroblem.  They  know  we  have 
always  been  willing  to  help,  they  know  we 
have  reduced  morbidity  and  mortality  rates, 
they  know  that  the  death  rate  in  Kentucky  now 
is  about  one-third  of  what  it  was  fifty  years 
ago,  they  know  that  preventive  medicine  is  mak- 
ing great  strides  and  it  is  making  these  strides 
because  we  are  continually  preaching  and  teach- 
ing its  methods. 

The  last  three  sessions  of  the  general  legis- 
lature have  only  failed  to  consider  drastic 
changes  in  the  medical  practice  laws  because 
they  have  not  known  exactly  the  methods  to 
pursue,  because  they  were  waiting  for  sugges- 
tions from  us  looking  toward  salvation  of  the 
medical  profession.  Unless  we  are  prepared  at 
the  next  session  of  the  legislature  to  give  the 
necessary  aid,  we  are  not  going  to  be  able  to 
stem  the  tide  much  longer.  At  the  last  session 
the  state  board  was  required  to  examine  and 
admit  high  school  students  to  the  study  of 
medicine.  I wish  there  were  reputable  medical 
schools  that  admitted  high  school  students.  I 
believe  that  would  be  the  means  of  g:-aduating  a 
verv  different  tvne  of  doctor  than  under  the 
present  system.  Provision  was  also  made  that 
after  two  v»ars  of  medical  studv  a man  passed 
his  sophomore  examination  well  and  was  not  able 
to  continue  his  studies  at  that  time,  he  might, 
under  the  supervision  of  the  county  health  offi- 
cer or  medical  referee  of  the  county,  go  into 
practice  in  some  section  of  the  country  where 
there  was  imperative  need  for  a practitioner  of 
medicine.  He  is  to  be  at  all  times  under  the 
supervision  of  the  county  health  officer  or  medi- 
cal referee  as  preceptor  so  he  will  acquire  abil- 
itv  as  a practitioner  in  a section  where  he  is 
badly  needed. 

It  is  going  to  be  only  a short  time,  and  we 
are  formally  notified  of  that  fact,  until  the  pres- 
ent organization  if  let  alone  is  going  to  re- 
quire a college  degree  for  admission  to  all  medi- 
cal schools  and  this  is  now  practically  required 
of  nearly  all  graduates  coming  out  of  many  col- 
leges. The  fifth  year  internship  is  already  re- 
quired by  more  than  one-third  of  our  states  and 
is  thus  obligatory  upon  more  than  one-third 
of  our  graduates.  The  fifth  year  in  medicine 
itself  is  already  being  discussed  by  the  coun- 
cil on  medical  education.  Are  we  going  to  re- 
main dormant  and  allow  this  sort  of  thing 
to  continue?  It  is  a question  for  us  to  decide. 
Sometimes  we  think,  it  is  a question  for  the 
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Council  on  Medical  Education  to  decide  and 
sometimes  we  think  it  is  a matter  for  someone 
else  to  decide.  Under  the  present  system  medi- 
cal education  is  under  control  for  the  most  part 
of  all-time  professors  who  never  practiced  medi- 
cine a day  in  their  lives.  That  in  large  meas- 
ure accounts  for  the  lack  of  clinical  under- 
standing on  part  of  present-day  graduates  in 
medicine.  I think  this  is  a matter  for  the  medi- 
cal profession  to  correct.  "We  must  resume 
control  of  our  own.  what  belongs  to  us,  we  have 
stood  still  and  permitted  it  to  be  taken  away 
from  us.  We  have  permitted  teachers  in  our 
medical  schools  to  instill  into  our  students  too 
much  so-called  pure  science  instead  of  making 
them  practitioners  of  medicine. 

As  members  of  a profession  we  all  love,  honor 
and  serve,  we  must  resume  the  position  which 
rightly  belongs  to  us.  We  must  clean  house 
ourselves  and  accept  the  responsibilities  that 
are  ours  as  servants  of  the  people  and  the  ser- 
vants of  science.  We  must  not  permit  the  un- 
learned in  our  arts  and  sciences  to  usurp  our 
rights  and  enact  laws  which  will  destroy  the 
edifice  we  have  raised  and  which  has  been  ours 
for  these  many  years. 

There  is  one  fallacy  that  has  been  repeated 
so  frequently  the  profession  is  beginning  to  be- 
lieve it,  viz.,  that  the  number  of  phvsicians  be- 
ing graduated  is  approximating  che  number 
formerly  graduated  and  approximating  the  need 
of  the  profession.  If  wQ  will  ston  and  analvze 
facts  for  a moment  we  will  se°  that  is  untrue. 
While  we  are  graduating  an  increased  number 
of  men,  the  professor  of  pathology  requires  two 
or  three  internes  to  do  certain  parts  of  bis  work, 
and  the  professor  of  each  and  every  other  fun- 
damental branch  of  medical  teaching  renuires 
the  same  number.  Naturally  these  men  are 
going  to  become  specialists,  ab  Initio,  along  the 
line  in  which  they  are  working,  for  the  reason 
that  no  further  special  training  is  going  to  be  re- 
ouired.  It  will  take  three  others  to  replace 
these  men  in  the  general  profession.  Even  if 
five  times  as  many  graduates  were  being  turned 
out  the  demand  would  not  be  satisfied  because 
of  those  retained  by  the  specialties.  So  far  as 
the  patient  is  concerned,  it  takes  a larger  num- 
ber of  men  to  give  him  service  than  ever  be- 
fore in  the  history  of  the  profession.  We  are 
not  coming  anywhere  near  supplying  the  num- 
ber of  physicians  needed  in  the  practice  of  medi- 
cine. This  applies  to  practically  everv  part  of 
the  United  States. 

J.  W.  Kincaid,  Catlettsburg:  It  is  not 

necessary  for  me  to  give  any  praise  to  the 
wonderful  paper  to  which  we  have  listened.  I 
believe  the  greatest  compliment  I could  give  it 
would  be  to  say  that  I wish  I had  been  the  first 
one  to  present  the  subject  in  such  a splendid 
manner. 

The  subject  of  medical  education  really  re- 


minds mo  of  what  Mark  Twain  once  said  about 
the  weather,  i.  e.,  “everybody  talks  about  it, 
but  no  one  seems  to  be  doing  anything  to  change 
it.  I know  the  subject  has  been  discussed  for 
the  last  six  years  at  the  meetings  of  the  Ken- 
tucky State  Medical  Association.  Four  years 
ago  I recall  we  had  a rather  acute  condition 
develop  in  regard  to  it  when  the  state  associa- 
tion met  in  Paducah.  It  was  on  the  eve  of 
another  session  of  the  legislature  when  people 
in  the  country  were  clamoring  for  relief  on 
account  of  the  scarcity  of  doctors. 

For  a long  while  we  have  been  trying  to  find 
some  means  of  relieving  the  situation,  and  the 
idea  has  occurred  to  me  that  the  course  was 
entirely  too  long.  The  average  young  man  fin- 
ishing the  eighth  grade  in  school  is  fourteen 
years  of  age.  He  has  the  next  years,  then,  to 
devote  to  study  before  he  is  permitted  to  prac- 
tice medicine.  Of  course  the  young  man  finish- 
ing the  grades  at  fourteen  has  not  the  same 
mental  development  and  power  of  analysis  and 
observation  that  young  man  of  sixteen  or  eigh- 
teen years  would  have  when  finishing  the  eighth 
grade.  His  entrance  to  school  was  perhaps  de- 
layed unt5l  the  age  of  seven  or  pess'blv  nine 
years:  if  living  in  the  country  he-  has  onlv  been 
able  to  attend  school  five  to  seven  months  of 
the  vear  and  sometimes  not  so  lone  as  that- 
at  times  for  reason  of  sickness  or  other  cause 
he  has  to  miss  a vear  entirelv.  Thus  it  ma-v 
be  seen  that  if  he  finishes  the  graded  school 
at  th«  aee  of  eighteen,  and  then  has  to  devote 
thirteen  years  to  high  school,  college  and  medi- 
cal college  including  one  year  as  interne,  he 
does  not  enter  the  practice  of  medicine  uht.il 
he  is  about,  thirtv-one  years  of  age.  and  the 
best  nart  of  his  life  has  alreadv  been  spent, 
beeanso.  aeeording  to  a distinguished  authoritv. 
von  know  he  is  no  good  after  forty,  he  is  on 
the  decline. 

Tn  nrevious  discussions  of  this  subioct,  I pro- 
nosed  that,  we  shorten  the  course,  that  we  make 
aov  voims  man  who  was  a graduate  of  high 
sakool  olinoj-ilo  to  matriculate  at  medical  college 
a-fter  two  spurs’  course  at  the  state  university 
or  other  college  of  penal  credit,  such  two  voavs 
to  be  devoted  to  what  we  are  pleased  to  call 
a nre-medical  course,  then  three  gears  in  medi- 
cal college  in  addition  to  his  two  years  nre- 
medical  course.  I believe  such  a plan  is  entirely 
practical.  In  mv  opinion  there  is  too  much  time 
wasted  in  the  medical  schools  in  repetition,  and 
also  a great  deal  more  wasted  in  simplv  doing 
nothing.  I think  thbre  are  many  practical 
questions  that  students  soon  have  to  face  when 
they  “liang  out  their  shingle”  that  are  not  even 
taught  in  medical  schools. 

In  submitting  questions  on  the  branches  as- 
signed me  for  the  State  Board  of  Health  exami- 
nations, I have  always  tried  to  select  subjects 
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that  should  be  familiar  to  the  young  doctor  and 
at  the  same  time  representing  conditions  that 
he  would  likely  encounter  most  frequently.  I 
have  never  framed  a “catch  question”  nor  any- 
thing of  that  sort.  At  the  last  examination  cov- 
ering theory  and  practice  of  medicine  there 
were  four  questions  that  were  thought  parti- 
cularly necessary  and  that  the  young  doctor 
should  have  definite  and  full  information  upon: 

1.  Give  the  differential  diagnosis  between 
cerebrospinal  meningitis  and  typhoid  fever. 

2.  Give  the  symptoms  and  treatment  of  epi- 
demic influenza. 

3.  In  what  pathological  condition  is  digitalis 
indicated,  and  in  what  contraindicated;  de- 
scribe dose  and  action. 

4.  Explain  the  principles  covering  the  treat- 
ment of  convulsions  when  due  to  toxic 
agents  in  the  blood  stream;  name  two  condi- 
tions and  give  treatment. 

These  were,  to  my  mind,  subjects  worthy 
of  the  knowledge  and  attention  of  the  young 
doctor,  and  certainly  during  the  first  few 
months  of  his  practice  he  would  most  likely 
have  to  contend  with  one  or  more  of  them. 

All  the  papers  submitted  were  tabulated  as 
to  these  four  questions.  Of  the  fifty  papers 
examined,  with  respect  to  Question  No.  1,  the 
average  grade  attained  was  71  per  cent,  a little 
ovpr  the  average  passing  grade.  Question  No. 
2 showed  72.6  per  cent.  Question  No.  3 showed 
72. 5 per  cent.  Question  No.  4 shoved  65  per 
cent.  In  other  words,  just  a bare  passing 
average  for  the  fifty  papers  examined.  The 
applicants  seemed  to  hunt  for  every  kind  of 
convulsions  that  an  individual  might  have, 
from  rabies,  tetanus,  strychnine  poisoning,  etc., 
losing  sight  oi  the  conditions  that  originate 
with  the  system  that  might  produce  convul- 
sions, the  type  of  convulsions,  too,  which  they 
would  be  most  frequently  called  upon  to  treat. 

I do  not  know  where  the  fault  lies,  but  it 
does  seem  to  me  that  it  is  an  indictment  of  the 
kind  of  teaching  students  receive  when  such 
papers  are  presented  to  us  for  grading. 

Harry  A.  Davidson:  The  most  excellent 

paper  presented  by  Dr.  Jenkins  should  have  full 
discussion.  I wish  to  state  that,  in  the  main, 
I agree  with  almost  everything  in  the  paper, 
but  I would  rather  take  an  optimistic  view  of 
medical  education  than  a pessimistic  one.  Dr. 
Jenkins’  view  is  somewhat  pessimistic,  and  the 
same  may  be  said  of  Dr.  McCormick’s  discussion. 

In  the  first  place  the  gentlemen  who  have 
spoken  gave  their  credentials  for  discussing  the 
paper;  we  know  why  they  were  here  and  why 
they  discussed  the  paper.  It  would  probably 
be  proper  to  state  a few  of  my  credentials. 
I was  an  educator  before  I studied  medicine, 
and  after  graduation  I taught  in  a medical 
school  for  fourteen  years.  About  two  years 


ago,  because  of  my  interest  in  educational  mat- 
ters, 1 accepted  a ten-year-job  as  trustee  of  the 
University  of  Louisville,  so  I am  very  much  in- 
terested in  education,  and  especially  medical 
education. 

It  will  be  remembered  that  in  1907  the  stan- 
dard of  medical  education  was  beginning  to  be 
raised.  Medical  education  was  ~t  a very  low 
ebb  about  that  time.  The  medical  profession 
of  the  United  States  of  America  was  looked 
down  upon  by  European  members  of  the  pro- 
fession. The  leaders  of  the  medical  profession 
realized  the  fact  about  that  time,  medical  edu- 
cators realized  that  fact,  and  said  the  standard 
must  be  raised;  and  in  1907  they  commenced 
raising  the  standard.  Every  year  they  raised 
it  a little.  That  continued  and  the  number  of 
students  decreased  year  after  year  until  two  or 
three  years  ago  when  it  reached  the  minimum. 
Now  the  number  of  medical  students  is  increas- 
ing. Many  of  you  may  know  that  we  decline 
here  in  the  University  of  Louisville  a number 
of  applicants  to  study  medicine  every  year. 
When  I was  a student  and  when  I taught  in  the 
old  Hospital  College  of  Medicine  we  “grapped” 
every  student  we  could.  Now,  as  you  know,  we 
decline  a large  number  of  applicants  to  study 
medicine.  I believe  this  is  true  in  every  Class  A. 
medical  school,  and  the  University  of  Louisville 
is  a Class  A.  institution.  We  get  all  the  stu- 
dents we  want  and  graduate  a larger  number 
of  doctors.  Thus  it  may  be  seen  that  raising  the 
standard  does  not  prevent  young  men  from  en- 
tering the  medical  profession  today.  That  ques- 
tion is  answered. 

Now,  was  it  necessary  to  raise  the  standard? 
As  stated  in  the  beginning,  in  1907  the  medical 
profession  had  reached  such  a low  level  that 
it  was  considered  a very  ignorant  profession  in 
the  United  States  of  America.  Today  the  medi- 
cal profession  of  the  United  States  of  America 
might  be  considered  the  aristocracy  of  educa- 
tion,— and  it  is  truly  so.  Dr.  Jenkins  stated 
in  his  paper  that  men  who  enter  the  technical 
profession,  the  engineering  and  other  profes- 
sions have  to  go  through  graded  schools, 
through  high  schools,  then  enter  their  technical 
school,  four  years  being  required  for  graduation 
as  electrical  and  mechanical  engineers,  etc.  A 
young  man  aspiring  to  be  a doctor  of  medicine 
must  have  two  years  of  college  before  entering 
the  professional  school. 

I disagree  with  Dr.  Kincaid  in  one  particular: 
Young  men  now  enter  high  school  at  the  age 
of  twelve  to  fourteen  instead  of  fourteen  to 
'fifteen  as  was  true  twenty  years  ago.  Therefore 
they  finish  at  least  one  or  two  years  earlier. 
They  have  eight  years  in  graded  school,  four 
years  in  high  school,  then  two  years  pre-medical 
instruction  in  the  university,  four  years  for 
their  medical  education,  and  one  year  intern- 
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ship.  On  this  basis  the  average  age  of  the 
young  man  graduating  in  medicine  should  be 
twenty-four  years.  But  for  the  sake  of  argu- 
ment place  it  at  twenty-five  or  twenty-six  years, 
that  still  leaves  a margin  of  five  years.  Dr. 
Kincaid  stated  the  age  of  graduation  as  thirty- 
one  years.  I believe  twenty-five  or  twenty-six 
years  should  be  the  average  age  for  a medical 
graduate  on  the  present  basis. 

I am  speaking  purely  from  the  standpoint  of 
the  medical  profession,  and  I hope  Dr.  Jenkins 
will  send  a copy  of  his  paper  to  every  member 
of  the  board  of  trustees  of  the  University  of 
Louisville  with  a special  request  that  they  read 
it.  You  will  remember  I prefaced  my  remarks 
by  agreeing  with  almost  everything  Dr.  Jenkins 
stated  in  his  paper,  but  I would  rather  be  op- 
timistic than  pessimistic  on  the  question  of  medi- 
cal education. 

I have  only  recently  returned  from  a trip  to 
Europe.  I went  on  a three  months’  jaunt  with 
some  other  doctors  and  their  wives  for  a vaca- 
tion. Since  I am  interested  in  medicine  and 
surgery  I visited  a great  many  hospitals,  some 
of  the'  best  in  Berlin,  Paris  and  London,  and  I 
must  admit  that  here  in  America  we  have  every- 
thing as  good  or  better  than  they  have  in  those 
countries  today.  We  do  better  surgery  here  in 
the  United  States  of  America  now  than  they  do 
in  any  of  the  hospitals  I visited  in  London  and 
Berlin,  and  this  is  confirmed  by  others  who  have 
been  abroad.  I would  like  to  say,  along  that 
line,  that  in  one  hospital  we  saw  a young  man 
who  Avas  a splendid  operator  and  seemed  to  be 
doing  things  like  they  do  in  America.  It  was 
later  ascertained  that  he  had  been  a professor  of 
surgery  in  one  of  our  universities  and  had  re- 
turned to  Europe,  so  he  really  received  his  surgi- 
cal training  here. 

The  medical  profession  today  needs  education 
more  than  ever  before.  Are  we  giving  them  too 
much  education?  If  you  want  to  require  a 
college  degree  of  A.  B.,  which  means  four  years 
in  college,  before  a young  man  can  enter  medical 
school,  then  I will  say  you  are  going  too  far.  I 
believe  Dr.  Jenkins’  paper  is  apropos  at  this 
time  to  encourage  discussion  which  will  prevent 
medical  schools  from  requiring  that  much.  As 
a delegate  to  the  American  Medical  Association 
I receive  literature  from  the  office  along  this 
line,  papers  on  educational  subjects  like  the  one 
by  Dr.  Jenkins,  and  I have  read  some  of  them. 
The  subject  is  discussed  both  pro  and  con.  Some 
of  the  papers  are  like  the  one  read  by  Dr.  Jen- 
kins, some  of  them  are  on  the  other  side,  and 
there  is  another  side  to  the  question.  Twenty- 
five  or  thirty  years  ago  we  were  in  the  dark  ages 
of  medicine,  we  have  proceded  through  the 
middle  ages,  and  are  probably  now  in  the  renais- 
sance. 

I claim  that  the  medical  graduate  of  today  is 
the  artistocrat  of  education.  He  has  a better 


education  than  any  other  man  is  required  to 
have.  He  has  to  enter  medical  practice  in  com- 
petition with  the  osteopath,  the  chiropractor, 
the  Christian  scientist  and  the  devotees  of 
various  other  cults  who  try  to  discredit  our  pro- 
fession. The  doctor  must  be  well  educated  to 
cope  with  such  opposition.  The  medical  profes- 
sion should  be  better  educated  than  the 
people  they  are  to  treat,  they  should  be 
looked  up  to.  Dr.  Jenkins  cited  the  case  years 
ago  of  the  old  country  doctor  who  was  looked  up 
to,  and  the  same  thing  can  be  said  today  in  mxcy 
communities  throughout  the  country.  These  oil 
time  doctors  were  loved  and  respected  in  their 
communities  and  the  conditions  should  be  the 
same  today.  They  should  be  looked  up  to  be- 
cause they  are  better  educated  tha  1 the  people 
around  them.  The  people  should  respect  their 
ability  and  should  recognize  they  are  better 
able  to  treat  the  ill  and  afflicted  than  anyone  not 
so  highly  educated. 

One  of  the  few  points  Dr.  Jenkins  said  we 
are  not  laying  enough  stress  upon  today  is  bed- 
side teaching:  If  we  are  not,  then  it  must  be 
the  fault  of  the  bedside  teacher  because  in  the 
curriculum  of  the  medical  school  the  first  two 
years  are  given  to  preliminary  subjects  like  phy- 
siology, anatomy,  chemistry,  pathology,  etc.,  and 
the  last  two  years  to  clinical  instruction  and 
bedside  teaching.  When  the  old  time  doctor 
studied  medicine  forty  years  ago  be  bad  six 
months  of  preliminarv  lectures  on  anatomy  and 
nhvsiology  and  then  the  next  six  months  in  clin- 
ical work.  In  the  medical  schools  of  today  do 
not  the  students  have  better  training?  Do  thev 
not  have  the  first  two  years  devoted  to  anatomy, 
nbvsiologv.  nathology.  etc.?  Do  they  not  have 
the  third  and  fourth  vears  for  practical  training 
in  surgerv  and  medicine?  Do  we  not  have  bed- 
side teaching  here  in  the  hospital?  We  did  not 
have  that  onnortunitv  as  students  twentv-five 
or  thirty  vears  ago.  Students  of  todav  have 
much  greater  onnortunitv  for  the  study  of  clini- 
cal medicine,  or  bedside  medicine,  than  thev  bad 
vears  ago.  Thev  are  getting  two  vears  of  this 
training,  whereas  thirtv  vears  ago  they  bad  onlv 
one  vear  or  in  reality  six  months.  Now  thev 
get  sixteen  months,  and  in  addition  most  grad- 
uates take  a vear  internsbin  in  the  bosnital 
■nhich  is  a verv  nractical  course  of  training,  so 
the  graduate  of  todav  is  much  better  trained 
than  the  graduate  of  thirty  or  forty  vears  ago 
and  should  make  a much  better  doctor. 

As  to  the  scarcity  of  doctors  in  the  countrv: 
Graduates  insist  that  thev  will  not  locate  in  the 
rouutrv.  berause  thev  have  invested  eight  or  ter 
thousand  dollars  in  their  medical  education  and 
thev  want  to  locate  some  nlace  where  thev  can 
get  a onick  return  on  their  canital  invested. 

There  is  another  side  to  the  ouestion:  Should 
not  the  people  in  the  country,  where  scarcity  of 
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doctors  exists,  construct  better  ,roads,  build 
hospitals  and  furnish  facilities  to  enable  the  doc- 
tors to  take  proper  care  of  his  patients'/  the 
fact  that  such  facilities  are  not  furnished  brings 
people  requiring  medical  attention  to  the  cities 
and  larger  towns  where  the  necessary  attention 
can  be  given  them. 

As  to  the  question  of  too  much  medical  edu- 
cation: Would  Dr.  Jenkins  wish  to  lower  the 

standard  of  medical  education  in  the  University 
of  Louisville  medical  school  as  it  is  today'/ 
If  he  merely  advocates,  not  lowernig  of  the 
standard  of  medical  education,  but  rearrange- 
ment of  the  subjects  and  the  methods  of  teach- 
ing, then  1 agree  with  him  entirely. 

All  entrants  to  medical  college  must  have  two 
years  pre-medical  study,  that  is  the  standard 
requirment  today.  If  Dr.  Jenkins’  paper  creates 
enough  disturbance  to  prevent  the  requirement 
of  a four  years’  college  coux-se  for  entrance  to 
medical  school,  then  I think  it  will  have  fully 
served  its  purpose. 

G.  A.  Hendon:  In  considering  this  ques- 

tion the  first  attention  should  be  given  to  the 
elements  out  of  which  a doctor  may  be  con- 
structed. I would  consider  character,  ambition, 
lofty  ideals,  and  sincerety  of  purpose,  as  the  es- 
sential ingredients  in  the  making  of  a doctor, 
and  no  man  or  set  of  men  has  any  right  to  deny 
the  possessor  of  these  qualifications  entrance  to 
our  medical  schools.  It  is  a treason  against 
humanity  to  concoct  any  scheme  or  set  of  rules 
or  regulations  that  will  throttle  the  laudable 
ambition  or  stifle  the  humble  scholastic  ad- 
vantages enjoyed  by  his  more  fortunate  contem- 
poraries, which  fortune  they  possess  by  accident 
of  birth  or  trick  of  fate  but  not  on  account  of 
any  merit  of  their  own.  It  must  be  remembered 
that  it  is  from  remote  and  obscure  gardens  of 
domestic  purity  that  our  nation  has  always  drawn 
and  always  will  draw  the  great  majority  of  use- 
ful citizens. 

Standards  of  medical  education  should  be 
made  to  meet  the  needs  of  the  people  they  are 
expected  to  serve  whatever  those  needs  may 
be  and  not  to  fulfill  the  expectations  and  gratify 
the  conceit  of  professional  scholars  who  have 
spent  their  lives  beneath  the  sheltering  eaves 
of  academies  and  never  have  known  or  felt  the 
crushing  weight  of  deferred  hope  which  the 
philosopher  says  “Maketh  the  heart  sick.” 

Doctor  Davidson  seems  to  find  cause  for  exul- 
tation in  the  idea  that  our  present  system  is  pro- 
ducing an  aristocracy  in  medicine,  what  sick 
people  need  is  not  artistocrats  but  physicians. 
Whoever  heard  of  an  aristocrat  doing  anything? 
All  the  aristocrats  I ever  knew  spent  their 
time  endeavoring  to  gejt  things  done  for  them- 
selves. Nothing  so  paralyzes  honest  effort  and 
wrecks  otherwise  noble  lives  as  much  as  a con- 
sciousness of  inherited  superiority. 


Reference  is  also  made  to  the  “looking  down” 
upon  American  medicine  in  the  past  by  Europe. 
Would  not  the  Europeans  have  to  fly  mighty 
high  to  find  an  altitude  from  which  they  could 
look  down  on  Ephraim  McDowell  and  Craw- 
ford Long,  two  humble  country  doctors.  Nearly 
all  the  great  practical  contributions  to  medicine 
have  been  made  by  Americans.  The  only  nota- 
ble exception  is  Pastuer  and  he  did  not  have  an 
M.  D.  degree. 

There  is  also  to  be  considered  a relationship 
between  standards  and  requirements  that  may 
easily  escape  observation.  Lowering  require- 
ments does  not  necessarily  lower  standards.  By 
rigid  demands  controlling  entrance,  men  of  the 
very  highest  ideals  and  the  noblest  purposes  may 
be  excluded  because  through  misfortune  they 
were  unable  to  follow  the  required  scholastic 
routine.  On  the  other  hand  there  is  a large 
proportion  of  the  more  fortunate  applicants, 
who  have  done  the  prescribed  number  of  hours 
or  years  as  the  case  may  be  and  yet  have  neither 
the  character  nor  the  ambition  nor  any  other 
qualifications  necessary  to  be  a doctor.  Many 
a boy  goes  to  medical  school  to  establish  a draw- 
ing account  at  home  and  to  gratify  parental 
vanity.  Therefore  by  lessening  scholastic  re- 
quirements we  may  elevate  the  standards  of 
physicians.  By  getting  into  the  profession  men 
who  possess  those  able  qualities  of  the  mind 
that  are  always  essential  to  honorable,  useful, 
and  distinguished  service,  we  place  the  profes- 
sion in  the  most  important  position  it  could  oc- 
cupy, namely,  the  position  of  being  available  and 
responding  to  any  affliction.  Accessibility  in 
time  of  stress  is  an  indispensable  attribute  to 
any  public  utility  and  elevates  the  standard  of 
any  service. 

The  argument  which  upholds  the  postulate 
that  if  the  people  in  obscure  communities  would 
build  roads  and  schools  the  better  doctors  would 
locate  among  them  is  an  idler’s  dream,  and  is 
promulgated  by  well  meaning  persons  who  have 
no  conception  of  the  privation  of  the  poor  in 
rural  districts;  those  people  are  compelled  to  toil 
with  such  incessant  diligence  they  cannot  spare 
the  time  to  travel  on  the  miserable  roads  they 
already  have  if  they  would  meet  the  dire  neces- 
sities of  their  existence  with  honor  and  without 
disgrace.  A tax  sufficient  to  construct  the  high- 
ways contemplated  would  confiscate  their  farms 
and  deprive  them  of  a living.  It  is  with  the 
greatest  difficulty  they  can  spare  their  children 
from  the  fields  long  enough  to  attend  the  schools 
now  accessible  even  during  their  abbreviated 
session.  I am  reminded,  in  this  connection,  of 
the  famous  resort  of  one  of  the  Queens  of 
France  when  one  of  her  ministers  informed  her 
that  the  peasants  did  not  have  bread  to  eat, 
she  replied,  “Let  them  eat  cake  then.” 

Carl  Weidner,  Sr.:  Dr.  Jenkins  has  pre- 
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sented  us  with  an  excellent  and  timely  paper. 
I agree  with  him  and  am  glad  that  the  general 
practitioner  is  again  coming  into  the  foreground. 

Medical  education  should  be  arranged  in  such 
a way  that  we  can  produce  real  general  prac- 
titioners,— a good  family  doctor.  Coming  in  close 
contact  with  many  more  people  than  the  spe- 
cialist, he  also  has  a chance  in  the  teaching  of 
modern  hygiene  and  preventive  medicine. 

I believe  medical  education  ought  to  train 
the  practitioner  sufficiently  so  that  he  will  be 
able  to  diagnose  and  treat  successfully  the  larger 
number  of  ailments  of  mankind.  No  man  can 
master  the  entire  field,  however,  and  there  is 
plenty  of  room  for  able  specialists. 

One  of  the  most  important  duties  of  the  gen- 
eral practitioner  is  to  know  and  decide  when 
the  specialist  is  needed. 

There  can  be  no  question  that  great  advance 
has  been  made  in  medical  education.  When  I 
graduated  in  1881  we  had  mainly  theoretical, 
didactic  teaching  and  very  limited  individual 
bedside  instruction,  neither  had  we  any  micro- 
scopical training,  no  histology  or  pathological 
anatomy,  no  postmortem  work.  I graduated 
without  attending  personally  to  a single  case  of 
obstetrics.  Many  of  you,  as  I,  had  to  get  train- 
ing in  these  deficiencies  by  postgraduate  work 
away  from  home. 

Let  us  be  honest,  then,  in  stating  that  great 
advance  in  teaching  has  been  made,  and  advance 
must  continue.  I think  we  are  now  on  a suffi- 
ciently liberal  foundation.  A good  high  school 
education,  two  years  of  college  work  in  addition, 
then  four  years  in  medical  study,  and  a prac- 
tical year  in  a good  hospital,  ought  to  be  suffi- 
cient for  a good  foundation  for  a doctor.  As 
in  any  profession,  the  greatest  practical  medical 
education  must  begin  after  leaving  medical 
school.  Osier’s  advice  to  visit  different  univer- 
sities and  do  some  post-graduate  work  every  five 
years  seems  well  founded. 

Criticism  seems  possibly  justified  that  too 
much  time  at  present  is  given  to  laboratory 
work.  Clinical  personal  teaching  at  the  bedside 
ought  to  be  given  most  important  attention. 

The  question  of  double  standard  of  medical 
education  to  supply  more  doctors  in  the  coun- 
try is  quite  unreasonable  Sick  people  are  en- 
titled to  the  very  best  skill  which  medical  edu- 
cation can  produce,  whether  they  are  poor  or 
well-to-do,  whether  they  live  in  the  city  or  in  the 
country. 

Harry  J.  Phillips:  I graduated  in  medi- 

cine in  1893.  In  those  days  we  went  into  the 
ampitheater,  which  was  well  lighted,  warm  and 
pleasant,  and  were  entertained  by  tne  professor 
forty-five  minutes;  then  the  bell  rang  and  we 
passed  across  the  hall  into  another  ampitheater 
and  were  entertained  there  forty-five  minutes  by 
the  professor  of  some  other  branch.  We  had 
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medical  teachers  of  ability,  we  knew  them  per- 
sonally as  friends  and  as  companions.  These 
men  have  all  passed  to  their  reward.  They  were 
men  whom  we  loved  and  revered,  ana  whose 
names  we  cherish. 

After  graduation  we  started  in  the  practice  of 
medicine  then  our  education  really  began.  Dur- 
ing my  student  days  I never  saw  a woman  de- 
livered. Shortly  alter  beginning  practice  I was 
called  to  a case  of  confinement,  and,  fortunately 
for  me,  the  baby  was  born  when  I reached  the 
bedside.  I recalled  that  the  professor  of  ob- 
stetrics had  told  us  to  express  the  placenta  by 
the  Crede  method,  but  fortunate  again  for  me 
the  placenta  was  lying  in  the  vagina.  That  was 
my  first  case  of  obstetrics. 

I think  those  who  say  that  doctor  should  have 
five  years  or  more  in  general  practice  before 
he  specializes  is  making  a mistake.  I do  not 
see  why  a young  man  should  confine  his  activi- 
ties to  general  medicine  for  five  years  if  he  in- 
tends to  specialize.  I believe  he  should  enter  his 
specialty  immediately  upon  leaving  the  hospital 
and  devote  all  his  attention  and  learning  to  that 
one  line  of  endeavor  instead  of  practicing  gen- 
eral medicine  for  the  period  mentioned. 

The  question  has  been  asked  why  do  we  wish 
to  speicalize  in  medicine?  There  is  but  one 
answer,  i.  e.,  because  we  Wish  to  commercialize, 
because  there  is  more  money  in  the  specialties, 
and  because  the  lay  press  and  the  medical  press 
inform  patients  that  they  ought  to  apply  to  the 
specialist  for  advice  and  treatment  when  there 
is  anything  the  matter  with  them.  Those  men 
who  are  writing  articles  for  the  newspapers  are 
educating  the  public  every  day  to  go  to  certain 
specialists  for  certain  lines  of  treatment. 

The  main  reason  why  country  districts  have 
no  doctors  or  very  few,  as  mentioned  by  Dr. 
Kincaid,  is  because  we  are  becoming  more  in- 
dolent as  the  years  go  by,  we  like  to  have 
things  easy  and  comfortable,  we  like  to  prac- 
tice medicine  where  we  can  have  all  the  com- 
forts of  life,  we  are  becoming  too  aristocratic 
in  medicine,  we  locate  in  thickly  populated  sec- 
tions where  calls  are  frequent  and  not  so  far 
apart,  in  other  words  we  want  to  live  on  feather 
beds  and  have  things  pleasant,  consequently  it  is 
difficult  to  find  young  men  or  middle-aged  men 
who  are  willing  to  go  to  the  rural  districts  to 
practice  medicine. 

About  the  old  family  doctor:  He  is  a thing 
of  the  past  practically.  After  th  >se  who  are 
now  living  have  passed  away  it  will  be  difficult 
to  find  any  of  the  old  time  family  practitioners 
as  they  will  have  ceased  to  exist.  Men  of  today 
are  trained  in  harmony  with  modern  times.  It  is 
the  trend  of  the  times  that  makes  the  specialist 
and  makes  the  doctor  of  today.  Consequently, 
as  times  have  changed  so  has  medical  practice 
changed  and  so  have  men  changed,  and  you  will 
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not  be  able  to  find  the  old  practitioner  as  you 
found  him  thirty  or  fifty  years  ago. 

We  need  specialists  just  as  we  need  general 
practitioners  of  medicine.  I do  not  want  to  take 
the  middle  road,  do  not  want  to  be  on  the  fence 
so  to  speak,  but  I wish  to  disagree  with  Dr. 
Jenkins  when  he  endeavors  to  maintain  that  our 
requirements  are  too  severe;  at  the  same  time  I 
believe  those  who  take  the  other  side  are  also 
right.  We  did  not  have  so  many  restrictions,  re- 
quirements and  regulations  when  I was  a medi- 
cal student.  As  already  stated  I graduated  in 
1893  and  there  were  one  hundred  and  seventy- 
three  men  in  my  class.  Now,  you  know  that 
after  ten  years  these  men  knew  whether  they 
want  to  be  doctors  or  not.  Many  of  them  found 
the  work  too  arduous  and  abandoned  practice, 
others  found  they  could  earn  money  more  quick- 
ly in  some  other  line  of  work  and  quit  prac- 
ticing medicine.  The  figures  show  that  after 
ten  years  four  out  of  every  ten  of  these  men 
abandoned  the  practice  of  medicine  and  entered 
some  other  line  of  endeavor.  This  materially 
reduces  the  number  of  doctors.  These  men 
entered  the  study  of  medicine  because  they  be- 
lieved they  could  learn  enough  in  two  years 
to  become  doctors,  but  they  learned  very  little 
and  found  they  were  unfitted  intellectually,  so- 
cially, temperamentally  or  professionally  to  prac- 
tice, so  they  quit  after  ten  years’  trial. 

It  is  my  conviction  that  we  should  continue 
our  present  standard  of  requirements  for  the 
study  of  medicine,  we  should  make  these  young 
men  the  best  that  can  be  found,  they  should 
have  an  adequate  preliminary  education  and 
academic  training,  because  the  doctor  goes  into 
the  family  and  to  the  bedside,  and  he  should 
possess  a certain  amount  of  scholarship,  he 
should  be  sincere  and  conscientious,  he  should 
have  social  standing  to  enable  him  to  meet  his 
patient  as  a friend  as  well  as  a doctor.  If  men 
are  not  educated,  if  they  are  rough  and  uncouth, 
if  they  have  failed  to  obtain  the  proper  foun- 
dation for  a medical  education,  they  will  never 
make  doctors  such  as  we  expect  them  to  be  and 
as  the  world  expects -them  to  be. 

D.  P.  Hall:  I graduated  in  medicine  with 

the  younger  generation  of  doctors  with  the  in- 
cipiency  of  the  so-called  full  time  teacher.  My 
father  was  a successful  general  practitioner  in 
the  country  and  a graduate  of  the  old  Kentucky 
School  of  Medicine  dominated  by  men  of  sound 
judgment,  keen  intellect  and  clinical  sense,  not 
of  the  microscopic  type  but  of  the  macroscopic 
type, — such  men  as  Wathen,  Dugan,  Kelly, 
Weidner,  Marvin,  Doherty,  ad  infinitum. 

Dr.  Phillips  and  some  of  the  other  gentlemen 
who  have  spoken  concerning  obstetrical  teach- 
ing in  medical  schools  years  ago  had  about  the 
same  experience  as  graduates  of  more  recent 
dates.  I never  had  the  opportunity  of  delivering 


a woman  during  the  time  I was  a medical  stu- 
dent. We  were  taught  all  about  Caesarean  sec- 
tion, Potter  version,  etc.,  but  very  little  about 
the  conduct  of  normal  labor.  We  listened  to 
many  lectures  on  basal  metabolic  rates,  renal 
function  tests,  non-protein  nitrogen  estimations 
and  other  laboratory  procedures,  but  were 
taught  practically  nothing  about  the  clinical 
aspects  of  medicine.  I recall  one  of  the  students 
asking  one  of  the  all-time  professors  in  medicine 
u.e  proper  dose  of  calomel.  He  said  this  would 
have  to  be  figured  on  the  basis  of  milligrams 
per  kilo  of  body  weight  before  he  could  give  an 
answer. 

I don’t  think  the  period  of  four  years  in  medi- 
cine should  be  shortened,  but  I do  think  it  should 
be  concentrated  and  some  of  the  non-protein 
nitrogen  and  fanciful  ideas  eliminated.  It  would 
also  seem  advisable  to  eliminate  many  of  the 
unnecessary  and  nonsensical  features.  As  an 
example:  one  professor  talked  about  non-protein 
nitrogen  two  hours  a day  for  six  weeks  and  when 
he  had  finished  none  of  us  knew  any  more  about 
the  subject  than  could  have  been  taught  by  a 
sound  clinician  in  ten  minutes. 

The  fact  that  medical  students  are  required 
to  spend  a longer  time  in  college  now  than 
heretofore  does  not  mean  that  they  acquire 
more  knowledge.  The  time  is  coming  when 
something  will  have  to  be  done,  otherwise  there 
will  be  no  doctors  who  really  know  medicine. 

I quite  agree  about  the  statement  that  no 
man  should  be  a teacher  in  medical  school  un- 
less he  has  had  at  least  five  years’  experience 
in  general  practice.  The  idea  is  absurb  that  a 
man  may  graduate  in  medicine  today  and  be- 
come a teacher  tomorrow  or  next  week.  The 
point  I wish  to  make  is  that  much  of  the  teach- 
ing today  in  medical  schools,  being  purely  on  a 
laboratory  or  research  basis,  is  fallacious. 

Dr.  Jenkins’  paper  is  timely.  It  is  the  best 
paper  I have  heard  read  before  this  society 
during  the  last  two  years.  I am  only  sorry  that 
the  dean  of  the  University  of  Louisville  is  not 
present  to  discuss  the  paper  at  length. 


Skin  Induration  in  the  New-horn  from  Obstet- 
fjc  Traumatism. — Hallez  calls  attention  to  an 
induration  of  the  skin,  appearing  five  to  ten  days 
after  birth  on  parts  which  have  been  exposed  to 
obstetric  traumatism.  The  induration,  in  the 
form  of  small  nodules  or  large  patches,  covering 
in  some  cases  the  whole  deltoid  region  or  the  en- 
tire back,  is  painless.  There  is  redness,  which 
disappears  under  pressure.  The  lesion  develops 
in  a few  hours  and  clears  up  without  treatment 
at  the  end  of  several  weeks  or  months.  The  in- 
fant’s general  condition  is  unaffected.  This 
traumatic  induration  or  pseudoscleroderma  is 
easily  distinguishable  from  true  scleroderma  or 
erysipelas. 
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THE  PRESCRTBER  AND  THE 
PATIENT* 

By  Wi.  B.  Doherty.  M.  D.,  Louisville,  Kv. 

While  the  great  advances  in  medical  and 
surgical  practice  have  been  justly  proclaimed, 
and  their  advantages  in  preserving  and  pro- 
longing life  recognized  to  our  credit,  I trust 
I shall  not  be  tainted  with  pessimism  or  psy- 
chical derangement  if  T should  criticise  our- 
selves sanely,  as  I believe  in  pointing  out  some 
of  the  mistakes  we  often  make,  in  the  present 
treatment  of  our  patients. 

The  detail  man  whom  we  receive  almost 
daily  at  our  offices  and  who  is  as  voluble  as 
Cassio.  pleads  earnestly  that  his  wares  often 
engraved  "with  easilv  remembered  and  attrac- 
tive names,  be  tried  bv  the  credulous  phvsi- 
cian  for  our  suffering  patients.  From  Dan 
to  Beersheba  from  Land’s  End  to  John 
0 ’Groats,  from  the  sands  of  California  to  the 
rocks  of  Japan,  gaudv  literature,  extolling  the 
virtues  of  new  remedies  and  samples  too  nu- 
merous to  mention,  may  daily  fill  our  waste 
baskets.  The  loquacious  detail  man  fresh 
from'  Clotho’s  spindle  of  the  salesman’s 
school,  the  catchv  name  of  his  firm’s  product, 
and  its  advertised  recommended  success, 
form  a psychological  triad,  which  mav  appeal 
strongly  to  the  weak  or  indolent  physician 
who  prefers  to  order  an  easilv  written  medi- 
cinal agent,  than  a thoughtful  prescription  of 
well  tried  efficacious  drugs,  endorsed  bv  our 
highest  authorities;  the  Pharmacopeia  _ and 
National  Formularv. — Forsooth  he  prescribes 
by  a trade  mark.  The  tendency  which  pre- 
vails among  manv  phvsieians  to  write  for  new 
untried  remedies  with  their  effieaev  unknown 
except  bv  the  advertising  lure,  as  well  as  that 
for  well  known  reliable  drims  without  the 
proper  written  precaution.  Non  Renetatur 
(Do  not  repeat!  mav.  bv  their  continued  and 
unrestrained  use  bv  oim  natients  and  their 
friends,  be  responsible  for  dru^  addiction, 
neuroses,  and  other  conditions,  exhibiting  les- 
sened resisting  powder  when  confronted  by 
disease. 

The  Pbar’wacopia  (10th  Decennial  Revision! 
1926  and  the  National  Formulary  contain  all 
Drugs  and  Biological  products  that  are  offi- 
cial. It  would  be  better  for  humanitv  if  all 
the  others  (Non  official!  were  relegated 
to  oblivion,  except  a few  which  may  have  been 
reeentlv  endorsed  by  the  Council  on  "Phar- 
macy and  Chemistry  of  the  American  Medical 
Association. 

Pharmacv  has  become  a huge  parasite  eat- 
ing the  vitals  of  the  body  medical.  The  drug 
store  has  in  many  instances  deteriorated  from 

*Read  before  the  Kentucky  State  Medical  Association,  at 
Frankfort,  September,  1926." 


a professional  laboratory  formerly  supervised 
by  educated  scrupulous  pharmacists,  (then 
our  honoured  messmates!,  to  an  emporium 
of  sundries,  which  includes  not  only  cigars, 
ice  cream,  toilet  articles,  lip  sticks  and  other 
cosmetics,  whose  name  is  legion,  but  headache 
powders,  (the  druggard’s  seductive  bait), 
heart  depressors,  and  remedies,  recommended 
for  every  svmptom,  without  any  knowledge 
of  the  condition  existing,  banded  over  the 
counter.  T am  confident  we  have  more  drug- 
gards,  neurotics,  and  weakened  heart  affec- 
tions in  consequence.  Tt  has  been  said  with 
some  unction  of  truth  that  one  can  tell  who 
the  last  firm’s  detail  man  was,  that  came  to 
town,  hy  looking  over  the  latest  prescrip- 
tion files  of  the  drug  stores.  Technical,  care- 
ful prescriptions  of  pharmacopial  remedies 
by  the  physician,  and  the  science  of  pharm- 
apedies  have  unfortunately  become  devious,  if 
not  lost  arts,  dominated  and  tainted  bv  the 
commercial  spirit  which  characterizes  this 
age  of  chapman’s  wares,  rather  than  the  no- 
ble. soul  stirring  work  of  hi"h  professional 
duty.  We  have  familiarized  our  Patients 
with  the  names  of  the  remedies  we  prescribe, 
and  in  consequence  have  frequently  lost  the 
psychological  effect,  a very  valuable  and  de- 
sirable factor  in  the  treatment  and  relief  of 
disease,  which  the  technical,  and  to  the 
patient,  the  secret,  unreadable  prescription, 
produces. 

When  one  writes  a prescription  for  calomel, 
quinine,  aspirin  or  bromide  of  sodium  that  the 
natient  mav  read,  the  result  of  the  patient’s 
confidence  in  his  physician,  and  his  hone  of 
relief  are  not  enhanced  to  the  same  degree 
as  if  one  had  used  technical  terms — Hvdrarg, 
Submurias.  Ghinin  Sulnhatis.  Acid  Acetvle 
Salicylat  or  Natrium  Brom.  This  is  practical 
psychology,  whether  it  is  shown  in  the  mob 
psychology  of  the  emotional,  in  an  outburst 
of  enthusiasm,  in  the  admiration  of  the  hero 
or  heroine,  or  in  the  quiet  aid-seekirm-  invalid, 
who  presents  himself  to  a physician  fen  relief. 
There  is  a racv  saying — Shall  we  ever  have 
an  appetite  but  for  dishes  under  cover?  That 
mav  explain  the  attitude  of  the  patient  to  the 
preseriber.  We  recognize  the  fa^t  that  the 
physician  with  the  superiority  complex,  hav- 
ing the  four  T’s — tact,  temperament,  trust- 
worthiness. and  training,  has  a decided  ad- 
vantage over  the  less  fortunate,  not  r>nsepc<jpd 
of  such  attractive  and  excellent  qualities 
However  the  study  and  practice  of  psychology 
will  always  be  a winning  card  in  every  line  of 
human  endeavor,  including  the  practice  of 
medicine,  which  has  not  been  ethically  and 
properly  used  by  the  average  pbvsician  who 
may  be  obscurely  wise  and  coarselv  kind,  but 
advantageously  used,  by  the  shrewd  garrulous 
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uneducated  quack  for  the  fool  multitude  who 
choose  Dy  show.  \ve  have  been  engrossed  so 
mucn  with  tne  study  and  results  of  mechanis- 
tic science  m the  treatment  of  disease  in  ail 
its  various  ramifications,  A-ray  and  electric 
appliances,  including  microscopical  and  labo- 
ratory findings  in  terms  of  mathematics,  that 
we  may  possibly  have  lost  sight  of  the  fact 
that  the  human  being  is  not  an  automoton, 
but  a living  moving  mass  of  vitalizing  ceils 
whose  ultimate  nature  is  beyond  our  compre- 
hension, though  influenced  by  the  personality 
of  the  humanist. 

The  physician  of  today,  despite  the  bril- 
liant advances  made  in  ail  branches  of  medi- 
cine, is  unable  to  explain  how  an  intolerable 
and  troublesome  case  of  hysterical  aphonia, 
paralysis,  or  blindness  may  be  relieved  by 
suggestion,  a sharp  look  of  the  eye,  or  a slap 
of  the  hand, — 

“There  are  more  things  in  Heaven  and 
Earth,  Horatio,  than  are  dreamt  of  in  your 
philosophy.” 

We  are  still — 

‘ ‘ An  infant  crying  in  the  night, 

An  infant  crying  for  the  light, 

And  with  no  language  but  a cry.” 

We  often  spend  considerable  time  and  de- 
votion to  duty  in  the  interpretation  of  the 
nurse’s  chart  in  the  ante-room,  which  might 
be  more  profitably  utilized  by  remaining  a 
longer  period  at  the  bedside  of  the  patient, 
using  ail  our  powers  of  observation,  methods 
of  examination,  and  sensible  deduction,  aided 
by  an  accumulation  of  experience  in  indivi- 
dual traits,  and  dominated  by  good  sense. 
Pope  truthfully  says  ‘ ‘ Good  sense  which  only 
is  the  gift  of  heaven,  and  though  no  science, 
fairly  worth  the  seven.”  Probably  we  have 
become  imbued  with  the  fascinating  aids  and 
glittering  artificialities  in  treatment,  that  we 
may  not  have  accentuated  the  importance  of 
nature’s  forces,  the  great  factors,  the  physio- 
logical agents,  air,  light,  water,  rest,  exercise 
and  diet,  in  the  interest  of  our  patient. 

In  view  of  the  fact  that  seventy  per  cent  of 
persons  over  40  years  of  age  are  over-fed, 
over-weight,  handicapped  by  a fatty  bur- 
den, a liability,  which  becomes  a serious  im- 
pediment to  their  efficiencies,  and  lessens  their 
vital  resistance;  and  excessive  smoking,  now 
so  prevalent,  being  a great  factor,  particular- 
ly in  the  young,  in  the  production  of  irritable 
hearts,  physical  weakness,  and  mental  inanity, 
as  well  as  other  ailments,  the  duty  of 
the  physician  as  counsellor,  guide,  and  dis- 
ciplinarian, in  these  and  other  conditions 
dangerous  to  health  has  never  been  more  ap- 
parent, nor  of  greater  need. 

Shoemaker,  (Materia  medica  and  Thera- 


peutis)  states  that  according  to  records  of  the 
dmor  (Jiass  in  iaie  ior  a penou  of  eight 
years,  tnose  wno  used,  no  touaoco  were  zu  pto. 
cent  taller,  25  per  cent  heavier,  and  had  6b 
per  cent  more  lung  capacity  than  tne  smokers, 
“xii  nabits  gainer  by  unseen  uegrees, 

As  brooks  run  to  rivers,  rivers  svven  to  seas  ' 

The  almost  constant  use  of  tne  automobile 
has  enfoced  lack  ol  proper  exercise,  and  mini- 
mized tne  greatest  activ cy  ior  neaitn,  that 
oi  walking. 

intemperate  and  irregular  eating,  not  so 
much  in  obedience  to  tne  cravings  oi  appetite, 
but  for  amusement,  for  lashion's  sane,  ior 
ieilowship,  making  caprice  one  s coon  and  tne 
stomacn  one's  slave,  deserves  tne  severe  con- 
demnation of  the  medical  disciplinarian,  i ne 
amount  and  multilanousness  of  palling  and 
indigestible  matter  passed  into  tne  stomacn, 
saturated  witn  blistering  condiments  mingled 
witn  lemonade  and  ices  ol  almost  every  de- 
scription, is  fngntful.  Tne  entire  magazine 
oi  bad  rapid  coonery,  and  worse  coniecuunery 
is  opened  to  tempt  one,  and  tne  temptation 
succeeds,  with  the  result  that  tne  auuominai 
cavity  may  be  transformed  into  a cauldron 
of  decomposing  indigestible  suustances,  conse- 
quently one  may  become  a physician  s omce 
chair-warmer,  suffering  with  ‘ ‘ gas  pains 
and  fashionaDle  “neuritis”  thereby  paving 
the  way  for  the  unenviable  distinction  oi  be- 
coming a brave  “operatee.”  There  can  be  no 
greater  work  on  the  part  oi  the  physician  than 
mat  of  disciplining  those  who  come  under  his 
care,  m regard  to  their  habits,  and  subjecting 
them  to  regular  examinations.  Mow  many 
sudden  deaths,  chronic  and  olten  incurable 
diseases  might  thus  be  averted  by  obedience 
to  proper  instructions.  And  so  much  medi- 
cal knowledge  is  acquired  by  tne  laity  that  is 
not  so,  by  rampant  advertising,  ,and  sell 
treatment  by  samples  _(“ remedies")  the  phy- 
sician of  today  with  the  high  resolve  to  uo 
his  duty  faithfully,  and  conscientiously, 
must  not  act  the  part  of  a pleasing  diiletante, 
a compromising  wheedler,  nor  a toyish  in- 
strumentalist. 

The  continued  or  intermittent  use  of  as- 
pirin, (a  word  in  almost  everybody’s  mouth) 
and  the  other  salicylates,  in  gradually  in- 
creasing doses  by  habit  formation  for  the  re- 
lief of  pain,  promote  waste  and  more  or  less 
destroy  the  development,  or  prevent  the  for- 
mation of  red  corpuscles,  are  heart  depres- 
ors,  and  like  Veronal,  Luminal  and  other 
sleep  producing  agents  interfere  with  meta- 
bolic processes.  Less  drugging,  spectacular 
display  and  orientation,  more  positive  and 
better  disciplinary  measures,  and  proper  use 
of  air,  light,  water  and  food,  rest  and  exercise, 
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in  the  treatment  of  disease,  should  be  the  ral- 
lying cry  of  the  modern  physician. 

“Above  all  price  of  wealth 

The  body’s  jewel!  Not  for  minds,  or  hands 
profane, 

To  tamper  with  in  practice  vain ; 

Like  to  a woman’s  virtue,  is  man’s  health, 

A heavenly  gift  within  a holy  shrine 

To  be  approached  and  touched  with  serious 
fear 

By  hands  made  pure  and  hearts  of  faith 
severe, 

E’en  as  the  priesthood  of  the  One  Divine.” 

SOME  OBSERVATIONS  ON  PERITONI- 
TIS* 

By  J.  Garland  Sherrill,  Louisville 

Causes — The  actual  cause  of  this  affection 
is  the  presence  of  pathogenic  bacteria  within 
the  free  peritoneal  cavity. 

The  acutal  condition  which  permit  the  en- 
trance of  bacteria  within  this  sac  are  num- 
erous and  varied.  External  and  internal 
traumatisms,  including  stab  and  gunshot 
wounds  with  or  without  rupture  of  the  in- 
testine or  other  viscera  permit  bacterial  invas- 
ion. Crushing  force  producing  rupture  of  the 
intestine  without  external  communication  pro- 
duce one  of  the  most  violent  forms  of  peritoni- 
tis. 

There  are  in  addition  many  non-traumatie 
lesions  within  the  abdomen  which  lead  to  the 
development  of  this  affection.  Among  these 
may  be  mentioned  ulcer  of  the  stomach  and 
duodenum,  abscess  of  the  liver,  cholecystitis, 
pancreatitis,  intestinal  obstruction,  diverticul- 
itis, strangulated  hernia,  intussusception,  ap- 
pendicitis, perforation  of  the  intestine  in  ty- 
phoid fever,  inflammation  of  the  uterus  from 
puerperal  infection,  suppurative  disease  of 
the  tubes  following  labor  or  abortion,  that 
due  to  the  Neisserian  infection,  tuberculosis 
of  the  intestine,  pneumococcic  in- 
fection in  young  girls,  rupture  of  the  bladder, 
ruptured  ectopic  gestation,  etc. 

This  large  number  of  causative  conditions 
of  necessity  makes  a wide  variety  of  symp- 
toms preceding  the  development  of  peritoni- 
tis. This  fact  should  be  borne  in  mind  by  the 
practitioner  whenever  a grave  intraabdomin- 
al condition  presents.  The  chief  importance 
should  be  attached  to  the  early  recognition  of 
the  occurrence  of  an  abdominal  calamity  so 
that  surgical  intervention  may  be  sought  be- 
fore the  development  of  peritonitis  or  just 
at  its  inception.  The  reason  for  this  is  ap- 
parent and  lies  in  the  fact  that  early  recog- 

*Read before  the  Third  District  Councilor  Meeting  at 
Bowling  Green. 


nition  and  prompt  treatment  of  any  of  the 
conditions  causative  of  peritonitis  results  in 
the  prevention  of  its  development  or  checks 
it  befoi-e  it  can  become  widespread. 

You  are  ail  familiar  with  the  usual  symp- 
toms- of  all  the  varied  conditions  previously 
mentioned  and  the  presence  of  any  of  them, 
with  shock,  pain,  tenderness,  and  abdominal 
rigidity,  should  demand  advice  from  a sur- 
geon. 

Time  does  not  permit  us  to  enter  into  ah 
extended  discussion  of  the  differentiation  be- 
tween the  different  conditions  resulting  in  the 
production  of  peritonitis.  The  suddenness  of 
onset,  the  location  of  pain,  the  shock,  the 
rigidity  and  tenderness,  will  enable  and  phy- 
sician to  recognize  a surgical  lesion. 

The  abdominal  symptoms  vary  greatly  in 
-different  cases,  but  there  is  always  an  in- 
crease in  severity  as  the  hours  roll  by,  until 
finally  the  signs  of  impending  dissolution 
are  evident  to  all. 

There  are  a few  points  which  1 wish  to 
clarify  for  you  and  upon  which  there  has 
been  some  debate.  This,  is  particularly  true 
of  the  management  of  appendicitis.  . 

Some  surgeons  claim  that  there  is  no  medi- 
cal management  of  a case  of  appendicitis,  and 
rnat  sucii  a case  is  always  surgical.  The  lat- 
ter contention  is  true,  nevertheless  I submit 
tne  proposition  to  you,  would  you  not  prefer 
skilled  medical  treatment  to  unskilled  sur- 
gical intervention  ? 

For  reasons  that  are  apparent,  as  the  ab- 
sence of  a skilled  surgeon,  the  refusal  upon 
the  part  of  the  patient  to  consent  to  surgi- 
cal measures,  a minimum  number  of  cases  de- 
mand. medical  care.  Even  cases  coming  to  the 
hospital  for  operation  must  be  so  conducted 
that  the  surgical  wiork  may  be  carried  out 
safely.  This  safe’  conduct  depends  upon  the 
skillful  and  sympathetic  handling  of  the  pa- 
tient, by  the  physician. 

In  the  case  of  appendicitis,  for  example, 
the  attendant  should  recognize  that  the  case 
is  surgical,  that  rest  in  recumbency  is  im- 
perative,1 that  under  no  circumstance  is  a 
purgative  to  be  administered,  and  that  food 
and  water  should  be  withheld  while  vomiting 
is  present.  Gastric  lavage  will  do  more  to 
control  vomiting  and  allay  pain  in  appendi- 
citis and  other  perforative  lesions,  gallstone 
disease,  and  ileus,  than  will  opium.  After  its 
use  the  patient  comes  to  operation  in  the  best 
possible  condition.  The  application  of  cold 
to  the  abdomen  is  to  be  preferred  to  heat 
when  it  can  be  had.  Otherwise  very  hot  ap- 
plications at  equable  temperature  are  em- 
ployed. An  opiate  may  be  eihployed  after 
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the  diagnosis  is  made,  and  in  order  to  trans- 
port the  patient  safely  to  the  hospital  for 
operation. 

The  mortality  from  peritonitis  has  been 
markedly  reduced  in  the  past  twenty  years. 
The  factors  active  in  this  reduction  are : 

(1)  Prompt  intervention. 

(.2)  Avoidance  of  purgatives. 

(3)  The  use  of  gastric  lavage  prior  to 
and  after  operation. 

(4)  The  abdandonment  of  peritoneal 
flushing. 

(5)  By  the  use  of  proctoclysis. 

It  might  be  well  to  discuss  these  points 
separately. 

(1)  Prompt  intervention  has  come  to  be 
recognized  as  imperative  in  all  abdominal  cal- 
amities. Every  suspected  case  of  perionitis 
^demands  immediate  operation  and  the  only 
contraindication  is  that  the  patient  is  mori- 
bund. The  old  statement  so  often  heard  that 
it  is  too  late  for  an  early  operation  and  too 
early  for  a late  operation  no  longer  holds. 
The  operation  may  be  safely  carried  out  at 
all  stages  except  when  death  has  already  set 
in. 

(2)  The  observation  has  been  made  that 
purgatives  in  appendicitis  are  harmful  be- 
cause of  the  increased  peristalsis  excited  by 
their  action.  Ochsner  first  called  attention 
to  this  fact.  Studies  of  mortality  records 
have  demonstrated  his  contention  to  be  cor- 
rect and  cases  which  have  been  purged  show 
a higher  mortality  and  a stormier  convales- 
cence. 

(3)  Gastric  lavage  removes  an  enormous 
amount  of  toxic  material  from  the  alimentary 
canal.  This  prevents  its  absorption,  lessens 
xhe  toxemia  and  quiets  the  nausea. 

(4)  The  abandonment  of  peritoneal 
flushing  which  in  the  early  days  was  consid- 
ered essential  by  the  writer  and  most  other- 
surgeons,  resulted  from  the  work  of  Murphy, 
who  showed  much  better  results  when  it  was 
not  employed.  It  was  learned  that  efforts 
to  wash  out  the  peritoneal  sac  were  ineffect- 
ual and  that  dilution  of  the  inflammatory  pro- 
ducts resulted  in  greater  absorption  and  de- 
pression. 

The  present  plan  which  we  employ  is  to 
open  a perforative  appendicitis  case,  remove 
the  appendix,  suture  the  colon  at  the  point 
of  removal,  while  an  automatic  suction  pump 
(of  E.  H.  Pool)  takes  the  fluid  out  of  the 
belly,  and  to  close  with  a rubber  or  cigarette 
drain.  When  there  are  no  ragged  spaces  of 
damaged  tissue  and  only  slight  discoloration 
of  the  peritoneal  fluid,  drainage  may  be  aban- 
doned. 

(5)  To  my  mind  the  instillation  of  fluid 


in  the  rectum  after  or  even  before  operation 
is  one  of  the  most  important  life  saving  meas- 
ures. This  treatment  we  also  received  f»om 
Murphy.  These  patients  are  all  depressed 
and  dehydrated  and  there  are  certain  bacter- 
ial products  to  be  taken  up  by  the  absorbent 
vessels  of  the  abdomen.  Proctoclysis  meets 
all  these  indications.  It  overcomes  the  dehy- 
dration and  depression.  The  use  of  small 
quantities  of  adrenalin  solution  aids  in  the 
latter  effect.  Alkaline  salt  may  be  added  to 
overcome  any  tendency  to  acidosis  Again 
proctoclysis  lessens  the  rapid  absorption  of 
toxins  from  the  intestine  by  filling  the  ves- 
sels with  fluid  so  the  peritoneal  poisons  en- 
ter the  blood  more  slowly  and  in  less  toxic 
quantity. 

Some  surgeons  use  subcutaneous  injections 
and  intravascular  infusions,  but  we  consider 
both  less  valuable  to  meet  the  indications  than 
proctoclysis. 

In  order  to  better  appreciate  the  rational 
of  the  management  it  is  well  to  know  some- 
thing of  the  cause  of.  death  from  the  disease. 

In  cases  of  low  tissue  resistance  with  a 
virulent  bacterial  flora  the  local  resistance  is 
limited  and  the  constitutional  reaction  very 
marked.  Such  cases  go  to  a fatal  termin- 
ation before  the  local  reaction  indicates  the 
development  of  peritonitis.  These  are  the  so- 
called  septic  types  following  a perforative  in- 
testinal lesion  or  a ruptured  appendicular  ab- 
scess. 

Similar  cases  are  rarely  seen  following 
contamination  of  a clean  abdominal  section. 
'1'he  peritoneal  resistance  has  not  been  built 
up  and  suppuration  has  not  had  time  to  oc- 
cur. Such  deaths  take  place  from  the  “pri- 
mary overwhelming  dose  of  the  poison.’’  The 
depression  (Heineck)  results  from  the  direct 
action  of  bacterial  products  causing  a paraly- 
sis oi  tile  vasomotor  center  in  the  medulla. 

a.  lactor  or  considerame  importance  anu 
usually  overiooKca  is  me  toxemia  resulting 
irorn  tne  growth  oi  bacterial  nora  witnm  tne 
intestine,  it  has  seemed  to  us  that  the  ab- 
sorption of  poison  from  this  source  in  ad- 
dition to  the  intraperitoneal  poison  often 
turn  the  balance  unfavorably.  Based  on  this 
belief  is  founded  the  use  of  frequent  gastric 
lavage. 

Other  observers  place  great  stress  on  the 
importance  of  dehydration  and  the  develop- 
ment of  acidosis.  In  treatment  measures  are 
employed  to  combat  these  conditions. 

Operative  management  demands  proper  se- 
Jection  of  anesthetic,  prompt,  rapid,  skillful 
surgery  and  careful  post-operative  attention. 
The  more  acute  the  type  of  peritonitis  the 
more  is  skill,  judgment  and  celerity  needed. 
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Prolonged  operations  are  fatal,  since  the 
shock  of  anesthesia,  operative  manipulation 
and  lieat  loss  are  excessive.  V ery  severe  cases 
may  be  given  drainage  under  an  opiate  vvitn 
local  anesthetic.  Some  apparently  moribund 
eases  recover. 

The  care  after  operation  is  also  important 
and  many  a patient  is  lost  after  operation  m 
cases  of  this  class  because  of  meddlesome  m- 
terlerence  on  tlie  part  of  the  attending  sur- 
geon. But  tnese  patients  to  bed  in  the  Eow- 
ler  position  with  one  pint  of  normal  saline  or 
soda  bicarb  drip.  Wash  out  the  stomach  if 
vomiting  is  present  or  if  there  is  any  disten- 
tion. Give  water  freely  by  mouth  from  the 
start.  Morphia  is  necessary  in  some  cases 
for  pain  and  restlessness,  ff  you  use  it 
make  the  dose  sufficient  to  produce  sleep,  at 
least  1-4  grain  of  the  sulphate  for  an  adult. 
Let  the  bowels  alone.  Even  if  four  days  go 
by  without  a stool  it  should  cause  no  alarm. 
At  this  time,  or  on  the  third  day  if  the  pati- 
ent is  in  good  condition,  an  enema  may  be 
given  followed  by  a dose  of  castor  oil.  The 
drain,  if  employed,  comes  out  the  third  or 
fourth  day. 

In  the  absence  of  nausea  and  distention, 
orange  juice  or  other  liquid  may  be  used  on 
tne  second  morning  with  soft  diet  a day  lat- 
er. 

My  advice  to  you  is  to  rely  on  these  simple 
measures  with  the  occasional  use  of  a tube  in 
the  rectum  for  gas  and  to  avoid  early  purga- 
tion and  the  use  of  pituitrin  to  obtain  a stool. 

Glycosuria  and  Glycuronuria;  Prognostic 
Value. — Roger  investigated  the  conditions  af- 
fecting the  elimination  of  carbohydrates,  parti- 
cularly glycuronic  acid.  Experiments  on  dogs 
showed  that  physiologic  influences,  such  as  pro- 
longed fasting  or  special  diets,  modified  but  little 
the  carbohydrate  content  of  the  urine.  In  single 
clinical  cases  of  obstruction  of  the  common  bile 
duct,  febrile  jaundice,  secondary  cirrhosis  of  the 
liver  from  spirochetosis,  and  alcoholic  hypertro- 
phic cirrhosis,  and  in  eight  cases  of  atrophic 
cirrhosis  there  was  a close  correlation  between 
the  amount  of  glycuronic  acid  in  the  urine  and 
the  gravity  of  the  lesion.  As  long  as  the  func- 
tion of  the  liver  and  the  roduction  of  glycogen 
were  satisfactory,  the  urinary  elimination  of  gly- 
curonic acid  remained  almost  normal.  On  the 
other  hand,  the  glycuronic  acid  in  the  urine  was 
much  decreased  when  the  hepatic  lesion  became 
aggravated;  on  recovery  it  became  normal  again. 
The  chemical  procedure  used  for  detection  and 
measurement  of  the  glycuronic  acid  is  given. 


BOOK  REVIEWS 


SURGERY  OF  THE  COLON.  By  Fred  W.  Ran- 
kin, A.  M.,  M.  D.,  F.  A.  C.  S.  New  York  and 
London,  D.  Appleton  & Company,  1926.  366 

pages,  with  illustrations. 

This  monograph  of  360  pages  and  152  illus- 
trations deals  with  the  large  bowel  exclusive  of 
the  pelvic  colon.  This  seems  to  be  a wise  ar- 
rangement, for  to  have  included  the  rectum  and 
its  lesions  would  have  added  so  much  that  it 
would  have  been  beyond  the  scope  of  a mono- 
graph. 

The  author  has  used  freely  of  the  literature 
and  all  to  good  purpose.  He  has  given  in  this 
way  not  so  much  of  a personal  view  as  an  aggre- 
gate of  composite  opinion.  In  the  entire  treat- 
ise there  is  not  a suggestion  of  an  arbitrary 
view. 

Special  note  should  be  made  in  the  review  of 
the  eighteen  chapters  of  those  on  intussuscep- 
tion, diverticulitis,  colitis,  tuberculosis  and  can- 
cer. The  importance  of  these  captions  is  so 
great  that  it  is  with  real  pleasure  that  one  finds 
them  handled  in  so  broad  and  masterly  a man- 
ner. 

The  right  colon  has  been  given  a place  of 
importance  which  it  deserves.  It  is  second  on- 
ly to  the  sigmoid  as  a cancer  problem.  Its  treat- 
ment is  very  different  from  the  sigmoid.  It  is 
regarded  and  treated  by  the  author  as  a separ- 
ate entity.  The  ideal  is  not  neglected.  Aseptic 
methods  of  bowel  resection  are  reviewed,  but 
not  overstressed.  We  all  know  that  they  are 
logically  sound  but  so  often  practically  diffi- 
cult. 

The  bibliography  which  is  given  after  each 
chapter  adds  to  the  value  of  the  work  to  no 
small  degre.  A generous  distribution  of  sound 
statistics  helps  to  dispel  the  idea  that  we  are 
near  the  goal  in  surgical  technic.  There  are 
sufficient  brief  sketches  of  case  histories  to  keep 
the  personal  touch.  The  monograph  is  broad 
enough  to  be  of  value  to  all  physicians,  but  es- 
pecially to  those  doing  general  surgery. 

R.  F.  BARBER. 


NEWS  ITEMS. 

Dr.  J.  Murray  Kinsman  has  moved  to  Suite 
402-404,  Brown  Building,  Louisville,  Kentucky. 
He  will  limit  his  practice  to  internal  medicine. 

Dr.  Gordon  S.  Buttorff  announces  the  opening 
of  an  office  ot  Suite  907-908  Brown  Building, 
Louisville,  Kentucky,  for  the  practice  of  medi- 
cine and  pediatrics. 
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THE  WOMAN’S  AUXILIARY 


WHITLEY  COUNTY  ORGANIZES 

At  the  call  of  the  President,  Dr.  G.  T.  Corum, 
the  Corbin  Medical  Club  and  the  Whitley  County 
Medical  Society  and  wives  of  its  members,  met 
for  dinner  at  the  Smith  Hotel,  Wednesday,  De- 
cember 8,  1926. 

During  the  delightful  repast,  Dr.  Corum  called 
for  several  impromptu  speeches.  Dr.  Wm.  M. 
Martin,  Harlan,  Councilor,  Eleventh  District, 
responded  with  a most  enthusiastic  endorsement 
of  the  Woman’s  Auxiliary,  urging  that  each 
County  Medical  Society  encourage  the  organiza- 
tion of  its  own  Auxiliary.  The  President  then 
call  upon  Mrs.  A.  T.  McCormack,  Louisville,  Sec- 
retary-Treasurer, Woman’s  Auxiliary,  Ken- 
tucky Medical  Association,  for  a brief  explana- 
tion of  what  the  Auxiliary  is  and  what  it  does. 

Following  this  speech,  the  women  adjourned 
to  the  Assembly  Room  at  the  Carnegie  Public 
Library  for  the  purpose  of  organizing  the  Wom- 
an’s Auxiliary,  Whitley  County  Medical  Society. 

The  following  officers  were  elected: 

President Mrs.  G.  H.  Buck 

1st  Vice-President Mrs.  J.  H.  Parker 

2nd  Vice-President.... Mis.  G.  T.  Corum 

3rd.  Vice-President Mrs.  W.  C.  Bryant 

4th  VicetPresident • '. Mrs.  M.  W.  Steele 

Secretary Mrs.  L.  L.  Terrell 

Treasurer • Mrs.  H.  L.  Walden 

Mrs.  W.  H.  Worsham  was  elected  to  honorary  membership. 

In  the  enfored  absence  of  Mrs.  Wm.  M.  Mar- 
tin, Harlan,  President-Elect,  Woman’s  Auxiliary, 
Kentucky  Medical  Association,  and  Mrs.  C.  W. 
Cawood,  Harlan,  Councilor,  Eleventh  District, 
they  were  ably  represented  by  Mrs.  Nolan,  Sec- 
retary, Harlan  County  Auxiliary,  who  rendered 
valuable  assistance  in  organizing  this,  our  young- 
est auxiliary. 

With  the  interest  and  enthusiasm  shown  at 
this  meeting,  some  of  our  older  auxiliaries  may 
find  it  expedient  to  look  to  their  laurels  in  en- 
deavor and  accomplishment. 


THE  SOUTHERN  AUXILIARY  ANNUAL 

About  forty  wives  and  several  daughters  of 
Kentucky  doctors  were  fortunate,  and  shared 
the  privilege  of  attending  the  annual  meeting 
of  the  Southern  Medical  Association  held  in  At- 
lanta, November  15th  to  18th,  and — a rare  priv- 
ilege it  proved  to  be. 

The  annual  meeting  of  the  Woman’s  Auxil- 
iary, Southern  Medical  Association  was  held 
Wednesday  morning  at  ten  o’clock  at  the  Acad- 
emy of  Medicine,  the  charming  and  comfortably 
equipped  headquarters  of  the  Fulton  County 
physicians.  The  President,  Mrs.  D.  J.  Williams, 
Gulfport,  Mississippi,  presided  in  her  usual  gra- 


cious manner.  About  two  hundred  were  in  at- 
tendance. Guests  of  honor  included  Mrs.  E.  H. 
Cary,  Dallas,  Texas,  the  first  president  of  the 
Southern  Auxiliary,  and  the  following  officers  of 
our  National  Organization,  the  Woman’s  Auxil- 
iary, American  Medical  Association: 

Mrs.  F.  P.  Gengenback,  Denver,  Colorado, 
President;  Mrs.  John  O.  McReynolds,  Dallas, 
Texas,  President-Elect;  Mrs.  Seale  Harris,  Birm- 
ingham, Alabama,  Past-President;  Mrs.  Irvin 
Abell,  Louisville,  Kentucky,  Treasurer,  and  Mrs. 
Allen  H.  Bunce,  Atlanta,  Georgia,  Secretary. 

The  address  was  ably  made  by  Dr.  A.  T.  Mc- 
Cormack, Louisvijle,  Kentucky,  Secretary  of  the 
Kentucky  Medical  Association,  and  State  Health 
Officer.  Among  other  stimulating  and  thought- 
ful suggestions,  Dr.  McCormack  stressed  the 
need  of  the  medical  profession  for  a greater 
emphasis  on  the  altruistic  values  of  professional 
service,  and  urged  the  Auxiliary  to  lend  its  aid 
in  bringing  to  the  minds  of  this  profession  that 
ever-vital  maxim  of  the  Great  Physician,  “What 
shall  it  profit  a man,  should  bo  gain  the  whole 
world  and  lose  his  soul?” 

Dr.  C.  C.  Bass,  New  Orleans,  President  of  the 
Southern  Medical  Association,  an  1 Dean  of 
Medicine,  Tulane  University,  b ought  happy 
greetings  and  good  wishes  from  the  Association 
to  the  Auxiliaries. 

Reports  were  made  by  representatives  from 
eleven  states  showing  various  types  of  interest 
and  endeavor.  Texas  and  Georgia  led  all  the 
rest  in  accomplishment. 

Kentucky  was  signally  honored  in  the  election 
of  officers,  when  Mrs.  A.  T.  McCormack  was 
made  President-Elect.  The  following  is  the  list 
of  officers  for  the  ensuing  year: 

President Mrs.  Stewart  R.  Roberts,  Atlanta,  Ga. 

President-Elect.  ..  .Mrs.  A.  T.  McCormack,  LoHisville,  Ky. 
1st.  Vice-President.  Mrs.  M.  Y.  Dabney,  Birmingham,  Ala. 
2nd.  Vice-President..  . .Mrs  Wm.  P.  McDowell,  Norfolk,  Va. 
Recording  Secretary ..  Mrs.  O.  M.  Marchman,  Dallas.  Texas 
Corresponding  Secretary.  .Mrs.  John  B.  Fitts,  Atlanta,  Ga. 
Treasurer ....  Mrs.  Ernest  Sullivan,  Oklahoma  City,  Okla. 
Parliamentarian Mrs.  H.  M.  Stuckey,  Sumter,  S.  C. 

The  president  introduced  the  newly  elected 
officers  and  Mrs.  Stewart  Roberts,  our  new  presi- 
dent, made  a gracious  speech  of  acceptance. 

The  genuine  hospitality,  together  with  the  de- 
lightful and  lavish  social  entertainment,  made 
our  few  days  in  Atlanta  memorable  indeed,  and 
hopeful  that  we  may  all  meet  again  in  Memphis 
for  the  1927  meeting. 


IMPORTANT  NOTICE 

Will  county  secretaries  please  send  news 
notices,  dates  of  meeting  and  other  important 
information  for  publication  to  the  State  Secre- 
tary? All  items  should  be  in  the  Secretary’s 
hands  before  the  first  day  of  each  month. 
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COUNTY  SOCIETY  REPORTS 

Third  District  Medical  Society 

The  last  meeting  of  the  society  for  1926  was 
held  in  Elkton,  the  Todd  county  society  being  the 
host.  A rising  vote  of  thanks  was  extended  the 
M.  E.  Church,  South  for  the  use  of  its  auditori- 
um for  the  meeting;  to  the  Rotary  Club  for  the 
pleasure  of  meeting  with  them  at  the  Community 
House,  and  to  the  Ladies’  Club  for  the  delight- 
ful luncheon  served.  We  were  greeted  in  a 
most  cordial  manner  by  the  Mayor  of  Elkton, 
Mr.  Weathers,  and  a Ladies  Committee  was  pre- 
sent to  assure  us  of  the  hearty  welcome  extend- 
ed by  the  citizens  of  Elkton  and  the  local  Medi- 
cal Society. 

As  is  our  custom,  the  society  adjourned  to 
meet  in  Bowling  Green  early  in  April  1927  for 
the  first  meeting  of  the  next  cycle.  At  this 
meeting  officers  for  the  year,  1927,  will  be 
elected.  It  is  contemplated  that  this  meeting 
be  held  in  the  new  Bowling  Green  City  Hospital. 
Other  meetings  will  be  held  in  June,  August  and 
October  in  different  parts  of  the  Third  Councillor 
District,  the  effort  being  made  to  have  at  least 
one  meeting  each  year  geographically  readily 
accesssible  to  every  physician  in  the  District. 

The  only  requirement  for  membership  in  this 
society  is  paid  membership  in  the  local  County 
Society,  no  dues  being  required  of  the  members, 
Even  membership  in  the  county  society  is  not 
necessary  for  attendance  at  its  meetings,  the 
only  financial  obligation  being,  the  payment  of 
luncheon  dues  by  each  physician  attending. 

Having  “done  time”  in  the  various  offices  in 
the  Warren  County  Medical  and  in  the  surgical 
section  of  the  Southern  Medical  Society  we  are 
forced  to  the  conclusion  that  the  work  of  a 
secretary  is  about  the  same  whether  in  a local  or 
larger  medical  society.  The  effort  has  been 
made  to  have  at  least  two,  or  more,  of  our  own 
members  on  the  program  for  each  meeting,  with 
one  or  two  visiting  physicians  from  without  the 
District  for  papers  or  lectures.  And  almost 
without  exception  we  have  found  it  more  diffi- 
cult to  get  one  of  the  members  of  this  society 
to  respond  with  a paper  or  report  on  a clinical 
case  than  to  secure  the  presence  of  some  busy 
practitioner  or  surgeon  from  some  distant  city. 

The  attendance  at  our  meetings  has  shown  that 
there  is  a real  interest  in  the  society  on  the  part 
of  many  of  the  physicians  in  all  parts  of  the 
Third  Councillor  District,  and  as  a rule  they  have 
entered  into  the  discussions  in  such  a way  as  to 
indicate  that  the  profession  throughout  the  Dis- 
trict is  thoroughly  abreast  of  modern  medicine 
in  all  its  phases.  With  this  knowledge  of  the 
ability  of  our  members  to  do  high-class  work 
in  all  branches  of  medicine,  we  are  appealing  to 
them  to  respond  to  the  call  when  we  write  them 
at  an  early  date  to  prepare  a paper  or  discussion 
for  some  one  of  our  meetings. 

JNO.  H.  BLACKBURN,  Secy. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 

For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract,  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References : The 

medical  profession  of  Nashville. 

JOHN  W.  STEVENS,  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TENN 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


HIGH  OAKS — Dr.  Sprague’s  Sanatorium 


For  Mental  and 
Nervous  diseases 
drug  and  liquor 
addictions. 

Homelike  care 
under  expert  med 
leal  supervision. 
Attractive  new 
buildings  with 
modern  equip- 
ment for  treat- 
ment and  comfort 
of  patients.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
therapy  for  each 
patient.  Complete 
hydrotherapeu  ti  c 
equipment.  Ex- 
perienced nurses. 

For  rates  and  in 
formation  address 


Phone  302. 


GEO.  P.  SPRAGUE,  M.D.,  Lexington,  Ky. 


+; 


•S* 


No  need  to  question  reliability  of  our  advertisers — all  are  guaranteed.  When  answering  ad§  mention  this  Journal. 
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Gelatine . . . plain,  unflavored,  uncolored  and  unsweetened  Knox 
Sparkling  Gelatine  . . . has  now  taken  its  place  in  medical  prac- 
tice as  a valuable  factor  in  infant  feeding. 

It  has  been  proved,  through  chemical  tests,  and  through  the  ex- 
periences of  eminent  physicians  and  dietetic  authorities,  that  1 % 
of  Knox  Sparkling  Gelatine  dissolved  and  added  to  cow’s  milk 
will  largely  prevent  regurgitation,  colic,  diarrhea  and  malnutrition 
resulting  from  the  excessive  curdling  of  the  casein  by  the  enzyme 
rennin  and  the  hydrochloric  acid  of  the  gastric  juices. 
Furthermore,  besides  aiding  the  delicate  infant  organism  to 
properly  digest  the  casein  and  the  fat  of  cow’s  milk,  it  has  also 
been  proved  that  Knox  Sparkling  Gelatine  increases  the  available 
nourishment  of  milk  by  about  23% — an  important  point,  not 
only  in  infant  feeding,  but  in  the  treating  of  underweight  children 
and  weakened  adults. 

The  approved  method  of  adding  gelatine  to  milk  is  as  follows: 

Soak,  for  ten  minutes,  one  level  tablespoonful  of  Knox  Sparkling  Gela- 
tine in  one-half  cup  of  cold  milk  taken  from  the  baby’s  formula;  cover 
while  soaking;  then  place  the  cup  in  boiling  water,  stirring  until  gela- 
tine is  fully  dissolved;  add  this  dissolved  gelatine  to  the  quart  of  cold 
milk  or  regular  formula. 

NOTE:  Knox  Gelatine  blends  with  all  milk  formulas.  The  protective  col- 
loidal and  emulsifying  action  promotes  digestion  and  absorption  of  the 
milk  nutrients. 

From  raw  material  to  finished  product  Knox  Sparkling  Gelatine  is  constantly 
under  chemical  and  bacteriological  control,  and  in  all  its  process  of  manufacture, 
is  never  touched  by  hand. 


KNOX 


L 


SPARKLING 


GELATINE 


"The  Highest  Quality  for  Health ” 


This  Coupon— register 
your  name  with  this 
coupon  for  the  labora- 
tory reports  on  the  di- 
etetic value  of  Knox 
Sparkling  Gelatine. 
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KNOX  GELATINE  LABORATORIES 
424  Knox  Ave.,  Johnstown,  N.  Y. 

Please  register  my  name  to  receive,  without  charge,  results 
of  past  laboratory  tests  with  Knox  Sparkling  Gelatine,  and 
future  reports  as  they  are  issued. 
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65  PER  CENT.  MORE  MATERIAL 

New  Scudder’s  Fractures 

The  new  (10th)  edition  of  Scudder’s  “Treatment  of  Fractures”  contains  65  per 
cent,  more  material  than  the  former  edition.  There  is  an  increase  of  491  pages  and 
764  illustrations,  the  new  edition  now  containing  1240  pages  and  2027  illustrations, 
a number  in  colors. 

This  new  material  is  important  and  will  bj  found  not  alone  in  the  20  additional 
chapters  but  throughout  the  entire  work.  The  book  has  been  virtually  rewritten  and 
■ entirely  reset,  using  a larger  page. 

Of  the  new  chapters,  14  are  devoted  to  open  or  operative  treatment.  This  section 
covers  303  pages  and  contains  393  illustrations,— really  a monograph  in  itself. 

Other  important  changes  are  in  the  chapters  on  fractures  of  the  maxilla  and  mandi- 
ble, fractures  of  the  vertebrae,  of  the  pelvis,  of  the  clavicle  and  scapula ; on  exten- 
sion and  counterextension,  fractures  of  the  elbow,  peripheral  nerve  injuries,  frac- 
tures of  the  forearm,  of  the  femur,  of  the  leg. 

There  are  730  x-ray  photographs,  so  that  Scudder’s  “Fractures,”  in  addition  to  be- 
ing the  newest  work  on  the  treatment  of  a very  frequent  traumatism,  is  as  well  a 
skiagraphic  atlas  of  fractures  and  their  interpretation. 

Octavo  of  1240  pages,  with  2027  istrat  ions,  some  In  colors.  By  Charles  L.  Scudder.  A.  B..  I'h.  B..  M.  D.  Con- 
sulting Surgeon  to  the  Massai  otts  General  Hospital,  Boston.  Cloth,  $12.00  net 

W.  B.  SAUNDE  .S  COMPANY  Philadelphia  and  London 
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INFANT  DIET  IMEADSI  MATERIALS 


There  is  a 

Measure  of  Safety 

in  the  use  of 

MEAD’S  DEXTRI -MALTOSE 

IN 

INFANT  DIETS 


because  it  can  usually  be  fed 
in  sufficient  quantities  to  as- 
sure a satisfactory  gain  in 
weight  when  the  ingestion  by 
the  infant  of  a like  amount  of 
other  sugars  would,  in  many 
instances,  be  attended  with 
fermentative  diarrhoea  or 
other  nutritional  disorders. 


Samples  of  Dextri-  Maltose  and 
a feeding  calculator  gladly 
sent  to  physicians  on  request. 
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The  Mead  Johnson  Policy 

MEAD’S  Iafant  Diet  Materials  are  advertised  only 
to  physicians.  No  feeding  directions  accompany  trade 
packages.  Information  in  regard  to  feeding  is  supplied 
to  the  mother  by  written  instructions  from  her  doctor, 
who  changes  the  feeding  from  time  to  time  to  meet 
the  nutritional  requirements  of  the  growing  infant. 

Literature  furnished  only  to  physicians. 
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EDITORIAL 


THE  AMERICAN  COLLEGE  OF 
PHYSICIANS 

Announcement  is  made  that  The  American 
College  of  Physicians  will  hold  its  Eleventh 
Annual  Clinical  Session  in  Cleveland,  Ohio, 
February  21-25,  1927.  Dr.  Alfred  Stengel  of 
Philadelphia  is  President  of  The  College  and 
Dr.  John  Phillips  of  Cleveland  is  the  Chair- 
man of  the  Program  Committee.  The  program 
will  be  of  unusual  interest  to  Internists,  (in- 
cluding Neurologists,  Pediatrists,  Roentgeno- 
logists, Pathologists,  Dermatologists,  Psychia- 
trists and  other  engaged  in  the  field  of  In- 
ternal Medicine).  The  Cleveland  hospitals 
and  the  Western  Reserve  University  will  co- 
operate with  The  College  in  the  presenta- 
tion of  the  program.  These  programs  consti- 
tute each  year  a post-graduate  week  of  In- 
ternal Medicine  of  outstanding  merit. 

During  the  mornings,  there  will  be  clinics 
and  demonstrations  at  the  various  hospitals 
and  in  the  laboratories  of  the  Western  Re- 
serve University ; during  the  afternoons, 
papers  on  various  medical  topics  of  The  Col- 
lege from  other  parts  of  the  United  States 
and  Canada ; during  the  evenings,  there  will 
be  formal  addresses  by  distinguished  guests, 
American  or  foreign,  and  by  the  President 
or  other  representatives  of  The  College. 

, The  American  College  of  Physicians  is  a 
national  organization  in  which  Internists  may 
find  a common  meeting  ground  for  discussion 
of  the  special  problems  that  concern  them  and 
through  which  the  interests  of  Internal  Medi- 
cine may  have  proper  representation.  Mem- 
bership in  this  organization  is  limited  to  those 
in  the  field  of  Internal  Medicine.  While  it  is 
not  a limited  national  society  of  specialists 
(mostly  prominent  medical  teachers),  it  is 
not  co-ordinal  with  large  national  or  sectional 
organizations  of  physicians  requiring  no  spe- 
cial professional  qualifications.  Its  standards 
are  high  and  many  men  of  distinction  in  the 
profession  are  numbered  among  its  members. 

An  invitation  has  been  extended  by  The 
College  to  all  qualified  physicians  and  labora- 
tory workers  to  attend  the  Cleveland  Clinical 
Session.  An  attendance  in  excess  of  fifteen 
hundred  is  anticipated. 


PREVENTION  OF  RABIES  IN 
ANIMALS 

It  is  now  possible  to  actively  immunize  dogs 
and  other  domestic  animals  against  rabies. 
This  work  was  begun  in  Japan,  and  was  in- 
troduced into  this  country  in  1921.  The 
method  has  been  used  extensively  and  suc- 
cessfully since  that  itme.  The  treatment  con- 
sists of  a single  subcutaneous  injection  of 
Canine  Anti-Rabic  Vaccine  (Squibb).  It  is 
injected,  perferablv,  at  two  points,  to  aid  ab- 
sorption. The  ordinary  dose  is  5 cc. ; for  very 
large  dogs,  !I0  cc.  is  necessary;  and  for  other 
animals,  the  amount  used  is  based  on  the 
body  weight.  The  looSe  skin  over  the  shoulder 
or  back  is  a good  site  for  injection.  The  skin 
should  be  thoroughly  disinfected  with  iodine 
tincture,  and  the  injection  should  be  made 
with  all  aseptic  precautions. 

Since  the  dog  is  the  most  common  source 
of  rabies  in  man,  a few  words  in  regard  to 
the  early  symptoms  of  the  disease  in  dogs  are 
in  order.  It  is  usually  first  manifest  by  a 
change  in  disposition.  The  dog  becomes  un- 
usually affectionate,  or  it  may  show  signs 
of  irritability.  Another  early  sign  is  a change 
in  the  character  of  the  bark,  which  becomes  a 
hoarse  howl.  The  disease  may  develop  in  one 
of  two  forms:  (a)  furious  rabies,  (b) 

paralytic  rabies. 

Tn  the  furious  type,  the  dog  usually  runs 
away  from  home,  and  wanders  aimlessly 
about,  biting  animals  and  human  beings. 
Swallowing  becomes  difficult  and  finally  im- 
possible, and  there  is  increased  salivation. 
Later  a paralytic  stage  develops,  beginning 
in  the  hind  legs;  or  convulsions  may  appear. 
Death  occurs  in  from  three  to  six  days  after 
the  onset  of  symptoms  in  this  type  of  rabies. 

Tn  the  paralytic  or  “dumb”  rabies,  paraly- 
sis of  the  lower  jaw  and  spasms  of  deglutition 
develop,  . suggestion  an  obstruction  in  the 
throat.  Persons  attempting  to  remove  the 
supposed  obstruction,  are  often  infected.  Tn 
this  type  the  animal  usually  dies  on  the  third 
or  fourth  day.  Dogs  showing  clinical  symp- 
toms of  rabies  should  be  killed  at  once,  and 
the  brains  sent  to  the  laboratory  for  examina- 
tion. If  an  apparently  normal  dog  bites  any- 
one, it  should  be  kept  under  observation  for 
at  least  three  weeks.  Since  a prolonged  in- 
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cubation  period  may  occur,  it  is  safer  to  ob- 
serve the  animal  for  a longer  period — up  to 
six  months. 

All  bites  should  be  promptly  cauterized. 
It  has  been  conclusively  proved  that  fuming 
nitric  acid  is  the  best  cautery.  It  should  be 
applied  on  the  point  of  a tapered  glass-rod, 
or  drop  by  drop  from  a capillary  pipette. 
Other  agents — such  as  pure  carbolic  acid, 
iodine,  silver  nitrate,  etc. — have  comparative- 
ly little  value.  Cauterization  with  fuming 
nitric  acid  is  of  considerable  value  within 
the  first  forty-eight  hours. 


VACCINATION  AND  INOCULATION  OF 
C.  M.  T.  C.  TRAINERS 

The  attention  of  all  physicians  who  per- 
form vaccinations  and  in  oculations  of  candi- 
date for  Citizens’  Military  Training  Camps 
is  invited  to  the  fact  that  many  men  have 
come  to  camp  in  the  past  without  a record 
signed  by  the  physician  who  performed  the 
immunizations. 

The  Army  Medical  Department  desires  to 
remind  the  phvsicians  who  are  kind  enough  to 
do  this  work  that  when  the  young  men  can- 
not produce  evidence  of  having  received  the 
vaccination  and  inoculation,  the  same  are 
again  done  at  camp. 

In  order  to  obviate  this  repetition,  which 
is  very  distasteful  to  the  men,  it  is  especially 
requested  that  the  blank  certificates  furnished 
by  the  Headquarters,  Fifth  Corps  Area,  be 
filled  out  and  returned  to  the  C.  H.  T.  C. 
Officer  there.  Additional  certificates  should 
be  filled  out  for  the  men  so  that  they  may 
hold  them  personally. 

Subcutaneous  Tuberculous  Gummas  Observed 
in  Infancy. — Pehu  discusses  the  evolution  of  the 
subcutaneous  tuberculous  gummas  which  develop 
in  infancy  independently  of  lesions  of  the  bone 
or  synovial  membrance,  and  examines  their  place 
in  the  general  scheme  of  the  infection.  The  pri- 
mary site  of  tuberculosis  in  infancy  is  most  often 
the  pulmonary  parenchyma,  but  the  lesion  here 
may  not  be  revealed  by  local  physical  signs 
nor  be  demonstrable  by  the  roentgen  ray.  The 
second  phase  of  the  infection  is  characterized 
by  involvement  of  the  glands.  Invasion  of  re- 
mote parts,  forming  the  third  phase,  is  not  con- 
stant. If  it  occurs,  it  is  often  the  skin  which  is 
affected.  In  infancy  tuberculosis  of  the  s’:in 
appears  predominantly  under  the  form  of  sub- 
cutaneous tuberculous  gummas;  in  children  over 
3 years  old,  as  erythema  nodosum;  in  adoles- 
cents, as  Bazin’s  erythema  induratum. 


ORIGINAL  ARTICLES 

SYMPOSIUM  ON  COLITIS 

BACTERIOLOGY  OF  COLITIS* 

By  Vernon  Robins,  Louisville. 

I presume  it  is  not  improper  to  enlarge 
somewhat  on  this  title  and  so  I will  regard  it 
as  though  it  read  ‘Microorganisms  of  Co- 
litis.” Let  us  give  a moment  to  considering 
the  normal  content  of  the  intestines.  At 
birth,  you  know,  the  meconium  is  sterile  un- 
less fetal  infection  has  taken  place,  due  to 
general  infection  in  the  mother.  Shortly  aft- 
er birth,  chance  bacteria,  staphylococci, 
streptococi,  B.  Substilis  and  yeast  are  found 
entering  the  canal  either  from  top  or  bottom 
and  as  time  goes  on  with  the  further  inges- 
tion of  bacterial  laden  food  and  drink,  a more 
or  less  distinctive  flora  is  established,  as  for 
example,  the  breast-fed  baby,  the  artificially 
fed  baby  and  the  adult.  This  flora  is  capa- 
ble of  change  due  to  variation  and  prolonged 
diet,  feeding  of  culture?  or  alimentary  in- 
fection. Is  the  development  of  an  intestinal 
flora  an  advantage?  We  do  know  it  is  pos- 
sible to  raise  animals  with  a sterile  intesti- 
nal tract.  While  the  normal  flora  may  act 
as  a protective  against  foreign  invaders,  we 
know  that  injury  to  the  intestine  brings  a 
hazard  that  comes  from  the  bacterial  content 
of  that  viscus. 

Dominant  intestinal  types: 

B.  Bifidus. 

B.  Acidophilus. 

Enterococcus  or  Micrococcus  Ovale. 

Spore  bearing  Anaerobes;  B.  Welchii; 

B.  Sporagenes;  B.  Putrificus. 

Spore  bearing  Aerobes;  B.  Mesentericus ; 

B.  Cercus,  etc. 

And  the  old  familiar  B.  Colon. 

Spore  bearing  Aerobes  usually  strongly 
proteolytic  are  common  in  the  lower  intes- 
tine. The  varieties  found  correspond  to 
some  of  the  varieties  that  are  present  in  milk 
and  water  of  the  vicinity.  These,  and  B.  Wel- 
chii and  to  a certain  extent  the  proteolytic 
Anaerobe  B.  Acidophilus  and  certain  yeasts,  t 
constitute  the  principal  flora  of  the  large  in- 
testine. 

When  infection  occurs  such  as  in  Dysen- 
tery and  Cholera  these  organisms  and  others 
similar  to  them  may  dominate  the  intestinal 
flora,  and  a specific  disease  develop.  The 
influence  of  cathartics,  intestinal  antiseptics 
and  starvation  have  little  value  in  affecting 
a change  in  the  bacterial  contents,  but 
changes  in  diet  so  far  as  to  limit  or  suppy  the 
optimum  food  stuff  for  certain  types,  are 


*Read  in  Symposium  on  Colitis  before  the  Jefferson 
County  Medical  Society. 
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apparently  the  most  controlling  factors.  An 
increase  in  carbohydrates  may  lead  to  a flora 
dominated  by  B.  Acidophilus  types,  not  all 
carbohydrates,  however,  have  an  equal  ten- 
dency to  bring  about  this  transformation  to 
a dominant  fermanentive  flora.  Torrey  says, 
lactose  and  dextrose  are  more  effective.  It 
is  very  doubtful  if  B.  Bulgaricus  ever  be- 
comes accliminated.  A carbohydrate  diet 
therefore,  would  seem  to  be  beneficial  in  ty- 
phoid and  dysentery  diseases,  as  these  spe- 
cific agents  will  act  on  the  available  car- 
bohydrates instead  of  protein,  thereby  pro- 
ducing acid,  which  in  turn  will  tend  to  limit 
the  number  of  these  bacteria.  This  fact  is 
the  basis  of  the  present  method  of  feeding 
such  cases  enough  suitable  food  instead  of 
starving  them  so  that  loss  of  nitrogen  and 
the  body  weight  will  be  prevented  and  toxe- 
mia lessened. 

Amebic  Dysentery. 

This  is  a disease  of  tropical  countries  but 
also  seen  in  temperate  ones,  characterized  by 
bloody  diarrhea  and  progressive  emaciation, 
The  lesions  observed  in  the  intestines  on 
post  mortem  are  swollen,  congested  mucosa 
with  numerous,  scattered,  small  undermined 
ulcers  with  amoebae  in  and  between  the 
epithelial  cells  and  later  in  the  connective 
tissue  at  the  yellowish  red  base  of  the  ulcers. 
Healing  takes  place  by  scar  formation  which 
sometimes  is  massive. 

Diagnosis  by  microscope  consists  in  search- 
ing for  the  entamoeba  histolytica  which  in 
acute  cases  is  found  in  great  abundance  in 
the  bloody  pus  or  mucous  flakes.  If  exam- 
ined unstained  the  active  form  will  show 
great  motility  which  will  continue  for  thirty 
minutes  to  one  hour  at  laboratory  tempera- 
ture, although  it  is  recommended  that  the 
bowel  discharge  be  collected  in  a warm  ves- 
sel to  maintain  motility. 

The  differentiation  between  the  living 
pathogenic  type  and  the  harmless  Entamoeba 
coli  is,  according  to  Craig,  as  follows : 
“Larger  size,  greenish  color,  distinctly  hyal- 
ine, refractile  ectoplasm,  faint  muscles,  many 
vacuoles,  red  blood  cells  and  marked  motility. 
In  the  vegetative  stage  of  the  Entamoeba 
coli,  a reproduction  occurs,  and  the  cell 
breaks  up  into  eight  daughter  cells,  while 
the  histolytica  is  characterized  by  not  more 
than  four.  The  cysts  of  the  pathogenic  tvpe 
which  represent  a latent  stage  are  much  less 
easy  to  find  and  identify.  The  active  form 
of  the  amoeba  is  very  sensative  to  outside 
influence,  even  plain  water.  Tn  the  stools  it 
it?  easily  killed  by  hydrogen  peroxide,  pot- 
assium permanganate  and  dilute  acids,  but 
the  encysted  forms  can  stand  freezing  and 
prolonged  drying.  Emetine  has  a killing  ef- 


fect upon  this  Amoeba.  Twenty-five  per  cent 
of  cases  are  fatal.  Twelve  per  cent  of  recov- 
ered cases  become  carriers.  Kittens,  dogs 
and  monkeys  are  susceptible  to  this  disease. 
It  is  propogated  by  the  infected  feces, 
(urine  does  not  carry  the  virus). 

Differential  diagnosis  between  this  and 
bacillary  dysentery,  clinically:  Amoebic 

Dysentery  is  generally  chronic,  abscess  of 
liver  is  frequent  sequela,  feces  are  alkaline, 
no  severe  toxic  symptoms,  no  immunity  is 
given  by  a previous  attack.  In  Bacillary 
Dysentery  finding  the  bacilli  and  a positive 
agglutination  test  proves  the  diagnosis  from 
the  laboratory  standpoint. 

Bacillary  Dysentery. 

General  characteristics  of  the  specific  germ 
are  short,  rod-shaped  with  rounded  ends,  non 
spore  forming  but  with  polar  granules,  stain- 
ing readily  but  negatively  to  Grams,  motility 
feeble,  if  any,  pathogenic  to  man  and  some 
of  the  lower  animals,  producing  a highly 
poisonous  endotoxin.  There  are  four  races  of 
this  germ,  Shiga,  Flexner,  His  and  Strong. 

The  Shiga  Serum  will  agglutinate  only  the 
Shiga  bacillus. 

The  Flexner  Serum  will  agglutinate  the 
Flexner  and  His  bacillus. 

The  Strong  Serum  will  agglutinate  only 
the  Strong  bacillus. 

Subcutaneous  injection  of  the  Shiga  bacil- 
lus produces  Dysentery  in  the  rabbit,  dog, 
rat,  mouse,  but  not  in  guinea  pig.  Subcu- 
taneous injection  of  the  other  bacillus  strains 
produces  no  result,  but  if  injected  peritone- 
ally  it  causes  a fatal  peritonitis  in  the  guinea 
pig,  rat  and  mouse.  The  germ  is  isolated  by 
washing  a flake  of  bloody  or  purulent  mucus 
in  sterile  broth  or  normal  saline  to  free  it  of 
gross  impurities  and  then  smearing  it  on  the 
endo  plate,  fishing  the  colorless  or  blue  col- 
onies that  develop  after  twentv-fonr  hours 
at  thirty-seven  degrees  C.  and  testing  out  by 
agglutinating  sera.  Characteristics  of  the  di- 
sease in  man  at  the  outset  of  acute  dysentery 
is  sudden,  ushered  in  by  cramp,  diarrhea  and 
tenesmus  after  incubation  of  two  to  four 
days.  It  is  a disease  of  the  mucous  membrane, 
of  the  large  intestine,  involving  the  epithe- 
lium chiefly.  In  light  cases  a catarrhal  in- 
flammation is  present,  in  severe  cases  the 
lymph  follicles  swell  and  some  necrosis  takes 
place.  Tn  more  severe  cases  the  lesions  are 
diphtheric  in  character,  the  entire  lumen  of 
the  intestines  may  be  filled  with  a fibrous 
mass  of  pseudo  membrane.  The  bacteria  are 
only  found  in  the  intestines.  Bacteriologie 
diagnosis  is  secured  either  bv  isolating  and 
identifying  the  specific  agent  from  the  stools 
or  a blood  agglutination  test  (1-501  occur- 
ring about  the  eighth  or  tenth  day  of  the  di- 
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sease.  A high  degree  of  immunity  usually 
follows  an  attack.  A very  curative  serum  is 
obtainable  by  anim?^  inocculation.  This  germ 
has  considerable  vital  resistence  living  six  to 
fifteen  days  in  dry  air,  three  to  four  days  in 
dry  sand,  five  to  seven  days  in  dried  culture. 
Dejecta  buried  in  the  soil  will  show  living 
bacteria  for  from  thirty  to  ninety  days  and 
Dejecta  on  linen,  folded  up,  will  show  vital 
bacteria  for  more  than  thirty  days. 

Carriers:  Temporary  or  permanent  are 
found  from  5 to  7 per  cent. 

Geographical  distribution  : General,  found 
in  both  hot  and  cold  countries. 

Sir  Alfred  Keogh  says,  of  all  armies,  that 
of  the  United  States  is  most  subject  to  Dysen- 
tery. 

Some  Other  Causative  Factors  in  Colitis. 

Proteus  Vulgaris:  This  bacillus  varies 

greatly  in  size,  usually  are  very  small  rods 
but  filaments  are  sometimes  seen.  It  is  Aero- 
bic, facultative  Anaerobic,  liquifying,  motile, 
fermanenting  glutose,  sucrose,  and  maltrose 
with  acid  and  gas  production,  grows  rapidly 
at  room  temperature,  stains  easily,  is  Gram 
negative  and  develops  pathogenic  power, 
ranking  next  to  B.  Coli  in  the  causation  of 
Cystitis  and  Pyelo-nephritis.  Tt  is  the  rank- 
ing organism  in  the  alvine  discharges  of 
Cholera  infantum  in  which  the  symptoms  are 
drowsiness,  stupor,  great  reduction  in  flesh, 
more  or  less  collapse,  frequent  vomiting  and 
purging  with  watery,  offensive  stools.  Tts 
power  to  split  proteins  brings  it  into  the 
field  of  food  poisonings. 

B.  Pyocvaneus. 

Enterococcus  of  Thiercelin. 

Spirillum  Dysentery. 

Bilharzia  (Schiltosoma  mansoni)  is  ob- 
served in  the  Congo  and  it  is  not  uncommon 
to  find  the  eggs  in  the  urine  as  well  as  the 
faeces. 

Balantidium  Coli  is  observed  in  the  Philip- 
pines. Russia  and  Finland. 

Chilomastix — Trichomonas  and  the  Giardia 
Lamblia:  The  flagellates  of  the  intestines 

may  produce  diarrhea  though  some  observers 
deny  even  this  role  to  them,  they  certainly 
do  not  produce  dysentery  in  the  strict  sense 
of  the  word.  The  Giardia  Lamblia  are  nara- 
sitic  in  the  intestine  of  mice,  ra+s,  rabbits, 
dogs,  cats,  sheep  and  human  beings.  The 
organisms  are  beet  shaped,  bilaterally  syme- 
trical,  ten  to  twentv-one  microns  long  by  five 
to  eleven  wide,  possessing  four  pairs  of 
flagella,  the  nucleus  is  situate-!  anteriorly 
and  has  a central  construction,  the  proto- 
plasm is  thick  and  hyaline.  Infection  follows 
the  ingestion  of  the  cysts  with  unclean  food. 
Calomel  internally  is  recommended  to  rid  the 
system  of  their  presence. 


One  case  of  giardia  has  come  to  my  atten- 
tion ; a veterinarian,  who  has  never  been  out 
of  the  United  States,  suffered  repeated  at- 
tacks of  diarrhea,  characterized  by  slimy 
stools,  four  to  six  nightly,  attended  by  very 
little  other  physical  disturbance,  the  general 
health  being  good.  These  attacks  would  last 
for  several  months,  followed  by  a month  of 
comparative  freedom  from  symptoms.  The 
faeces  showed  large  amounts  of  the  Giardia 
flagellate  and  the  administration  of  two  doses 
of  Emetine  gave  almost  immediate  relief. 

ETIOLOGY  AND  MORBID  ANATOMY 
OF  COLITIS.* 

By  D.  M.  Cox,  Louisville. 

Colitis  is  an  inflammatory  condition  of  the 
colon  brought  about  by  mechanical,  physical 
or  chemical  injurious  agents. 

Some  of  the  mechanical  agents  are  cancer, 
masses  of  parasites,  adhesions,  kinks,  hernias, 
extrinsic  tumors  and  abnormalities. 

Physical  agents  include  extremes  of  tem- 
perature, radium  and  x-ray. 

Chemical  agents  may  be  divided  into  in- 
organic and  organic.  Under  the  inorganic 
we  have  acids,  alkalies  and  the  heavy  metals, 
as  mercury,  lead  and  arsenic.  Under  the  or- 
ganic form  of  chemical  agents  are  the  toxins 
of  the  various  infectious  agents,  as  tubercu- 
losis, lues,  bacillary  dysentery,  entameba 
histolytica,  typhoid,  streptococcus,  staphy- 
lococcus and  certain  strains  of  colon  bacillus. 
Some  of  these,  particularly  ^vphilis,  pro- 
duce a very  mild  toxin,  but  the  injury  is  ac- 
complished by  blocking  of  the  blood  supply 
and  excessive  fibrous  tissue  with  its  subse- 
quent cicatrization.  Also  a nitrogenous 
product  excreted  in  some  cases  of  uremia. 

A fourth  class  of  unknown  origin,  as  mu- 
cous colitis. 

The  pathology  caused  bv  mechanical  in- 
jurious agents  varies  with  the  type  of  agent. 
First  we  have  cancer,  which  is  most  common 
in  the  sigmobl.  then  the  cecum,  but  may  oc- 
cur any  place  in  the  colon.  Cancer  is  a local 
condition,  arising  usually  in  a circumscribed 
area  of  mucosa  from  the  glandular  epithe- 
lium. The  growth  soon  reaches  the  sub- 
mucosa and  there  extends  in  all  directions, 
soon  involves  the  entire  circumference  of  the 
intestine  causing  a marked  thickening  of 
the  wall  and  a gradual  diminution  in  the 
size  of  the  lumen  at  that  point  and  a com- 
pensatory dilation  above. 

Masses  of  parasites  may  cause  a local  irri- 
tation in  anv  part  of  the  colon  and  ver/ 
rarely  may  cause  obstruction. 

*Read  in  Symposium  on  Colitis  before  the  Jefferson 
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Adhesions  either  post-operative  or  tuber- 
culous ni  origin  may  form  in  such  a manner 
as  to  cause  a kink  or  circular  obstruction  of 
the  intestine. 

Hernia  of  the  large  intestine  is  not  uncom- 
mon, the  sigmoid  may  frequently  be  found  in 
an  inguinal,  femoral  or  ventral  hernia.  The 
cecum  may  be  found  in  retroperitoneal  her- 
nia. 

Exti’insic  tumors  as  (1)  leiomyoma,  (fi- 
broid), (2)  pregnancy,  (3)  hypertrophied 
spleen,  (4)  hypernephroma  and  sometimes  a 
retro-displacement  of  the  uterus,  causes  pres- 
sure and  partial  or  complete  obstruction ; con- 
genital abnormalities  as  multiple  diverticula 
and  idiopathic  dilatation  commonly  called 
Hirschsprung’s  disease,  when  they  occur 
usually  give  rise  to  an  inflammatory  condi- 
tion and  to  faulty  elimination,  thus  fostering 
infection  of  the  static  intestinal  contents  and 
an  absorption  of  the  toxins  thus  produced. 
A portion  of  the  intestinal  contents  may  be- 
come lodged  in  a diverticulum  and  either  by 
chronic  irritation  or  the  absorption  of  toxins, 
cause  an  inflammatory  reaction. 

Under  the  physical  agents  there  is  X-Ray 
and  radium.  In  recent  years  their  applica- 
toin  in  malignancy  about  the  pelvis  has  fre- 
quently caused  a toxic  condition  of  varying 
severity  of  the  sigmoid  and  rectum.  Extremes 
of  temperature,  as  a very  hot  enema,  have 
been  known  to  cause  necrosis  of  the  super- 
fical  portions.  Secondary  infection  may  oc- 
cur with  sloughing  and  ulceration. 

Corrosive  sublimate  is  an  example  of  an 
inorganic  chemical  agent,  which  sometimes 
produces  an  intense  colitis,  apparently  owing 
to  the  fact  that  it  passes  along  quickly 
through  the  intestinal  tract  until  it  reaches 
the  lower  end,  or  after  absorption  it  is  re- 
excreted into  the  colon,  where  it  causes 
necrosis  of  the  mucous  membrane  and  an 
acute  inflammatory  exudate.  There  is 
formed  a diphtheric  membrane  which,  to- 
gether with  the  underlying  mucosa,  may 
slough,  forming  an  open  ulcer,  varying  con- 
siderably in  size  and  depth.  There  are  many 
instances  on  record  where,  by  mistake,  a per- 
son has  taken  an  enema  of  some  acid  or  al- 
kali with  resulting  necrosis,  sloughing,  acute 
inflammatory  reaction,  scar  formation,  con- 
traction, stricture  and  even  obstruction. 

A large  majority  of  the  organic  chemical 
agents  are  the  toxins  produced  by  the  various 
micro-organisms  and  the  toxins  derived  from 
the  necrotic  material  produced  in  an  infec- 
tious process.  Some  of  these  infectious 
lesions  are  very  characteristic  of  the  infecti- 
ous agents  which  produce  them.  Others  have 
to  be  classed  anatomically. 

Tuberculosis  of  the  colon  most  usually  fol- 


lows pulmonary  tuberculosis  or  some  other 
primary  focus,  occurs  most  often  in  the  ce- 
cum, but  may  occur  any  place  in  the  colon. 
'Hie  tuberculous  ulcers  have  the  following- 
characters : 1st:  They  are  rounded  or  oval, 
in  contra-distinction  to  the  irregularly  shaped 
ulcers  of  the  small  intenstines,  and  frequently 
girdle  the  bowel.  2nd : The  edges  and  base 
are  infiltrated,  often  caseous.  3rd:  The  sub- 
mucosa and  muscularis  are  usually  involved. 
If  the  process  is  very  rapid,  there  is  no  at- 
tempt at  healing,  but  if  slow,  there  is  proli- 
feration of  fibroblasts  and  scar  formation 
which  only  very  rarely  advances  to  the  point 
of  stenosis  of  the  intestine. 

Syphilis  may  occur  any  place  in  the  colon, 
but  most  frequently  in  the  rectum.  The 
lesion,  unlike  that  of  tuberculosis,  and  some 
other  infectious  lesions,  tends  in  time  to  heal 
instead  of  spreading  indefinitely,  because  the 
organisms  after  a varying  length  of  time  “die 
out”  locally,  apparently  as  the  result  of  ac- 
quired immunity.  The  lesion  starts  as  a 
diffuse  gummatous  infiltration  of  the  mucous 
membrane  and  submucous  tissue  which  be- 
comes thickened  and  indurated.  There  may 
be  sloughing  of  the  necrotic  material  and  ul- 
cer formation.  Cicatrization  takes  place  in 
the  submucous  tissue,  causing  stricture,  vary- 
ing intensity,  according  to  the  size  and  loca- 
tion of  the  lesion. 

Bacillary  dysentery  is  an  infection  chiefly 
of  colon,  caused  by  a specific  organism  which 
may  be  found  in  the  stools  in  about  65  per 
cent  of  the  cases,  if  the  stool  is  cultured  hot. 
At  first  there  is  hyperemia  of  the  mucosa  and 
the  secretion  of  abundant  slimy,  clear,  mucoid 
fluid,  which  is  later  streaked  with  blood.  The 
most  prominent  part  of  the  folds  become 
covered  with  a thick,  dull  layer  of  exudate, 
which  constitutes  a false  membrane  and  is 
continuous  with  the  dense,  coagulated,  dead 
layer  of  mucosa.  Around  this  hemorrhage 
an  intense  inflammatory  reaction  with 
edema  appears,  which  shuts  off  the  blood 
supply.  Necrosis  and  sloughing  results,  leav- 
ing ulcers  varying  considerably  in  breadth 
and  depth. 

Entaineba  histolytica,  the  cause  of  amebic 
dysentery,  is  widely  spread,  prevalent  in 
Egypt,  India  and  trophical  countries.  It  is 
common  throughout  the  United  States,  par- 
ticularly in  the  South,  where  it* is  endemic, 
increasing  sometimes  to  epidemic  propor- 
tions. It  is  uncommon  in  children,  males  arc 
more  frequently  affected.  Of  182  casxs  re 
ported  by  Johns  Hopkins  Hospital  '71  were 
in  males.  Infection  begins  in  the  mucosa 
where  there  is  formed  a small  ulcer  which 
gradually  spreads  more  or  less  extensively  in 
the  submueosa,  undermining  the  mucosa.  The 


32 


KENTUCKY  MEDICAL  JOURNAL 


[February,  1927 


tissue  gradually  undergoes  necrosis.  Amebae 
are  often  very  numerous  in  the  necrotic  tis- 
sue. The  gross  picture  is  rather  characteris- 
tic. The  ulcerations  extend  widely  beneath 
the  mucosa,  undermining  in  all  directions,  so 
that  they  are  often  connected  by  sinuous  pas- 
sages. The  edges  of  the  ulcers  are  swollen 
and  gelatinous,  owing  to  the  serous  and  cel- 
lular exudation  in  them. 

. Typhoid  infection  frequently  affects  the 
colon,  most  commonly  the  cecum,  but  its  path- 
ology is  principally  in  the  small  intestines 
and  is  so  well  known  that  it  is  only  men- 
tioned here. 

Apart  from  these  specific  types  just  men- 
tioned, there  is  a variety  of  ulcerative  coli- 
tis, sometimes  of  great  severity,  not  uncom- 
mon in  England  and  the  United  States.  It 
is  as  disease  of  adults,  of  unknown  origin. 
The  sexes  are  equally  affected.  Post  mortem, 
the  colon  is  dilated,  often  without  hyper- 
trophied walls ; the  ulceration,  as  a rule, 
limited  to  it  and  very  extensive,  the  ulcers 
ranging  in  size  from  a pin’s  head  to  large 
areas,  with  infiltrated,  rarely  undennined, 
edges.  No  one  organism  has  apparently  any 
definite  relation  lo  the  disease.  According  to 
Einhorn,  the  ulcers  are  most  common  in  lower 
part  of  the  descending  colon.  The  proctos- 
cope generally  reveals  a marked  engorgement 
of  the  rectum,  together  with  irritability,  a 
tendency  to  bleed  easily  and  a decrease  in 
calibre  (most  likely  caused  by  round-cell  in- 
filtration of  the  wall). 

. Then,  lastly,  is  the  so-called  mucous  colitis, 
and  in  speaking  of  mucous  colitis  I have  in 
mind  that  type  in  which  hyper-secretion  of 
mucus  is  the  dominant  s^piptom.  A large 
amount  of  mucus  may  be  passed  in  a variety 
of  conditions,  but  true  mucous  colitis  is  a 
neurosis,  which  usually  occurs  in  ex- 
tremely nervous  and  irritable  patients.  It  is 
no  easy  matter  to  determine  whether  the  neu- 
rological condition  is  secondary  to  the  colitis 
or  vice  versa.  X-Ray  examination  shows  the 
colon  to  be  tonically  contracted  and  irregular- 
ly segmented,  cecum  toneless,  distended  and 
often  displaced.  These  ai’e  the  most  common 
findings  but  they  are  by  no  means  constant. 


Testing  sfethoscopes. — With  the  help  of  a phy- 
sicist (Johner)  Tobler  studied  the  transmission 
of  sounds  by  various  types  of  the  stethoscope. 
Conduction  of  sound  through  a rubber  tube  be- 
comes progressively  impaired  as  the  number  of 
vibrations  increase  from  170  to  1,953  per  second. 
A straight  wooden  stethoscope  did  much  better. 
The  worst  results  were  given  by  the  long  rubber 
tubes  of  binauricular  stethoscopes. 


COLONIC  DILATATION  AND  COLOP- 
TOSIS,  SURGICAL  TREATMENT* 

By  J.  Hunter  Peak,  Louisville 

There  is  some  doubt  in  my  mind  whether 
there  ever  existed  a dilatation,  of  the  colon 
from  colitic,  but  1 can  understand  how  a 
colitis  might  develop  following  some  mechani- 
cal obstruction  resulting  in  fecal  accumula- 
tion or  impaction.  I have  thought  that,  on 
account  of  existing  starvation  from  withhold- 
ing of  food,  considered  dangerous  because  of 
its  mechanical  presence  during  the  progress 
of  colitis,  thus  weakening  the  intestinal  mus- 
culature, that  the  gaseous  accumulation  re- 
sulting from  bacterial  invasion  might  cause 
dilation  in  many  instances.  But  it  is  my 
opinion  that  in  all  cases  excepting  Hirsh- 
sprung’s  disease,  the  dilatation  has  been  due 
to  some  mechanical  interference  with  the  on- 
ward excursion  of  the  intestinal  contents. 

It  may  be  readily  understood  that  one  can- 
not have  ptosis  of  the  colon  without  angula- 
tion at  the  normal  flexures  and  at  the  point 
most  dependent  in  the  progress  of  the  colon. 
It  stands  to  reason  that  any  mechanical  in- 
terference with  the  onward  movement  of  the 
intestinal  contents  would  contribute  to  me- 
chanical irritation  of  the  inflamed  areas  of 
the  intestine,  and  it  would  also  contribute 
to  the  more  rapid  growth  of  the  pathogenic 
micro-organisms  causing  colitis. 

Hirschsprung’s  disease  was  so  named  be- 
cause he  was  the  first  to  classify  the  disease 
while  writing  upon  the  subject  of  “Congeni- 
tal Idiopathic  Dilatation  of  the  Colon.”  This 
was  in  the  year  1886. 

Finney  (1908)  collected  more  than  two 
hundred  case  reports,  but  Billard  (1820)  and 
Parry  (1825)  had  reported  cases.  Barth 
(1870)  suggested  that  in  these  cases  there 
was  always  an  elongated  meso-eolon  which 
would  admit  of  torsion  that  would  account 
for  the  disease.  Marfan  (1895)  suggested 
that  the  principal  etiological  factor  was  an 
exceedingly  long  colon.  Fenwick  (1900)  ob- 
served a case  with  a definite  constriction  of 
the  sphincter  ani.  Perthes  (1905)  concluded, 
on  the  basis  of  a case  he  had  observed,  that 
valve  formation  in  the  intestine  was  respon- 
sible for  the  condition.  Walker  and  Griffiths 
(1893)  suggested  chronic  colitis  as  a cause. 
The  early  age  at  which  we  find  Hirsch- 
sprung’s disease,  and  on  account  of  the  fact 
that  colitis  is  more  often  found  later  in  life, 
negatives  this  assumption  in  my  mind.  Len- 
na.nder  (1900)  and  Bing  (1907)  have  both 
urged  a neuropathic  origin  either  through  the 
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nerves  or  a segment  of  the  cord;  functional 
hypertrophy  is  supposed  to  take  place  above 
the  paralyzed  intestinal  segment. 

Any  portion  of  the  large  intestine  may  be 
involved,  but  in  one-third  of  the  cases,  re- 
ported the  sigmoid  was  the  site  of  involve- 
ment. In  fifteen  per  cent  of  all  the  cases 
reported  the  entire  length  of  the  large  intes- 
tine was  dilated.  The  distended  portion  in 
many  instances  reached  six  inches  in  diame- 
ter. Its  capacity  is  astounding.  Formad’s 
case  contained  forty  pounds  of  feces.  The 
walls  of  the  intestine  show  marked  changes 
and  the  meso-colon  is  greatly  thickened  and 
sometimes  contains  enlarged  lymph  nodes. 
Judd  says  that  the  mucosa  is  frequently  pig- 
mented. Microscopically,  we  find  all  the 
musculature  hypertrophied.  The  patient 
gives  a history  of  constipation  early  in  life. 
Defecation  occurs  only  after  enemas  and  cath- 
artics. Sometimes  there  is  no  intestinal  move- 
ments for  days,  weeks,  months,  and  some 
patients  have  been  known  to  go  for  a year. 
When  defecation  does  occur  it  is  often  fol- 
lowed for  three  or  four  days  by  dirrahea. 
The  loops  of  the  overfilled  intestine  can  some- 
times be  palpated.  After  evacuation  the  in- 
testine may  be  injected  with  barium  and  milk 
which  will  substantiate  the  diagnosis  by  use 
of  the  roentgen-ray. 

True  Hirschsprung’s  disease  is  a very  rare 
condition  occuring  in  early  life,  but  pseudo- 
Hirschsprung’s  disease  may  be  encounted  at 
almost  any  age.  I have  seen  but  three  cases, 
aged  respectively  ten,  eleven  and  thirteen 
years,  when  the  patients  came  under  my  ob- 
servation. Two  were  boys  and  one  a girl. 
It  is  claimed  by  some  writers  to  be  a disease 
of  male  children  only.  The  boy  of  thirteen, 
and  the  girl  of  ten,  came  to  operation.  The 
boy  of  eleven,  who  had  not  defecated  for 
several  months,  left  the  hospital  after  thor- 
ough evacuation,  — the  parents  refusing 
operation, — and  I have  not  heard  from  him 
since.  There  is  no  hope  from  conservative 
treatment,  yet  it  might  be  tried  in  the  very 
young.  Surgical  intervention  gives  the  most 
satisfactory  results.  If  not  operated  upon 
these  patients  become  confirmed  invalids  sub- 
ject to  all  sorts  of  digestive  disturbances  and 
their  sequelae. 

As  an  aid  to  the  treatment  of  colitis,  any 
measure  looking  toward  the  prevention  of  in- 
testinal stasis  should  be  immediately  insti- 
tuted. Surgical  treatment  consists  of  cor- 
recting whatever  anatomical  anomaly  found, 
but  if  the  entire  large  intestine  is  at  fault 
it  should  be  resected.  Since  Lane  and  others 
have  perfected  the  technique  of  this  opera- 
tion, I do  not  see  why  it  should  not  be  ac- 
complished by  any  good  surgeon.  If  only  a 


certain  portion  of  the  intestine  is  involved, 
then,  of  course,  • resect  only  that  portion,  or 
the  amount  necessary  to  accomplish  a proper 
anastomosis ; such,  for  example,  as  tlie  re- 
section of  the  sigmoid,  as  in  one-third  of  all 
the  cases  the  sigmoid  alone  is  involved.  Fin- 
ney has  advised  an  enterostomy  above  the  dil- 
atation, and  then  after  repeated  flushings  and 
nutritive  treatment  later  do  a resection  of  the 
dilated  parts. 

Colopexy,  or  colonic  implantation,  perm- 
anent colostomy,  entero-anastomosis  and  vari- 
ous other  procedures  have  been  carried  out  in 
many  individual  cases, — every  case  being  a 
law  unto  itself, — but  they  have  little  to  recom- 
mend them  over  resection  except  in  isolated 
cases,  such  as  the  two  I have  operated  upon. 

Case  1.  Male,  aged  thirteen,  operated  up- 
on at  the  fe'ts.  Mary  and  Elizabeth  Hospital, 
for  intestinal  obstruction.  It  was  known 
from  the  history,  observation  and  palpation 
that  this  patient  had  a vast  amount  of  feces 
ri  the  colon.  The  history  was  that  he  never 
defected  oftener  than  from  one  to  six  weeks, 
and  then  only  after  enamas  and  large  doses 
of  caster  oil.  Finally  these  failed  and  a diag- 
nosis of  intestinal  obstruction  was  made  and 
the  patient  was  sent  to  the  hospital  by  Dr. 
Gibbs,  of  Anderson  County,  Kentucky. 

We  are  told  by  nearly  all  of  the  men  who 
have  observed  these  cases,  that  in  many  in- 
stances there  are  other  anatomical  anomalies. 
When  the  abdomen  was  opened  in  the  median 
line  we  found  that  there  was  a misplaced 
dumps  venosus ; instead  of  forming  the  round 
ligament  to  the  liver  as  we  find  normally,  it 
was  attached  to  the  outer  border  of  the  as- 
cending colon  through  what  appeared  to  be  a 
condition  not  unlike  a small  placenta.  The 
duct  had  a bluish  appearance  very  much  like 
a normal  umbilical  cord,  but  there  was  no 
pulsation  nor  evidence  of  any  very  large 
blood  vessel.  The  entire  meso-colon  was  very 
much  elongated.  The  transverse  and  de- 
sending portion  of  the  colon  was  at  least 
five  or  six  inches  in  diameter.  It  had  a meso- 
colon long  enough  to  permit  it  to  descend  in 
a loop  over  the  old  venous  duct,  already  men- 
tioned, causing  obstruction  of  the  intestinal 
lumen  through  an  extensive  volvulus.  Opera- 
tion consisted  in  ligation  of  the  duet  at  the 
umbilicus  and  its  attachment  to  the  ascend- 
ing colon,  and  removing  the  ligament  be- 
tween sutures.  This  procedure  entirely  lib- 
erated the  volvulus.  The  ascending  colon 
was  sutured  in  the  right  side  where  it  be- 
longed and  that  portion  of  the  colon  which 
would  correspond  normally  to  the  splenic 
flexure  was  sutured  to  the  abdominal  wall,  1 
should  judge,  at  about  the  tenth  rib,  and  as 
far  backward  as  the  size  of  the  mass  would 
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permit  us  to  work.  The  descending  colon 
was  sutured  to  tlie  left  side  as  nearly  in  nor- 
mal position  as  we  could  direct  it.  The  sig- 
moid was  sutured  in  three  places  to  the  ab- 
dominal wall  below  and  to  the  left  of  the 
umbilicus.  Then  the  prolapsed  transverse 
colon  was  sutured  in  its  place  as  nearly  as 
the  limited  area  would  permit.  The  trans- 
verse colon  in  its  implantation  was  accom- 
plished by  the  technique  of  the  “hammock 
operation  for  gastroptosis  and  coloptosis  as 
recommended  by  Dr.  Cotfey. 

As  soon  as  the  boy  sufficiently  rallied  from 
the  operative  procedure,  and  it  was  permis- 
sible, we  began  enamas  and  large  doses  of 
caster  oil,  with  one  or  two  drops  of  croton  oil 
in  each  teacup  of  castor  oil.  On  the  third 
day  there  was  complete  exacuation  of  an  as- 
tounding quantity  of  feces  and  all  abdomi- 
nal distension  had  entirely  disappeared. 
From  that  time  onward  the  boy  made  an  un- 
eventful recovery  and  had  but  little  trouble 
subsequently  from  constipation. 

The  success  in  this  case  in  my  opinion  was 
largely  due  not  only  to  the  excellent  nurs- 
ing- care  the  boy  had  while  in  the  hospital, 
but  also  the  parents’  subsequent  care  had 
a very  great  deal  to  do  with  it.  They  never 
permitted  the  boy  to  go  more  than  twenty- 
four  or  forty-eight  hours  without  the  use  of 
enemas  or  cathartics  if  he  needed  them.  He 
has  remained  free  from  abdominal  distension, 
which  had  been  a troublesome  factor  all  of  his 
life,  and  he  now  seems  to  be  in  quite  perfect 
health.  Colitis  was  not,  and  never  had  been, 
a factor  in  this  case. 

Case  II.  Female,  aged  ten,  was  referred 
to  me  by  Dr.  Settles,  of  Mount  Washington, 
Kentucky,  simply  because  she  had  a very 
great  amount  of  abdominal  distension  and 
defecated  only  once  every  two  or  three 
months.  At  this  time  she  was  greatly  dis- 
tressed, with  a constant  desire  to  go  to  stool, 
when  only  a small  amount  of  hard,  dry  fecal 
matter  mixed  with  much  mucus  and  blood 
would  be  discharged.  Parenthetically,  it 
might  be  said,  I was  out  of  the  city  at  the 
time,  and  for  me  another  surgeon  recognizing 
the  case  as  possibly  colonic  dilatation  compli- 
cated with  colitis,  recommended  an  appendi- 
costomy,  which  he  did.  His  idea  was,  of 
course,  that  in  this  way  colonic  flushings 
would  be  facilitated  particularly  after  enemas 
and  active  catharsis  had  produced  free  evacu- 
ation. On  my  return,  two  weeks  after  the 
operation,  the  girl  was  very  much  improved 
in  health,  and  by  close  application  and  stren- 
uous efforts  her  intestinal  canal  had  been  kept 
freely  open,  yet  there  was  some  tenderness' 
and  tympany  which  persisted,  in  my  opinion, 
due  to  the  colitis.  After  my  return  the  ap- 


pendicostomy  was  never  of  any  use  for  col- 
onic flushing,  the  opening  had  closed  and  1 
was  unable  to  do  any  good  with  it,  because 
as  1 remember  the  surgeon  had  reported  that 
on  account  of  the  extreme  smallness  of  the 
appendix  lie  had  found  that  his  work  was  of 
very  little  usefulness. 

Six  weeks  after  the  first  operation  in  the 
foregoing  case  I operated  upon  the  child  at 
the  children’s  Hospital.  A long  incision 
was  made  in  the  median  line  one-half  above 
and  one-half  below  the  umbilicus.  The  en- 
tire colon,  except  the  sigmoid  was  very  large 
though  relatively  empty  for  gas.  There  were 
only  a few  scattering  hard  fecal  masses  in  dif- 
ferent portions  of  the  colon.  The  meso-colon 
was  very  long,  much  thickened  with  a great 
number  of  lymph  nodes  from  the  size  of  a 
pea  to  that  of  a walnut.  There  was  a band 
of  adhesion  or  plastic  material  'extending 
from  the  hepatic  flexure  across  the  trans- 
verse colon  passing  over  the  transverse  colon 
attaching  the  descending  colon.  This  must 
have  been  a congenital  condition,  but  the 
band  of  plastic  material  was  extensive  in 
length,  yet  there  was  no  constriction  of  the 
intestine  anywhere  from  its  presence.  This 
was  divided  between  the  descending  colon 
and  the  transverse  colon  on  the  left  and  the 
ascending  colon  and  the  transverse  colon  on 
the  right.  It  was  found  that  the  longest 
portion  of  it  was  binding  the  segments  of  the 
transverse  colon.  This  was  cut  at  each  end 
and  removed. 

Briefly  the  subsequent  operative  measures 
in  this  case  were  identical  with  the  ones  in 
Case  I,  with  this  exception:  the  sigmoid  was 
not  involved  in  the  hypertrophy  and  was  left 
surgically  free.  I found  it  to  be  quite  easy 
to  ligate  and  invert  the  appendix,  which  was 
done,  and  then  the  small  appendicular  in- 
cision was  circumcised  and  the  amputated 
appendix  removed.  The  wounds  were  closed 
without  drainage. 

The  results  in  this  case  were  not  quite  so 
satisfactory  as  in  Case  I;  while  the  boy’s 
improvement  was  almost  immediate,  it  was 
three  or  four  months  before  the  girl  seemed 
to  have  entirely  recovered  from  her  abdomi- 
nal distension  and  colitis.  Instead  of  having 
an  alvine  evacuation  every  two  or  three 
months,  she  now  defecated  every  two  or  three 
days,  then  there  would  be  a slight  diarrhea 
containing  strings  of  mucus  but  no  blood. 
I was  never  able  to  get  the  active  co-operation 
of  the  mother  in  the  after-treatment  of  this 
case.  She  seemed  to  think  that  the  opera- 
tion should  have  produced  complete  relief, 
and  she  gave  her  daughter  very  little  atten- 
tion subsequently. 

f saw  this  patient  once  only  after  she  left 
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the  hospital  following  the  last  operation ; 
that  was  eight  months  later  when  the  mother 
and  child  reported  at  my  office.  The  patient 
seemed  to  he  perfectly  well  though  she  de- 
fecated only  every  two  or  three  days  but 
always  copiously.  In  general  her  appearance 
was  much  improved.  Before  operation  she 
was  anemic,  pale,  colorless,  badly  distended 
and  was  suffering.  Her  mental  attitude  had 
changed  more  than  her  physical  condition. 
Before  operation  she  was  apathetic  and  list- 
less. At  her  last  visit  to  my  office  she  was 
bright,  cheerful  and  happy. 

COLITIS,  SYMPTOMATOLOGY  AND 
PROGNOSIS* 

By  B.  J.  O’Connor,  Louisville. 

Broadly  speaking,  the  symptomatology 
and  prognosis  of  inflammations  of  the  large 
intestine  is  as  varied  as  the  etiological  or 
causitive  factors. 

These  variations  are  due  not  only  to  tb„e 
pathological  changes,  to  the  duration  and 
course  of  the  inflammation,  but  particularly 
rest  in  the  finding  and  identification  of  the 
specific  bacteria,  the  toxic  food,  the  noxious 
chemical,  or  the  systemic  disease  as  the 
materies  morbi. 

In  studying  the  symptomatology  of  colitis 
we  must  remember  that  colitis  is  often  but 
part  of  a systemic  disease,  such  as  typhoid, 
or  tuberculosis,  amyloidosis,  etc. ; Also,  that 
with  but  few  exceptions,  colitis  is  almost  in- 
variably preceded  by,  or  attended  with  a cer- 
tain amount  of  enteritis,  or  gastro-enteritis. 

Mechanical  colitis,  if  we  may  so  designate 
the  forms  of  entero-colitis  due  to  drastic  pur- 
gatives, corrosive  poisons,  also  chronic  types 
due  to  nematodes,  protozoa,  tumors  and  dis- 
orders of  the  circulation  and  secretion  may 
also  be  considered. 

Today  we  rarely  find  Colitis  spoken  of  as 
a disease,  since  almost  all  forms  of  inflamma- 
tion of  the  large  bowel  are  grouped  or  classi- 
fied according  to  etiology,  rather  than  the 
predominant  pathology. 

Preventive  medicine,  oral,  dental,  and 
throat  prophylaxis,  purer  drinking  water, 
better  preservation  of  foods  and  scientific 
feeding,  have  furthermore  largely  eradicated 
the  vast  majority  of  intestinal  inflammations. 

Considering  the  large  intestine  as  an  or- 
gan of  absorption  and  assimilation  of  the 
end-products  of  digestion,  also  as  a transit 
tube  for  the  elimination  of  body  poison  and 
digestive  wastes,  we  find  evidences  of  its  de- 
rangements as  interesting  and  as  vital  as 
the  mechanism  of  its  physiology.  The  pe- 
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culiarities  of  its  innervation  governing  its 
secretions,  excretions  and  mobility  are  as 
closely  allied  in  safeguarding  its  hosts  as  the 
functions  of  the  carbureter,  the  timer  and  the 
compression  in  a gasoline  engine. 

All  forms  of  acute  inflammation  of  the 
cojon  have  certain  symptoms  in  common, 
which  we  shall  briefly  review. 

Starting  with  diarrhea,  we  find  that  the 
number  of  bowel  discharges  may  increase 
from  three  to  thirty  or  more  per  day.  The 
nature  of  the  evacuations  may  vary;  if  there 
is  an  accompanying  inflammation  of  the  small 
intestines,  they  are  greenish  in  color,  with 
brownish  particles  or  lumps,  in  a watery 
mucous  fluid ; whereas,  if  limited  largely  to 
the  lower  bowel,  they  are  rather  sero-san- 
guineous,  mucoid,  muco-sanguineous,  or  dis- 
tinctly bloody. 

A study  of  the  stools  in  infants  not  only 
denotes  the  portion  of  the  bowel  at  fault,  but 
also  points  to  the  food  stuff  responsible ; the 
foul  greenish,  lumpy  semi-mucous-like  stool 
denotes  excessive  fats,  or  fatty  indigestion ; 
the  mushy,  gaseous  stool,  of  yellowish  color, 
with  sour  odor,  points  to  excess  of  carbo- 
hydrates. Diarrhea  with  either  form  of  stool 
may  cause  excoriations  of  the  buttocks. 

Depending  upon  the  freqi^ncy  of  the 
movements  there  is  more  or  less  tenesmus 
or  straining  which  at  times  almost  attains 
a strangury  or  brings  about  a prolapsus  recti, 
or  an  intussusception  coli.  The  restlessness, 
crying  and  discomfort  is  due  not  only  to  ten- 
esmus but  also  to  colic  and  disordered  peris- 
talsis. This  colic  is  not  always  intermittent 
but  may  be  a more  boring  constant  ache  or 
pain  in  the  lower  abdomen  assocciated  with 
a feeling  of  fulness  and  distension  which  dis- 
appears largely  when  the  bowel  is  completely 
emptied. 

A history  of  vomiting,  nausea  and  pro- 
found anorexia  often  precedes  and  accom- 
panies the  diarrheal  manifestations.  Jaundice 
may  also  be  found.  The  toxemia  and  ab- 
dominal discomfort  brings  about  pallor,  shock 
and  prostration  followed  usually  by  a feb- 
rile reaction.  The  fever,  often  irregular  and 
occasionally  remlittent,  continues  for  days 
or  weeks  until  the  toxic  elements  are  elimi- 
nated or  immune  reactions  have  occurred. 
The  emaciation,  loss  of  weight,  anemia  and 
wiealknVjss  seen,  parallels  the  severity  and 
duration  of  the  gastro-intestinal  symptoms. 
If  considerable  blood  is  present  in  the  stools 
the  ear,  lips  and  nails  become  pale.  In  ad- 
dition to  the  anemia  and  anhydremia  there 
is  usually  a leukopenia  with  a relative  lymp- 
ocytosis.'  The  skin  may  show  urticarial  or 
erythematous  eruptions,  evidencing  systemic 
absorption  from  the  bowel.  The  urine  be- 
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comes  highly  concentrated,  of  a brownish 
color,  and  often  contains  albumin.  Anuria 
and  acute  Bright’s  disease  may  follow.  In 
acute  types  signs  of  meningeal  irritation- 
even  convulsions  may  be  present,  or  lead  to 
fatal  terminations.  Other  objective  symp- 
toms that  may  be  noted  in  addition  to  a 
diffuse  tenderness  over  the  abdomen  are  dis- 
tension and  isolated  intestinal  contractions. 
Auscultation  reveals  gurgling,  or  loud  bor- 
borygmi. 

In  chronic  forms  of  colitis,  constipation  or 
spastic  constipation  may  alternate  with 
copious  evacuatioins  of  mucoid  watery  move- 
ments, the  pain  and  tenderness  being  irregu- 
lar and  often  disappearing  with  the  passage 
of  gas  and  feces.  Temperature  disturbances 
are  not  marked,  but  the  longer  the  distur- 
bances last,  the  greater  the  likelihood  of  a 
general  depression  and  neurasthenia.  Con- 
siderable weakness  and  emaciation  with 
faulty  digestion  accompanies  chronic  states. 
Functional  or  nervous  types  of  diarrhea  may 
go  on  to  chronic  catarrhal  inflammations  and 
vice-versa.  Chronic  intestinal  troubles  may 
often  subside  completely  with  radical  changes 
of  habits,  surroundings  and  better  mental 
hygiene. 

In  the  amebic  types  of  dysentery,  in  ad- 
dition to  the  foregoing,  the  frequency  of  noc- 
turnal diarrhea,  the  history  of  previous  simi- 
lar attacks,  the  use  of  the  proctoscope  and 
microscope,  and  the  therapeutic  injections 
of  emetine,  make  the  diagnosis  comparatively 
easy.  Bacteriological  examination  of  the 
stools  establishes  the  diagnosis  in  the  bacil- 
lary or  streptococci  dysenteries,  in  the  chol- 
eras, and  in  botulinus.  In  addition  to  such 
studies,  animal  experimentation  and  chemi- 
cal tests  may  be  required  to  definitely  es- 
tablish the  diagnosis  of  ptomaine,  mercurial, 
arsenical  or  other  forms  of  gastro-enteritis. 
The  identification  of  uncinaria,  the  ova  of 
various  nematodes  in  the  stool  may  be  in- 
dispensable in  establishing  a correct  diag- 
nosis and  proper  therapy. 

The  symptomatology  in  the  majority  of 
chronic  forms  of  colitis,  which  are  secondary 
in  nature,  are  largely  those  .of  the  primary 
disease.  Tubercular  and  similar  chronic  af- 
fections of  the  colon  often  exist  with  but 
few  localizing  symptoms. 

In  muco-membranous  colitis,  we  find  a 
chronic,  more  or  less  intermittent  form  of 
disease,  characterized  by  colic,  colonic  ten- 
derness, digestive  disturbances,  and  the  ap- 
pearance of  large  quantities  of  mucus,  shreds, 
membranous,  cast-like  pieces  from  the  bowel. 
Oxaluria  and  urinary  irritative  symptoms  are 
present.  Generally  psycho-asthenia,  gas- 
tra-intestinal  prolapse,  cholelithiasis,  appen- 


dicitis may  accompany  this  derangement.  In 
well-nourished  individuals  pelvic  pathology 
or  uterine  complications  often  exist.  In  al- 
most all  cases  distinctly  neuropathic  tenden- 
cies are  found.  With  this  glimpse  of  the 
symptomatology  of  colitis,  it  is  plain  that  it 
would  be  almost  impossible  to  differentiate 
the  different  forms  of  colitis  without  resort  to 
a careful  study  of  the  history,  a complete 
physical  examination,  with  laboratory  exami- 
nations of  the  stool,  etc.  in  order  to  positively 
establish  the  exact  cause  and  form  of  dis- 
ease, and  separate  the  toxic  and  ptomaine 
groups  from  the  specific  infectious  diseases 
affecting  the  colon. 

The  prognosis  of  colitis  is  generally  favor- 
able, its  duration  depending  upon  removal 
of  the  cause,  and  correct  treatment.  Barely 
acute  cases  prove  fatal  through  marasmus,  ex- 
haustion, renal  complications,  attending  sep- 
ticaemic  sequela  or  through  convulsions. 

In  chronic  types,  prolonged  measures  of 
treatment,  based  chiefly  on  the  etiology,  will 
usually  bring  about  a complete  cure.  The  so- 
called  terminal  diarrheas  coming  on  shortly 
before  death  are  ordinarily  easily  recognized. 
Amebic  dysentery  and  other  ulcerative  forms 
are  amenable  to  local  and  systemic  treatment. 
The  healing  of  ulcerative  lesions  may  neces- 
sitate surgery  to  overcome  stricture  and  ad- 
hesions; in  some  instance  the  surgeon  may 
be  compelled  to  resort  to  colostomy,  resection, 
suspension,  or  other  radical  procedures. 


MECHANICAL  THERAPY  AND 
DIETETICS* 

By  R.  R.  Elmore,  Louisville. 

My  brief  remarks  are  directed  to  the  me- 
chanical and  dietetic  treatment  of  colitis. 
These  suggestions  are  based  on  the  assump- 
tion that  some  malposition  of  the  colon  is  not 
only  present,  but  that  such  malposition  is  an 
aetiological  factor  of  colitis.  May  I remind 
you  that  the  posterior  and  lateral  walls  of  the 
abdomen  are  capable  of  only  limited  expan- 
sion, while  the  anterior  wall  and  especially 
that  area  between  the  umbilicus  and  the 
pubes  has  a tremendous  potential  expansion 
as  seen  in  ascites  and  pregnancy.  The  normal 
viscera]  positions  including  the  colon  are  de- 
pendent upon  the  influence  of  suspension  as 
provided  for  by  ligaments  and  mesenteries 
and  upon  the  support  afforded  by  the  ab- 
dominal walls. 

Rosewater  has  emphasized  the  value  of  the 
abdominal  muscles  in  maintaining  the  ab- 
dominal viscera  in  their  physiological  posi- 
tion, also  in  the  distribution  of  fluids  in  the 

*Read  in  Symposium  on  Colitis  before  the  Jefferson 
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abdominal  viscera,  including  their  secretions 
and  circulation. 

When  the  lower  segment  of  the  abdominal 
wall  gives  way  the  capacity  of  the  abdoninal 
cavity  is  increased  and  the  abdominal  organs, 
including  the  transverse  colon,  respond  by 
sagging  lower  in  the  cavity.  A painstaking 
and  persevering  efforts  to  restore  the  potency 
of  anterior  support  will  frequently  be  re- 
warded by  disappearance  of  the  clinical 
symptoms.  This  may  occur  in  a patient  who 
has  made  the  rounds  of  doctors  and  bears 
many  scars  as  evidence  of  adventures  in  pur- 
suit of  health  or  freedom  from  pain  and  dis- 
comfort. The  tone  of  the  abdominal  wall 
may  be  improved  by  massage  either  manual 
or  mechanical — the  patient  resting  on  back 
with  hips  elevated  higher  than  the  shoulders. 
A similar  position  should  be  assumed  for 
physical  exercise — such  as  flexing  the  limbs 
on  the  abdomen — of  which  many  varieties 
may  be  practiced  as  may  appeal  to  the  physi- 
cian. 

So  far  as  T know,  the  elastic  abdominal 
support  has  been  largely  discontinued  and 
properly  so.  The  two  types  of  non-elastic 
abdominal  support  are  found  in  some  form 
of  cloth  and  mole  skin  adhesive.  In  recent 
years  there  has  been  a prolific  output  of  many 
types  of  these  supports  and  it  is  well  to  have 
several  types  at  your  command,  as  what  may 
be  comfortable  for  one  patient  may  be  un- 
comfortable for  another.  Simplicity  of  pattern 
and  light  weight  are  commendable  charac- 
teristics. I have  several  types  to  which  I will 
call  your  attention.  In  the  application  of 
these  belts  the  patient  should  be  in  a re- 
cumbent position  with  one  hip  higher  than 
the  shoulders.  The  patient  should  be  in- 
structed to  practise  deep  breathing  for  sev- 
eral minutes  before  applying  the  belt  of  what- 
ever type.  You  will  observe  these  belts  are 
all  comparatively  narrow,  designed  to  re- 
tract the  abdomenal  wall  from  the  umbilicus 
to  the  pubes.  This  narrow  belt  undoubtedly 
gives  a better  uplift  to  a sagging  colon  and 
is  more  comfortable  than  a broad  belt  ex- 
tending upward  to  the  costal  arch. 

DIETETICS 

The  eminent  English  anatomist,  Keith, 
spoke  in  a discussion  of  the  subject  of  ali- 
mentary toxemia  by  the  Royal  Society  of 
Medicine  at  a meeting  during  1012.  Said 
this  ablest  of  living  anatomists:  We  seem 

drawn  to  the  conclusion  that  it  is  not  the 
organization  of  the  great  intestine  that  has 
failed,  but  that  our  modern  dietary  sets  a 
task  for  which  it  is  not  adapted.  In  civilized 
modern  communities  the  great  bowel  has  to 
manipulate  a dietary  such  as  was  never  be- 
fore prescribed  to, in  at  any  stage  of  its  long 


evolutionary  history.  If  an  engine  runs  un- 
satisfactorily it  may  not  be  from  a fault  of  its 
mechanism,  but  from  a defect  in  the  fuel. 
Those  w'ho  regard  the  great  bowel  as  a useless 
structure  blame  the  engine;  for  my  part  I 
stand  by  those  who  blame  the  fuel. 

A resume  of  medical  literature  indicates  a 
conflict  of  opinions  on  the  dietetic  treatment 
of  colitis.  The  fundamental  requirements  of 
maintaining  or  improving  the  general  nutri- 
tion should  ever  be  uppermost  in  the  mind  of 
the  medical  attendant  and  any  pathology  of 
the  stomaach  and  small  intestine  should  be 
provided  for  in  the  diet.  In  some  sections 
the  milk  treatment — either  sweet  milk  or 
some  form  of  cultured  milk — has  attained 
great  vogue  and  has  given  excellent  results. 
Such  a diet  is  most  successfully  administered 
with  the  patient  at  rest  in  bed  for  from  4 
to  6 weeks.  The  milk  given  in  small  quanti- 
ties at  frequent  intervals  during  the  day  from 
7 a.  m.  to  8 p.  m.  the  patient  being  on  an  out 
door  porch  if  possible. 

Masseohusetts  General  Hospital  daily  diet 
for  colitis — lean  meat  300  grms.  white  of  8 
eggs — 2 slices  of  toast — macaroni  100  grms. 
Cream  cheese  50  grms.  Pat  free  milk,  2 
glasses — approximate  caloric  value  2000  cal- 
ories. 

Breakfast 

Fine  cereal  as  farina  or  cream  of  wheat- 
bread — toast — rolls — made  of  fine  white 
flour — white  fish. 

Dinner 

Lean  beef  or  veal — lean  chicken — eggs,  or 
cream  cheeee — puree  of  potato — lima  beans — 
peas — bread — cereal  puddings — egg  deserts. 

Supper 

Meat  and  chicken  as  for  dinner.  Boiled 
rice — macaroni — white  bread — boiled  fat  free 
milk. 

The  Kellogg  Dietic  Treatment  of  Colitis 

1 —  A low  protein,  bulky  diet  consisting- 
largely  of  fruits,  fresh  vegetables  and  whole 
grain  preparations. 

2 —  The  free  use  of  bran  or  agar-agar,  or  a 
combination  of  both,  at  every  meal.  From 
one-half  ounce  to  an  ounce  of  cellulose  daily 
seems  to  be  necessary  to  stimulate  the  in- 
testine to  normal  activity. 

3 —  The  use  at  everv  meal  of  a half-ounce 
to  an  ounce  and  a half  of  liquid  petrolatum. 
Tn  some  cases  an  emulsion  of  liquid  petrola- 
tum gives  more  satisfactory  results,  and  the 
best  results  are  often  obtained  from  the  use 
of  petrolatum  which  melts  at  the  temperature 
of  the  body. 

4 —  Tn  very  obtinate  cases  the  patient  takes 
— three  or  four  times  a day — a couple  of 
tablespoonsful  of  bran  and  as  much  fruit 
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as  he  can  eat.  Fresh  and  stewed  tomatoes 
are  found  to  be  especially  useful.  Lettuce 
and  celery  may  be  also  used  freely.  The 
patient  is  allowed  to  take  fruit  between  meals 
whenever  he  feels  inclined  to  do  so.  For 
persons  suffering  J'rom  hyperacidity,  non- 
acid fruits,  like  bananas,  pears,  white  cher- 
ries, and  mellons  are  used.  Occasionally  it 
is  found  advantageous  to  make  the  diet  con- 
sist wholly  of  green  vegetables,  ji'aw  an  1 
cooked  with  bran  or  agar-agar.  This  regime 
will  usually  “clean  off  the  tongue  and  get 
the  bowels  moving’’  three  or  four  times  a day, 
within  four  or  five  days.  Occasionally  the 
regime  must  be  continued  for  a week  or  ten 
days. 

5 —  At  first  it  is  occasionally  necessary  to 
use  an  enama  at  80F.  once  a day.  The 
patient  should  be  required  to  go  to  stool  on 
rising  in  the  morning  and  after  each  meal. 

6 —  In  cases  of  colitis  with  spastic  condition 
of  the  decending  colon,  the  colon  is  treated 
by  means  of  hot  saline  enemas,  and  after- 
ward there  is  introduced  into  the  colon — with 
the  patient  in  the  knee-chest  position — sev- 
eral ounces  of  a liquid  culture  of  Bacillus 
bulgaricus  and  Bacillus  bifidus,  to  which  is 
added  a small  amount  of  malt  sugar 
and  boiled  starch,  the  purpose  being  to 
change  the  character  of  the  bacteria  grow- 
ing in  the  colon  and  thus  encourage  the  heal- 
ing of  the  infected  mucous  surface. 

Too  much  cannot  be  said  in  favor  of  bran 
and  liquid  petrolatum  used  in  combination. 
One  supplies  bulk,  which  is  necessary  to  stim- 
ulate the  sluggish  colon,  and  the  other  furn- 
ishes lubrication  which  is  required  on  ac- 
count of  loss  of  the  normal  mucus  due  to  de- 
generation of  the  mucous  membrane  which 
results  from  chronic  infection. 

7 —  In  cases  in  which  the  mucous  mem- 
brane is  atrophied  as  the  result  of  chronic 
proctitis,  it  is  found  very  advantageous  to 
introduce  into  the  lower  colon  at  night  3 or 
4 ounces  of  a preparation  of  petrolatum 
which  melts  at  the  temperature  of  the  body. 
Such  a preparation  may  be  made  by  melt- 
ing together  equal  parts  of  liquid  petrolatum 
and  paraffin. 

DISCUSSION 

W.  E.  Applehaus:  I feel  that  these  excellent 
papers  should  not  be  passed  up  without  some 
discussion. 

The  various  essayists  have  shown  the  great  a- 
mount  of  work  done  on  infections  of  the  large 
bowel.  Colitis  can  be  roughly  grouped  into  two 
classes,  namely:  acute,  which  is  most  often  eith- 
er bacillary  or  toxic  in  origin,  and  character- 
ized by  sudden  onset;  or  chronic  forms  which 
may  be  due  to  bacteria,  parasites,  intestinal  in- 
digestion or  chemical  irritation. 


A great  deal  of  work  has  been  done  to  de- 
termine the  exact  causative  organism  in  these 
chronic  infected  cases.  Many  authorities  have 
taken  the  stand  that  the  infection  is  primary  in 
the  large  bowel;  it  is  our  opinion,  however,  that 
a great  many  of  these  cases  are  either  the  af- 
termath of  some  constitutional  disease  or  they 
are  secondary  to  foci  of  infection  elsewhere  in 
the  body.  We  have  seen  a great  number  of  such 
cases  following  attacks  of  pneumonia  and  in- 
fluenza. In  taking  the  history  of  a large  num- 
ber of  these  cases,  T have  been  impressed  with 
the  many  that  begin  with  an  attack  of  influenza. 

Infections  of  the  teeth,  tonsils,  oosterior 
nares  and  accessory  sinuses  when  cleared  up, 
greatly  improve  many  patients. 

One  thing  not  mentioned  tonight  is  the  amount 
of  hydrochloric  acid  secreted  by  the  stomach. 
In  hyperacid  cases,  we  find  an  irritated,  atro- 
phic, granular  condition  of  the  large  bowel.  The 
lumen  of  the  bowel  is  usually  contracted.  Quite 
a different  picture  obtains  in  hypoacidity.  We 
are  all  familiar  with  the  findings  in  achylia  gas- 
trica. 

We  believe  that  the  amount  of  hydrochloric 
acid  secreted  by  the  stomach  can  be  likened  to 
the  guard  or  watchman  of  the  lower  intestin- 
al tract.  In  low  acid  states,  the  bacteria  from 
teeth,  tonsils  and  posterior  naves  pass  throno-h 
the  stomach  unharmed  to  ply  their  warfare  in  the 
intestinal  tract. 

Diseased  appendices  and  infections  of  the  gall 
bladder  must  also  be  taken  into  account.  If 
the  soruce  of  infection  is  cleared  un  and  the 
imperfections  in  the  gastric  function  corrected, 
we  can  more  easily  deal  with  the  local  condition 
bv  our  regular  methods. 

Curran  Pope:  It  is  well  to  remember  that  we 
should  not  think  of  bacteria  in  the  colon  as  bac- 
teria but  as  bacterial  groups.  There  are  nearlv 
two  thousand  different  strains  of  bacteria  in  the 
colon  that  may  roughly  be  associated  into  twen- 
ty groups. 

Do  not  be  afraid  of  the  bacillus  coli,  he  is  the 
chamelion  of  the  colon.  If  we  have  normal  bac- 
terial and  other  conditions  in  the  colon,  the  colon 
bacillus  becomes  a normal  bacillus  in  the  intes- 
tine. Under  abnormal  conditions  it  becomes 
pathogenic  and  may  cause  a great  deal  of  trou- 
ble. " ” 

A further  item  of  importance  is  that  so  long 
as  there  is  a normal  mucous  membrane  there 

will  he  oo  absorption  of  tovins  or  the  entrance. 

of  bacteria  and  no  infection:  in  other  words, 
the  colon  is  able  to  resist  these  bacterial  condi- 
tions, and  bv  using  general  measures  to  in- 
crease the  bodilv  strength  and  resistance  we 
mav  in  that  wav  bring  about  healing  of  the  in- 
testinal wall  itself  with  restoration  of  health. 

Ptosis  is  an  absolutely  relative  thing  in  the 
entire  abdomen.  It  does  not  make  a particle  of 
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difference  if  the  colon  extends  downward  into 
tne  lower  fexuemity  of  the  heel  and  comes  bacx 
just  so  long  as  tne  colon  empties  itself  regularly 
and  completely,  it  is  a question  of  mecnarncs 
and  emptying,  not  position  of  the  colon.  It  is  a 
question  of  activity  and  manipulation  of  tne 
rood  residue  not  appearance,  shape  and  position. 

Mucous  colitis  is  oftentimes  a neurosis  and 
may  become  a marked  neurosis.  At  times  it  is 
like  the  old  game  of  battle  dore  and  shuttle 
cock;  the  neurosis  makes  the  mucous  colitis 
worse;  the  mucous  may  in  its  turn  make  the 
neurosis  worse.  We  will  do  well  oftentimes  to 
disregard  the  mucous  colitis  and  direct  our  at- 
tention to  the  underlying  condition  in  the  gen- 
eral nervous  system  merely  keeping  the  color  as 
clear  as  possible. 

With  regard  to  the  amoeba:  What  difference 
does  it  make  whether  an  individual  is  in  Alaska 
or  the  tropics,  the  heat  of  the  body  is  the  same 
in  either  place;  the  colon  gets  just  as  hot  in 
Nome  as  in  the  tropics!  Amebic  infection  may 
occur  anywhere  provided  the  colon  remains  at 
normal  temperature.  It  is  more  frequent  in  the 
tropics  because  infection  extends  more  rapidly, 
because  the  paras.tes  live  longer,  and  because 
there  is  greater  opportunity  for  infection. 

References  has  been  made  to  general  ptosis 
of  the  abdominal  contents:  Let  me  suggest  a 
test  to  you  for  ptosis  if  you  will  take  a patient 
suffering  from  abdominal  ptosis  and  have  him 
stand  erect  you  will  find  usually  that  the  pulse 
on  one  side  is  very  much  larger  than  on  the 
other;  if  you  will  have  some  one  stand  behind 
the  individual  with  both  arms  around  him  (as 
I illustrate  to  you)  and  press  the  lower  abdo- 
minal wall  tightly  with  a lifting  movement 
you  will  find  both  pulses  are  equalized. 
That  is  an  essential  point  to  establish, 
because  bandaging  as  a rule  does  not 
force  the  viscera  back  in  position.  The 

main  advantage  of  a bandage  or  support  is  the 
restoring  of  intra-abdominal  pressure  and  in  that 
way  relieving  the  intra-abdominal  venous  circu- 
lation thus  lessening  the  weight  of  the  various 
organs  as  the  blood  is  driven  out  of  the  ab- 
domen. For  this  purpose  I have  devised  a special 
bandage.  As  we  all  know  the  Storm  or  any  oth- 
er ordinary  type  of  abdominal  bandage  will  slip 
upward  after  being  applied,  which  is  always 
very  disagreeable  to  the  patient.  To  overcome 
this  I have  had  Dr.  Storm  make  for  me  a band- 
age with  two  “leglets”  that  extends  six  inches 
downward  on  each  thigh,  and  the  patient  sim- 
ply steps  into  the  bandage  and  when  adjusted 
it  is  exactly  like  ordinary  gymnasium  trunks  at- 
tached to  the  support.  In  that  way  it  cannot  slip 
upward,  it  is  evenly  adjusted,  fits  nicely  and  is 
comfortable.  The  object,  of  course,  is  to  in- 
crease intra-abdominal  pressure. 

As  to  diet  in  colitis:  There  can  be  no  general 
diet  for  all  cases  of  colitis.  There  are  two  types 


and  one  must  determine  whether  he  is  dealing 
with  the  proteolytic  type  or  the  saccharo-buty- 
ric  type.  Until  tins  is  determined  one  does  not 
know  what  kind  of  diet  to 1 give  the  patient.  If 
it  is  the  proteolytic  type  proteids  should  be  re- 
duced and  vegetables  increased;  if  it  is  the 
sarharo-butyric  type,  reduce  the  vegetables  and 
increase  the  proteids.  The  mixed  type  is  one  of 
the  most  difficult  of  all  forms  to  handle  with 
our  diet. 

I wish  I had  time  to  touch  upon  the  value  of 
certain  exercises,  especially  surf  bathing  and 
swimming,  and  upon  hydrotherapy  in  general, 
both  external  and  internal.  Nor  can  I attempt 
to  invade  the  field  of  electrotherapy  where  so 
much  can  be  accomplished  by  these  modalities. 
The  field  of  physical  therapy  offers  a rich  harv- 
est, for  the  therapeutician,  but  a few  moments 
time  is  not  sufficient  to  even  mention  its  un- 
manifold possibilities. 

Chas.  K.  Beck:  Someone  mentioned  the  ton- 
sils and  teeth  as  possible  foci  of  infection  in 
colitis.  There  are  other  things  which  must  also 
be  considered.  The  accessory  nasal  sinuses  are 
undoubtedly  quite  frequently  the  foqi  of  infec- 
tion; there  is  a constant  discharge  of  pus  into 
the  nasopharynx  which  the  patient  is  continual- 
ly swallowing;  and  this  may  become  the  source 
of  infection  just  the  same  as  the  tonsils  in  co- 
litis. 

I want  to  speak  of  the  first  case  reported  by 
Dr.  Peak:  At  that  time  I was  assisting  him,  and 
remember  very  distinctly  the  anomaly  he  has 
described.  Instead  of  the  round  ligament  ex- 
tending from  the  umbilicus  to  the  liver,  it  ex- 
tended to  the  cecum;  it  was  about  the  size  of 
the  umbilical  cord  and  looked  very  much  like  it. 
There  was  tremendous  distension  of  the  colon 
as  Dr.  Peak  has  stated. 

The  fetal  circulation  in  this  boy  to  the  liver 
was  just  the  same  as  it  is  in  the  adult. 

Lowering  of  Glycemia  After  Injection  of  Sul- 
phur.— Founcin  and  Sandor  conclude  that  the 
reduction  of  glycemia  following  injection  of  sul- 
phur is  due  not  to  a specific  action  of  the  sul- 
phur molecule  but  to  colloidal  shock.  This,  they 
say,  is  proved  by  the  following  facts:  The  de- 

crease ol  glycemia  always  parallels  that  of  the 
leukocytosis.  It  occurs  only  in  persons  with 
vagotonia,  particularly  responsive  to  all  shock- 
inducing  agents.  In  normal  persons  glycemia 
remained  unchanged  and  in  those  with  sym- 
pathicotonia it  even  increased.  A similar  de- 
crease of  glycemia  could  be  induced  by  other 
colloidal  substances  besides  sulphur.  Sulphur 
cannot  be  considered  a therapeutic  agent  in 
diabetes.  Indeed,  injections  of  a sulphur  prep- 
aration, on  six  successive  days,  influenced 
neither  glycemia,  glycosuria  nor  acetonuria  in 
diabetics. 
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SOME  DIFFICULTIES  IN  THE  DIAG- 
NOSIS OF  POLIOMYELITIS* 

By  John  J.  Moren,  Louisville. 

This  title  may  appear  to  some  as  a rather 
common  one,  but  it  is  a very  important  sub- 
ject, and  in  view  of  our  epidemic  last  year 
it  is  a timely  question  for  discussion. 

When  I look  backward  over  more  than 
thirty  years  of  neurological  experience  I can 
note  many  changes  of  opinions  concerning 
poliomyelitis.  With  our  advancement  in 
knowledge  has  come  new  questions  and  today 
instead  of  being  able  to  make  a diagnosis 
promptly  we  are  compelled  in  many  cases  to 
wait  for  observation. 

How  well  I remember  lecturers  teaching 
that  polio  was  characterized  by  the  absence 
of  sensory  signs.  Vague  aches  might  occur 
in  the  early  stage.  Contrast  this  with  the 
intense  pains  noted  in  the  cases  of  1925.  I 
recall  cases  seen  before  1900  which  were 
rather  easy  to  diagnose.  No  such  pains  oc- 
curred as  mentioned  in  recent  cases.  In  a 
few  days  the  children  were  often  ready  to 
get  out  of  bed.  Such  cases  occur  today,  but 
other  types  are  considered  in  this  discus- 
sion. 

In  1893  Dr.  Dana  defined  polio  as  follows : 

“Anterior  poliomyelitis  is  a disease  of  the 
spinal  cord,  characterized  by  a motor  paraly- 
sis of  rapid  onset,  followed  by  muscular  wast- 
ing, without  sensory  symptoms.  ’ ’ In  the  late 
edition  of  his  book,  1926,  he  says,  “This  dis- 
ease results  from  an  infection  of  the  body  by 
a specific  organism  which  produces  acute  con- 
stitutional symptoms  of  a reactive  character, 
this  organism  has  an  especial  affinity  for  the 
central  nervous  system,  whereby  it  usually 
produces  an  acute  flaccid  motor  paralysis, 
in  muscles  segmentally  grouped  which  sub- 
sequently undergo  more  or  less  atrophy.” 

He  emphasizes  the  constitutional  symptoms 
and  implies  that  not  all  cases  show  paralysis. 
In  other  words  cases  may  appear  with  only 
constitutional  symptoms  and  never  recog- 
nized as  polio.  How  often  this  has  occurred 
no  one  can  say,  and  it  remains  as  one  of  the 
difficulties  of  diagnosis. 

As  long  as  polio  was  regarded  as  'a  purely 
spinal  disease  its  recognition  was  compara- 
tively easy,  but  investigation  of  epidemics 
revealed  the  fact  that  other  types  occurred. 
In  fact,  many  authors  mentioned  polio  along 
with  other  types  of  infectious  diseases  of  the 
nervous  system. 

Under  the  heading  of  Heine-Medin  disease 
the  following  types  are  given: 

Acute  poliomyelitis,  Laundry’s  disease, 
Bulbar  pontine  forms,  Encephalitis  Polyneu 

*Read  before  the  Louisville  Medico-Ohirurgical  Society. 


ritic  form,  Meningitis.  Ataxic  form  Abortive 

f0™v,  ....  ’ I 3 lM 

Under  the  title  of  acute  non-suppurative 

encephalitis,  Dr.  Dana  gives  the  following : 

“Acute  non-suppurative  encephalitis  in  an 
exudative  and  sometimes  hemorrhagic  inflam- 
mation of  the  brain,  characterized  by  symp- 
toms of  general  infection  or  toxaemia,  of  se- 
vere cerebral  irritation,  and  the  signs  of  local 
cerebral  lesion.  It  is  sometimes  spoken  of  as 
a non-suppurative  encephalitis,  and  as  a cur- 
able encephalitis.  The  disease  occurs  as  one 
form  of  the  infection  when  an  epidemic  of 
anterior  poliomyelitis  occurs.  In  some  of  its 
forms,  it  is  probably  a rather  common  af- 
fection, complicating  especially  the  acute  in- 
fectious fevers  of  childhood  and  of  influen- 
za.” 

The  disease  then  may  be  grouped  in  the 
following  manner : 

Acute  and  Subacute  Non-Suppurative 
Encephalitis 

1.  Heine-Medin  type  of  encephalitis  due  to 
the  microbic  infection  which  causes  in- 
fantile paralysis.  It  is  the  encephalitic 
expression  of  an  infantile  paralysis  in- 
fection. 

2.  Acute  encephalitis,  due  to  various  other 
infections. 

3.  Polioencephalitis  superior  and  inferior, 
due  to  influenzal  and  other  infections. 

4.  Subacute  encephalitis,  the  type  form  be- 
ing known  as  encephalitis  lethargica. 

Whether  these  types  are  one  and  the  same 
with  different  manifestations  is  not  the  ques- 
tion under  discussion.  It  is  the  resemblance 
of  certain  types,  arising  from  different  causes 
to  which  I ask  your  attention.  It  shows  the 
difficulty  of  diagnosis,  and  in  many  cases  they 
cannot  be  recognized  until  sufficient  time  and 
observation  has  been  made  to  warrant  a con 
elusion  or  opinion. 

It  is  a recognized  fact  that  certain  in- 
fectious diseases  of  the  nervous  system  ap- 
pear at  different  times  of  the  year.  Polio 
is  a hot  weather  disease.  Encephalitis  ap- 
pears in  late  winter  and  spring.  However, 
both  may  occur  at  any  time  and  add  to  the 
difficulty  of  differential  diagnosis  from  com- 
plications arising  from  infections,  as  influen- 
za, etc. 

Last  December  after  the  epidemic  of  polio 
I saw  a child  six  years  old  who  had  a “cold” 
for  several  days,  followed  by  choreic  move- 
ments. In  two  or  three  days  she  could  not 
walk.  The  child  said  she  was  “dizzy.”  At 
this  time  she  complained  of  pains  in  her  legs, 
especially  hips  and  knees.  I saw  her  pos- 
sibly two  weeks  after  the  onset. 

On  physical  examination  no  reflexes  could 
be  obtained,  but  the  child,  l^ad  been  taking 
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good  doses  of  bromides.  There  was  no  paraly- 
sis or  involvement  of  cranial  nerves. 

It  was  my  opinion  that  this  child  had 
chorea.  This  was  the  opinion  of  the  attend- 
ing physician,  but  the  first  consuiant  held  to 
the  diagnosis  of  polio.  It  proved  to  be  chorea 
and  the  child  made  a good  recovery. 

I have  never  seen  chorea  associated  with 
polio.  At  the  time  I saw  this  case  I had 
four  other  cases  of  chorea.  Whether  the} 
were  coincidental  or  was  another  phase  of 
the  infection  I cannot  say. 

Polio  does  not  occur  associated  with  other 
diseases,  neither  does  it  appear  to  be  found 
complicating  severe  injuries.  Frequently  a 
history  of  a fall  preceding  the  onset  is  given 
by  the  parents,  but  1 have  never  noted  a 
frank  polio  in  severe  traumatic  cases  or  any 
other  chronic  or  infectious  disease. 

The  opposite  is  true  in  encephalitis.  1 
have  seen  encephalitis  complicate  injury,  fol- 
lowing operations,  etc. 

In  considering  a diagnosis  the  onset  and  de- 
velopment of  symptoms  is  important.  Polio 
shows  paralytic  symptoms  early,  usually  in 
three  to  five  days.  Cases  are  on  record  ap- 
pearing in  eight  days,  but  these  are  the  ex- 
ceptions, and  if  paralysis  appears  by  the  8th 
day  or  later,  other  conditions  must  be  sus- 
pected. 

The  following  ease  illustrates  the  picture 
of  multiple  neuritis,  which  frequently  resem- 
bles polio : 

George  H.  aged  14.  About  the  first  of 
August  had  three  days  of  indigestion,  not 
sufficient  to  call  a physician.  Previous  to  this 
iie  had  been  playing  quite  a lot  of  tennis.  The 
parents  thought  over-exertion  and  over-eating 
was  the  cause.  During  this  illness  he  com- 
plained of  pain  through  his  chest.  There  was 
no  history  of  fever  or  sweating.  About  two 
weeks  later  he  began  to  notice  a tingling  in 
the  hands  and  feet,  later  weakness  and  pa- 
ralysis. I saw  him  at  the  request  of  Dr. 
Block  for  the  first  time  August  25th.  He 
complained  a great  deal  of  cramps  in  the  calf 
muscles  and  a tenderness  along  the  course 
of  the  nerves  of  all  four  extremities.  His 
feet  and  hands  felt  numb,  though  they  were 
exceedingly  sensitive  to  touch. 

Physical  examination  showed  diminution 
of  all  types  of  sensation,  decided  motor  weak- 
ness in  all  four  extremities,  with  loss  of  deep 
and  superficial  reflexes.  The  muscular  con- 
traction to  the  electric  current  showed  the 
reaction  of  degeneration  of  the  muscles  in  the 
lower  leg,  and  lower  arm.  He  was  put  to 
bed,  kept  at  complete  rest,  and  at  this  date 
had  good  use  of  all  four  extremities.  This 
has  proven  to  be  a case  of  multiple  neuritis. 
The  cause  is  undertermined. 

The  interesting  point  is  that  this  case  was 


under  observation  during  the  period  of  the 
epidemic  of  poliomyelitis  last  summer  and 
fall.  Had  the  average  physician  seen  this 
case  they  would  have  regarded  it  polio  on  ac- 
count of  the  slight  disturbance  of  sensation. 
Multiple  neuritis  is  not  common  in  childhood 
and  appearing  at  the  time  of  an  epidemic 
would  lead  any  one  to  suspect  polio. 

After  the  sixth  week  there  was  practically 
no  loss  of  the  cutaneous  sensation,  but  there 
was  from  the  beginning  up  to  November  or 
December,  a positive  disturbance  of  the  deep 
sensibility.  1 based  my  diagnosis  upon  the 
slow  onset,  and  loss  of  the  deep  or  muscular 
sensation.  In  polio  the  loss  of  the  muscular 
sensation  never  occur  unless  there  is  a pro- 
nounced inflammation  of  the  cord  proper, 
and  if  so  the  lesion  then  becomes  a myelitis 
and  not  a poliomyelitis.  Laboratory  findings 
would  not  have  been  of  material  help  in  mak- 
ing a diagnosis  in  a case  of  multiple  neuritis. 

The  initial  symptoms  of  polio  seems  to 
cause  most  confusion.  The  reaction  to  the  in- 
fection shows  most  commonly  in  digestive  up- 
sets, pulmonary  signs,  or  meningeal  symp- 
toms. It  is  sufficient  to  mention  these  to  you 
gentlemen  as  you  are  familiar  with  the  mani- 
festations and  the  possibility  of  errors  when 
other  symptoms  are  lacking. 

The  following  case  illustrates  this  diffi- 
culty: 

Miss  G.  aged  about  25.  Has  always  been 
a healthy  girl.  On  September  18th  had  an 
attack  of  indigestion  and  took  castor  oil. 
The  menstrual  period  appeared  about  this 
time.  On  the  20th  she  was  dizzy  all  day.  On 
the  21st  she  went  to  work  but  had  to  return 
home  on  account  of  the  dizziness,  splitting 
headache  and  fever.  She  went  to  bed,  and 
vomited  frequently,  temperature  ranging  as 
high  as  104.  Complained  of  pain  in  back 
of  neck  and  top  of  shoulder.  The  family  phy- 
sician regarded  the  case  as  pneumonia.  In 
a day  or  two  she  noted  a weakness  of  the 
right  leg.  There  was  no  complaint  of  numb- 
ness or  loss  of  sensation.  This  weakness  was 
sufficient  that  it  required  help  to  move  the 
leg  in  bed.  After  her  recovery  from  pneu- 
monia she  attempted  to  get  out  of  bed,  and 
fell  to  the  floor.  About  this  time  severe  pain 
developed  in  the  leg  and  lasted,  according  to 
her  statement,  for  fully  a week.  This  was  a 
nocturnal  pain,  coming  on  only  at  night.  The 
pain  started  in  the  back  and  would  go  down 
to  the  feet.  She  could  not  straighten  her 
legs  on  account  of  the  pain.  This  pain  was 
evidently  very  hard  to  control,  as  she  did  not 
sleep  for  three  or  four  nights.  She  com- 
plained of  full,  distended  abdomen,  flatu- 
lency, and  passed  mucous  stools.  After  the 
pain  disappeared  she  tried  to  force  herself 
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to  walk,  but  it  was  very  difficult.  She  could 
not  lift  her  feet  and  would  fall  upon  the 
slightest  provocation. 

This  patient  was  seen  on  December  19th, 
at  the  suggestion  of  Dr.  Morrison.  At  that 
time  the  right  knee  jerk  was  less  than  the  left. 
No  left  achilles  could  be  obtained.  The  right 
upper  limb  was  smaller  than  the  left,  and 
the  left  calf  was  smaller  than  the  right.  On 
the  21st  an  electrical  test  was  made,  and  all 
muscles  responded  to  the'faradic  current,  but 
the  examinations  showed  the  right  anterior 
thigh  and  left  anterior  tibial  were  weaker 
than  the  corresponding  muscles.  There  was 
a question  as  to  whether  the  sensation  was 
disturbed.  At  times  I thought  there  was  a 
diminution  in  the  feet  and  at  other  times  it 
appeared  natural. 

During  all  her  illness  there  was  no  history 
of  a disturbance  of  the  bladder  or  rectal 
functions.  This  ease  brings  up  a nice  point 
for  differential  diagnosis.  I had  in  mind 
three  conditions — poliomyelitis,  multiple 
neuritis,  and  hemorrhage  into  the  cord.  Polio 
was  prevailing  at  this  time.  Shortly  before 
the  development  of  the  severe  pains  in  the 
extremities  she  was  menstruating  and  fre- 
quently slight  hemorrhage  into  the  cord  oc- 
curs at  this  time.  As  her  illness  had  lasted 
some  three  or  four  months  before  I saw  her, 
disturbance  of  sensation  could  have  subsided, 
leaving  only  muscular  weakness  and  reflex 
alternations  as  a diagnostic  clew\ 

No  laboratory  tests  were  made  in  this  case. 
It  would  have  been  interesting  to  know  the 
result  of  a lumbar  puncture.  A clear  fluid 
with  increased  cell  count  would  have  sug- 
gested polio.  The  presence  of  blood  would 
have  favored  hemorrhage. 

After  studying  this  case  and  considering 
the  absence  of  vesical  symptoms  I am  of  the 
opinion  that  this  was  a case  of  polio.  She 
has  made  a steady  improvement  and  is  now 
walking  fairly  well.  The  most  difficult  task 
is  climbing  the  steps.  The  right  knee  “gives 
out.  ’ ’ 

There  is  a diminished  patella  reflex  on  right 
side.  The  left  anterior  tibial  group  are 
weak.  Both  achilles  are  diminshed,  possibly 
more  on  left  side. 

In  the  beginning  with  pain  in  chest  and 
doubtful  physical  signs  a diagnosis  of  pneu- 
monia was  justified.  However,  the  patient 
states  that  she  did  not  expectorate  very  much 
and  in  fact  other  symptoms  troubled  her  more 
than  her  chest. 

The  paralysis  of  right  leg  with  abdominal 
distention  is  most  suggestive  of  cord  involve- 
ment, and  should  attract  attention  at  any 
time. 

In  the  past  few  years  the  appearance  of 


epidemic  encephalitis  had  added  new  diffi- 
culties: No  confusion  should  occur  in  the 
typical  types  of  both  diseases.  It  is  the 
atypical  with  menigeal  signs  that  offer  the 
greatest  problems  for  diagnosis. 

A type  of  encephalitis,  so-called,  neuritic 
or  spinal,  should  not  prove  difficult.  The  pain 
is  not  characterized  by  severity,  as  much  as 
a constant  ache.  Some  cases  have  typical 
root  pains.  Those  cases  which  1.  have  seen 
have  had  a sub-acute  onset,  without  paralysis 
or  actual  sensory  loss.  After  a period  of 
pain  they  either  subside  or  develop  cerebral 
symptoms  characteristic  of  encephalitis,  as 
delirium,  lethargy,  etc. 

Cases  are  on  record  showing  an  atrophy 
of  muscles,  resembling  the  simple  Aran- 
Duchenne  and  amy trophic  lateral  sclerosis, 
but  their  onset  was  gradual  and  followed  an 
acute  illness  in  the  past. 

Meningeal  or  polo-encephalitis  superior 
types  of  polio  are  not  so  easy  of  recognition. 
The  following  case  is  interesting : 

Sylvia  H.  aged  8.  During  August  she  was 
not  in  the  best  health.  Her  tonsils  had  been 
removed.  On  September  19tli  she  awoke  with 
sick  stomach  in  the  early  morning.  Her 
mother  administered  calomel.  On  the  20th 
she  vomited,  temperature  ranging  to  103. 
On  the  21st,  she  continued  to  vomit,  and  had 
temperature  101,  and  complained  of  severe 
pains  in  the  knees.  On  the  22nd,  their 
physician  was  called  and  he  regarded  the 
complaint  as  acidosis,  as  the  child  had  had 
similar  attacks  and  was  relieved  by  alkalies. 
At  this  date  she  was  aching  all  over  and 
screamed  with  pain  in  her  extremities,  and 
on  attempting  to  walk  her  knees  “gave  out” 
and  she  would  “drop  to  the  floor.”  Within 
two  days  time  a pronounced  stiffness  of  the 
neck,  curvature  of  the  back,  arms  and  legs 
flexed  on  chest  and  abdomen,  with  no  run 
of  temperature.  Vomiting  persisted  for  two 
weeks.  The  rigidity  persisted  for  about  two 
weeks.  During  all  of  this  time  the  child  could 
scarcely  be  touched  on  account  of  general  ten- 
derness. There  was  no  record  of  any  cranial 
nerve  involvement  during  this  illness.  She 
made  a gradual  improvement. 

This  patient  was  referred  to  my  by  Dr. 
Boggess,  in  December,  1925.  Until  this  time 
the  child  had  had  difficulty  in  walking,  but  no 
trouble  with  the  arms.  Examination  showed 
the  pupils  reacted  slowly  to  light  and  ac- 
comodation. The  tendon  reflexes  were  slight- 
ly diminished.  All  muscles  of  the  lower  ex- 
tremities responded  to  the  electric  current. 
She  was  complaining  of  soreness  in  the  leg 
muscles.  The  gait  was  that  ol  a slight  foot 
drop,  with  a tendency  to  throw  out  the  right 
foot  and  leg..  She  could  walk  fairly  well  on 
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the  level,  but  when  attempting  to  hurry  she 
would  lose  her  balance  and  fall.  The  right 
leg  showed  most  weakness.  She  would  stand 
on  the  left  foot  fairly  well,  but  required  help 
to  stand  on  the  right.  There  was  no  marked 
evidence  of  atrophy.  The  measurements  were 
equal  on  both  sides.  Today  the  child  can  do 
the  Charleston,  use  her  roller  skates  and  looks 
the  picture  of  health.  This  case  was  referred 
to  me  as  a poliomyelitis  case.  If  it  was  polio 
it  was  a very  mild  spinal  cord  case  with  pro- 
nounced meningeal  irritation.  There  was  no 
laboratory  test  made  in  this  case.  It  was 
considered,  but  the  physician  in  charge  felt 
that  he  was  dealing  with  a polio  case.  How- 
ever, a eerebro-spinal  fluid  examination  woukl 
have  confirmed  or  denied  polio. 

In  the  difinition  given  by  T)r.  Dana  he  re- 
fers to  the  “constitutional  symptoms  of  re- 
active character.”  This  child  certainly  did 
show  constitutional  symptoms,  but  from  all 
appearances  she  has  escaped  any  damage  to 
the  central  nervous  system. 

The  meningeal  symptoms  predominated. 
As  the  fever  subsided  after  the  first  week 
and  the  rigidity  persisted,  it  evidently  was 
not  a meningitis,  but  meningismus,  which  is 
a symptom  of  the  upper  bulbar  or  polio  en- 
cephalitis superior. 

Tn  epidemic  encephalitis  rigidity  is  not  a 
prominent  symptom.  Frequently  Ihere  is  a 
slight  stiffness  of  neck,  but  should  it  occur 
to  the  extent  as  manifested  in  the  above  case 
the  fever  rises  and  the  patient  loses  ground, 
and  grows  worse.  Tt  is  an  unfavorable  sign. 
In  frank  meningitis  we  have  rigidity,  Koenig 
sign,  and  no  Babinski.  Encephalitis  may 
show  rigidity,  questionable  Koenig  and  posi- 
tive Babinski.  Poliomyelitis,  with  meningeal 
signs,  may  show  rigidity,  may  have  Koenig 
sign,  and  no  Babinski.  Part  of  this  rigidity 
is  a manifestation  of  pain  in  the  muscles  of 
the  extremities,  which  is  not  noted  in  en- 
cephalitis. 

Tn  the  neuritic  type  of  encephalitis  Ihej-e 
is  often  a,  muscular  stiffness  or  frigidity, 
similar  to  that  in  paralysis  agitans,  but  the 
limbs  can  be  moved  with  ease. 

In  basal  meningitis  from  other  infections 
the  diagnosis  would  renuire  a period  of  ob- 
servation. The  prevailing  epidemic  or  evi- 
dence of  local  infection,  as  otitis  media,  a 
cloudy  eerebro-spinal  fluid,  the  gradual  prog- 
ress of  symptoms,  with  convulsions  and  uni- 
lateral cerebral  symptoms  will  lead  one  to 
suspect  other  disease  than  polio. 

However,  many  of  these  cases,  as  well  as 
those  of  the  acute,  non-supporting  encephali- 
tis and  abscess  requires  time  and  the  aid 
of  all  tests  to  reach  a conclusion  and  fre- 
quentfy  we  are  left  in  the  dark  unless  a 


post-mortem  revealed  the  true  condition. 

DISCUSSION 

W.  E.  Gardner:  I have  listened  to  Dr.  Moren’s 
paper  with  a great  deal  of  interest,  as  I always 
do  on  account  of  the  practical  way  in  which  he 
presents  the  subject.  I am  sure  we  will  agree 
with  him  very  heartily  that  the  diagnosis  of 
poliomyelitis  is  not  as  easy  as  it  appeared  to 
be  in  former  years  when  we  did  not  have  the 
question  of  encephalitis  lethargica  complicating 
the  picture. 

As  stated  by  Dr.  Moren,  during  an  epidemic 
of  poliomyelitis  the  sudden  onset  of  flaccid 
paralysis  after  the  prodromal  stage,  a few  days 
of  fever  with  symptoms  of  coryza  and  muscular 
pain,  makes  the  diagnosis  comparatively  easy, 
in  the  absence  of  epidemic  cases,  however,  the 
early  symptoms  are  sometimes  overlooked. 

I consider  it  particularly  fortunate  that  Dr. 
Moren  presented  his  paper  at  this  time,  as  ac- 
cording to  most  authorities  we  are  now  ap- 
proaching the  season  when  poliomyelitis  ap- 
pears to  be  more  prevalent.  We  will  recall 
seeing  most  of  these  cases  from  June  to  Novem- 
ber, the  greatest  number  occuring  in  August 
and  September,  very  few  during  other  months 
of  the  year. 

We  know  poliomyelitis  is  essentially  a seg- 
mental spinal  cord  disease  as  originally  con- 
ceived by  Dana  and  other  authorities,  and  if 
this  is  kept  in  mind  it  will  help  us  in  the  diag- 
nosis. The  paralysis  is  likely  to  be  confined 
to  spinal  segments,  not  only  to  groups  of  mus- 
cles controlled  by  spinal  segments,  but  some- 
times individual  muscles  of  certain  groups  are 
particularly  prone  to  paralysis  in  this  disorder. 

When  encephalitis  is  prevalent  and  when  the 
various  types  of  poliomyelitis,  polioencephalitis 
and  also  polyneuritis  present  themselves  in  this 
general  group  of  diseases,  we  are  very  much 
inclined  to  reserve  the  question  of  diagnosis  for 
time  to  determine,  and  even  then  difficulties  mav 
be  encountered.  I believe  a study  of  the  spinal 
fluid  should  be  made  in  all  these  cases.  Dr. 
Moren  frankly  admits  that  in  one  or  two  of  his 
cases  the  diagnosis  would  have  been  clearer  if 
this  had  been  done.  Unfortunately  the  spinal 
fluids  in  poliomyelitis  and  encephalitis  are  often 
so  much  alike  that  we  will  have  difficulties  here; 
but  we  are  able  to  exclude  cerebrospinal  men- 
ingitis, syphilis,  tuberculosis  meningitis  and 
other  cord  conditions,  particularly  hemorrhage 
into  the  cord,  to  which  Dr.  Moren  refers  in  one 
case.  In  poliomyelitis  and  in  encenhalitis  there 
is  an  increase  in  the  globulin  content,  and  also 
an  increase  in  the  cell  count.  The  increased 
cell  count  in  poliomyelitis  anpears  earlier  than 
the  increase  in  globulin.  This  is  perhaps  true 
in  encephalitis  also,  and  in  both  conditions,  if 
we  have  an  increase  in  the  sugar  content  of  the 
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spinal  fluid.  Determination  of  the  sugar  con- 
tent is  helpful  in  exculding  tubercular  meningitis 
and  also  post-diphtheritic  paralysis  that  some- 
times occur  with  epidemics  of  poliomyelitis. 
There  has  been  described  a bulbar  type  of  polio- 
myelitis _that  very  closely  resembles  post-diph- 
theritic paralysis,  and  sometimes  we  have  diffi- 
culty here.  In  post-diphtheritic  paralysis,  how- 
ever, we  are  more  likely  to  have  paralysis  of 
the  muscles  of  accommodation,  with  strabismus 
paralysis  of  the  soft  palate,  etc.,  whereas,  diffi- 
culty in  deglutition,  phonation,  etc.  are  more 
characteristic  of  bulbar  lesions.  As  I have  had 
occasion  to  observe  on  many  occasions,  it  is 
not  always  easy  to  make  the  diagnosis  of  polio- 
myelitis in  the  absence  of  an  epidemic,  and 
even  in  the  presence  of  an  epidemic,  where  we 
have  influenza  and  encephalitis  complicating  the 
picture,  the  problem  is  rendered  more  difficult 
of  solution. 

The  relationship  between  encephalitis  lethar- 
gica  and  poliomyelitis  is  attracting  attention  of 
the  medical  profession  more  and  more.  Some 
authors  claim  both  these  disorders  are  due  to  the 
same  form  of  streptococcic  infection.  It  is 
stated  in  an  article  in  one  of  the  foreign  medi- 
cal journals  for  1924  two  investigators  dis- 
covered the  fact  that  there  was  a positive  com- 
plement fixation  between  the  serum  from  an- 
terior poliomyelitis  and  serum  from  encephalitis 
lethargica.  On  account  of  this  they  attempted 
to  treat  encephalitis  lethargica  by  intraspinous 
injection  of  serum  from  poliomyelitis  cases,  but 
owing  to  the  severe  reaction  from  this  method 
the  serum  was  later  administered  intravenously, 
and  they  report  favorably  on  cases  of  encephali- 
tis lethaigica  by  the  use  of  this  serum  from 
poliomyelitis  cases. 

The  question  naturally  arises,  what  is  the  re- 
lationship, if  any  between  poliomyelitis  en- 
cephalitis, polyneuritis  and  the  other  disoi’ders 
mentioned  by  Dr.  Moren  as  belonging  to  the 
group  of  so  called  Heine-Medin  diseases.  The 
present  trend  of  thought  seems  to  be  that  fur- 
ther investigations  will  exclude  poliomyelitis  as 
a district  entity  at  least,  so  far  as  etiology  is  con- 
cerned. Certainly  the  types  we  have  been  hav- 
ing in  the  last  few  years  in  combination  with  en- 
cephalitis lethargica  places  the  latter  in  the  gen- 
eral group  of  Heine-Medin  disease.  The  ques- 
tion after  all  is,  does  poliomyelitis  represent  a 
distinct  entity,  or  is  it  only  a variety  of  a general 
group  of  diseases  with  very  different  clinical 
symptoms  depending  upon-  the  particular  por- 
tions of  the  central  nervous  system  that  are  in- 
volved and  if  not  the  same  microbie  origin. 

Morris  Flexner:  Dr.  Moren  has  given  us  an 

excellent  paper  on  a subject  in  which  I have 
been  much  interested  for  quite  a while.  One 
reason  we  are  now  seeing  more  cases  we  are 


suspicious  of  being  poliomyelitis  is  because  we 
are  constantly  on  the  lookout  for  them. 

The  diagnosis  of  poliomyelitis  in  the  midst 
of  an  epidemic  ought  not  to  be  difficult.  It  is  in 
the  sporadic  cases  that  we  have  encountered 
the  greatest  difficulty  in  diagnosis,  and  these 
cases  are  seen  every  now  and  then. 

I do  not  like  to  hear  poliomyelitis  discussed 
in  terms  of  paralysis;  we  ought  to  think  about  it 
as  a central  nervous  system  infection;  paralysis 
as  a later  manifestation.  We  should  also  have 
definitely  fixed  in  mind  that  a great  many  of 
these  cases  can  be  cured  before  paralysis  de- 
velops. We  saw  illustrations  of  that  during  the 
recent  epidemic.  Of  course  we  know  the  disease 
occurs  principally  in  childhood. 

A few  words  about  the  clinical  picture:  The 
disease  starts  as  a rule  with  headache,  fever, 
gastrointestinal  upsets,  and  usually  there  is 
slight  rigidity  of  the  neck  or  a suggestive  Kernig. 
If  lumbar  puncture  is  done  in  suspicious  cases 
those  that  are  positive  can  be  diagnosed  early. 
This  has  been  proven  over  and  over  again.  A 
high  cell  count  and  positive  globulin  in  the  spinal 
fluid  will  as  a rule  be  sufficient  to  make  the  diag- 
nosis. 

I believe  convalescent  serum  is  the  best 
method  of  approach  to  the  subject  of  therapy. 
Dr.  J.  W.  Bruce  and  myself  reported  a case 
before  this  society  a few  months  ago  in  which 
convalescent  serum  was  given  intraspinously 
and  intravenously  and  the  child  made  a com- 
plete recovery.  The  spinal  fluid  cell  count  was 
over  50,  and  the  diagnosis  was  made  within 
forty-eight  hours.  Some  of  these  cases  can  be 
cured  and  paralysis  prevented  by  repeated  lum- 
bar puncture,  and  if  convalescent  serum  cannot 
be  obtained  that  should  be  the  method  of  choice. 
Personally  I am  prejudiced  against  the  Rosencw 
serum  which  was  dispensed  quite  freely  by  the 
State  Board  of  Health  during  the  last  epidemic 
of  poliomyelitis.  I have  not  been  convinced 
that  Rosenow  has  isolated  the  cause  of  polio- 
myelitis in  the  streptococcus  he  describes.  At 
the  Rockefeller  Institute  experiments  with 
Rosenow’s  serum  and  the  so-called  globoid  bodies 
have  been  unsatisfactory.  They  were  able  to  re- 
produce poliomyelitis  after  the  mixture  of  Rose- 
now’s serum  with  the  globoid  body,  but  could 
not  reproduce  the  disease  after  mixture  of  the 
globoid  body  with  convalescent  serum.  Those 
who  used  the  Rosenow  serum  in  the  last 
epidemic  of  poliomyelitis  did  not  get  the  favor- 
able results  with  it  that  were  obtained  from 
convalescent  serum. 

I do  not  believe  poliomyelitis  and  the  ordinary 
lethargic  encephalitis  are  one  and  the  same  dis- 
ease or  even  closely  related.  The  pathological 
picture  is  different,  there  are  many  things  that 
are  not  in  common;  above  all  the  vascular  in- 
filtration in  the  picture  of  encephalitis  is  much 
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more  marked  than  in  poliomyelitis;  the  paralysis 
which  occur  in  poliomyelitis  which  are  perma- 
nent do  not  occur  in  ordinary  lethargic  encep- 
halitis as  a rule.  Of  course  polioencephalitis  is 
only  the  cerbral  form  of  poliomyelitis  as  Dr. 
Moren  has  stated.  It  presents  one  of  the  most 
distressing  clinical  pictures  with  which  we  come 
into  contact.  The  first  case  I saw  during  the  re- 
cent epidemic  was  one  of  polioencephalitis.  The 
child  had  then  been  ill  about  a week,  it  was  un- 
able to  swallow,  it  cried  night  and  day,  it  had 
the  so-called  “mask”  facial  expression,  and  died 
within  twenty-four  hours.  That  is  the  type  of 
case  in  which  some  good  has  been  accomplished 
by  the  use  of  concentrated  salt  solution  intra- 
venously, relieving  the  edema. 

I like  to  think  of  polioencephalitis  as  an  acute 
infectious  disease  involving  the  central  nervous 
system  with  paralysis  in  most  instances  and  can 
be  avoided  by  the  use  of  convalescent  serum. 
Dr.  Draper  reports  a case  observed  within  the 
first  twenty-four  hours.  The  spinal  fluid  cell 
count  showed  500  to  the  cubic  centimeter.  Un- 
der the  older  methods  of  treatment  that  child 
would  have  been  doomed  to  paralysis.  He  used 
large  doses  of  convalescent  serum  intraspin- 
ously  and  intravenously  and  the  child  became 
perfectly  well. 

The  child  treated  by  Dr.  Bruce  and  myself 
with  convalescent  serum  recovered  completely, 
is  now  riding  horseback  and  enjoying  life 
generally. 

J.  Rowan  Morrison:  Dr.  Moren  has  handled 
the  subject  of  the  diagnosis  of  poliomyelitis  in 
an  extremely  interesting  way.  I think  some  time 
ago  we  might  have  considered  this  disease  rather 
easy  of  diagnosis,  because  we  did  not  know  as 
much  about  it  as  we  think  we  know  now.  As 
we  accumulate  knowledge  about  certain  diseases 
we  are  apt  to  get  in  the  same  condition  Dr. 
Moren  says  the  authorities  have  in  Germany; 
they  are  so  complicated,  closely  related,  fol- 
lowing acute  influenza,  respiratory  affections, 
etc.,  that  it  is  very  difficult  to  make  a diagnosis. 
The  girl  Dr.  Moren  spoke  of  my  referring  to  him 
I only  saw  once.  After  an  examination  I im- 
mediately concluded  that  “it  was  no  place  for 
me!” 

The  diagnosis  of  poliomyelitis  is  not  always 
easy,  especially  in  the  absence  of  an  epidemic 
of  the  disease.  Early  diagnosis,  however,  is  of 
the  utmost  importance  if  we  expect  to  accom- 
plish very  much  by  treatment.  My  judgment 
is  that  there  is  much  to  be  said  and  a great  deal 
is  probably  to  be  learned  about  the  treatment  of 
this  disease,  particularly  the  administration  of 
convalescent  serum,  etc.  Most  of  us  probably 
know  very  little  about  it,  but  serum  therapy 
seems  to  be  a step  in  the  upward  direction.  By 
early  treatment  we  may  hope  to  prevent  paraly- 
sis and  other  deformities  which  later  require 


orthopedic  correction. 

After  all,  it  seems  that  the  more  we  know 
about  poliomyelitis  cases  the  more  ignorant  we 
realize  we  are! 

J.  Garland  Sherrill:  The  subject  of  poliomyeli- 
tis is  very  interesting  to  me  because  of  a per- 
sonal experience  in  a member  of  my  own  family. 
That  happened  many  years  ago  when  the  diag- 
nosis of  infantile  paralysis  was  often  made  after 
paralysis  had  occurred.  At  the  present  time  it 
seems  to  be  that  some  physicians  are  doing  the 
same  thing.  If  the  conclusions  of  "some  of  the 
other  speakers  are  correct,  there  is  a consider- 
able field  for  making  the  diagnosis  prior  to  the 
development  of  paralysis. 

Like  other  surgeons,  I have  seen  a number  of 
children  with  scoliosis  due  to  paralysis  of  certain 
muscles  along  the  spine;  apparently  the  result 
of  poliomyelitis,  and  according  to  the  history 
no  diagnosis  was  made  of  the  original  disease 
until  some  time  after  its  inception.  In  scoliosis 
it  has  been  found  that  the  muscles  on  either  side 
ox  the  back  are  practically  destroyed  because 
innervation  is  entirely  gone.  The  same  thing  is 
true  in  paralysis  of  the  arms.  In  the  lower  ex- 
tremities paralysis  may  involve  the  extensor 
muscles  of  one  group  and  the  flexor  muscles  of 
another.  Patients  with  flail  legs  thus  reach  the 
surgeon  at  a time  when  little  improvement  can 
be  expected  from  treatment  because  the  diag- 
nosis of  poliomyelitis  was  not  made  in  the  early 
stages  of  the  disease. 

If  we  can  urge  upon  the  profession  the  im- 
portance of  recognizing  svmptoms  indicative 
of  the  early  stages  of  poliomyelitis,  and  em- 
nhasize  the  fact  that  the  time  to  treat  these  un- 
fortunate patients  is  before  paralysis  occurs, 
much  good  will  be  accomnlished.  Afer  paralysis 
has  developed  some  of  them  imnrove,  some  of 
the  muscles  resnond  to  careful  massage  and 
manipulation,  but  the  most  imnortant  feature 
?s  to  nrevent  paralysis  bv  earlv  diagnosis  and 
nroper  treatment.  T recall  having  heard  the  late 
Dr.  An  Morgan  Vance  make  the  statement  that 
electricitv  was  harmful  in  these  paralvtic  cases, 
beeaus"  electricitv  stimulated  muscles  that  were 
active  and  had  but  little  effect  on  the  muscles 
that  were  inactive,  rather  increasing  the  de- 
formitv  instead  of  limiting  it.  He  was  prob- 
ablv  correct  in  this  contention. 

In  the  earlv  stages  of  poliomyelitis  much  good 
can  sometimes  be  accomnlished  by  carefullv  an- 
nlied  appartus,  braces,  etc. ; in  other  words 
general  orthonedic  treatment.  This  disease  is 
one  of  the  blots  on  the  nrofession  because  it 
leaves  so  many  erinnled  children,  and  if  we  can 
do  anything  to  nrevent  these  cripples  we  are 
certainly  accomnlishine-  something  worth  while. 
If  the  administration  of  sera  will  prevent  the  de- 
velopment of  paralvsis.  as  claimed  by  some 
authorities,  that  represent  an  important  step 
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in  advance  in  the  treatment  of  his  disease.  Much 
experimenal  work  and  study  have  been  given  this 
subject  during  recent  years  in  the  Rockefeller 
Institute  and  elsewhere  and  the  results  thus  far 
secured  have  been  of  immense  value. 

Adolph  O.  Pfiingst:  In  regard  to  the  eye 

symptoms  of  poliomyelitis  and  encephalitis;  In 
poliomyelitis,  which  is  strictly  a spinal  cord 
disease,  there  are  no  eye  symptoms  so  far  as  I 
am  aware.  We  are  all  familiar  with  the  fact 
that  in  encephalitis-lethargica  one  of  the  earliest 
symptoms  is  frequently  manifested  in  an  in- 
volvement of  the  eye  muscles.  Paresis  of  the 
extrinsic  ocular  and  the  levator  palpebrae 
muscles  is  a common  occurrence  giving  rise  to 
ptosis  and  inability  to  rotate  the  eye  in  the  di- 
rection of  the  affected  muscle  or  muscles  with 
coincident  diplopia.  Sometimes  there  are  in- 
ternal eye  symptoms,  such  as  optic  neuritis,  and 
very  occassionally  we  find  choked  disc.  I have 
seen  two  cases  of  this  kind. 

Owing  to  the  frequency  of  eye  involvements 
in  encephalitis  the  oculist  is  frequently  the  first 
physician  consulted  by  patients  with  encephalitis. 

John  J.  Moren  (in  closing):  I tried  to  limit 

my  paper  to  the  question  of  difficulties  in  the 
diagnosis  of  poliomyelitis,  but  those  who  have 
discussed  it  have  dwelt  more  or  less  on  the  treat- 
ment, the  prognosis,  etc. 

In  the  first  place,  I do  not  believe  that  pol- 
iomyelitis and  encephalitis  are  one  and  the 
same  disease;  they  are  two  separate  and  distinct 
diseases,  there  is  no  question  about  that. 

In  regard  to  early  diagnosis:  It  is  a recog- 

nized fact  that  quite  a large  percentage  of  en- 
cephalitis patients  recover.  In  some  of  the  cases 
mentioned  in  my  paper,  had  spinal  puncture 
been  made  it  would  doubtless  have  settled  the 
question  whether  the  patients  had  poliomyelitis. 
However,  so  far  as  the  cerebrospinal  fluid  is 
concerned,  it  is  only  confirmatory,  it  is  not  diag- 
nostic. Many  patients  with  other  disorders  have 
increased  globulin  content  and  increased  cell 
count,  but  asssociated  with  other  symptoms 
examination  of  the  spinal  fluid  leads  to  the  diag- 
nosis of  poliomyelitis 

The  main  point  I wished  to  make  was  to 
emphasize  the  importance  of  recognizing  the 
initial  symptoms,  and  then  resorting  to  labora- 
tory technique  to  confirm  the  diagnosis.  Lum- 
bar puncture  will  often  be  of  assistance  in 
eliminating  or  excluding  other  diseases,  and  it 
should  be  used  as  far  as  possible;  but  occas- 
sionally we  are  in  position  where  it  is  difficult 
to  obtain  consent  to  perform  lumbar  puncture, 
consequently  we  have  to  rely  on  other  mani- 
festations. That  is  where  we  sometimes  get 
into  diagnostic  difficulties. 


SYMPOSIUM  ON  SYPHILIS 

NEUROSYPHILTS* 

By  Charles  W.  Jefferson,  Louisville. 

On  February  2,  1914,  I read  before  the 
Jefferson  County  Medical  Society,  a paper 
on  the  Intraspinous  Injection  of  Salvarsan- 
ized  Blood  Serum  with  reports  of  cases 
treated  during  1913.  I at  that  time  urged  the 
Swift-Ellis  method  of  treatment  as  I believed 
it  a great  step  forward  in  the  therapy  of 
neurosyphilis. 

Today,  after  thirteen  years  of  the  use  of 
this  method  of  treatment  and  observation 
of  quite  a number  of  cases  treated,  I am 
more  of  the  belief  that  this  method  should 
be  used  wherever  possible,  or  in  all  cases  of 
neurosyphilis  where  tlijere  is  no  contrain- 
dication. 

A great  many  of  the  men  and  women  treat- 
ed as  far  back  as  1913  and  1914  are  active  and 
attending  to  their  various  occupations  today. 
In  this  discussion  tonight  T hope  some  of  the 
members  of  the  society  will  make  reports  on 
the  present  condition  of  their  patients  to 
whom  I administered  Ihis  treatment. 

Neurosyphilis  may  be  advantageously  di- 
vided under  the  headings  given  by  Julius 
Grinker  (Syphilis  of  the  Nervous  System, 
Chapter  XTT,  Volume  X,  Tice)  : 

(1)  Interstitial  Syphilis,  to  which  belong 
most  forms  hitherto  treated  under — 

(a)  Cerebral, 

(b)  Spinal, 

(c)  Cerebrospinal. 

(2)  Parenchymatous  Syphilis,  among 
which  are  placed  the  diseases  formerly  group- 
ed u n d er  parasyphilis  or  metasyphilis, 
namely : 

(a)  Tabes, 

(b)  General  x>aresis, 

(c)  Certain  forms  of  progressive  mus- 
cular atrophy. 

Interstitial  Neurosyphilis 

Cerebral  syphilis  is  further  divided  into : 

(T)  The  vascular  or  arterial  type. 

(2)  The  meningeal  variety,  affecting 
either  cortex,  or  base. 

(3)  The  gummatous  variety. 

In  syphilitic  meningitis  the  meninges  may 
brt  affected  at  the  base  or  over  the  convexity, 
and  are  discussed  under  the  heads  of: 

(a)  Syphilitic  basillar  meningitis. 

(b)  Syphilitic  meningitis  of  the  con- 
vexity. 

‘Presented  in  Symposium  on  Syphilis,  before  the 
Jefferson  County  Medical  Society. 


February,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


47 


In  syphilitic  processes  of  the  cord  the  blood 
supply  or  cord  substance  may  be  affected 
and  is  spoken  of  as  syphilitic  myelitis,  menin- 
gomyelitis,  and  Erb’s  spinal  syphilis,  and 
these  conditions,  as  we  know,  produce  a great 
variety  of  symptoms. 

In  the  cerebrospinal  type  there  are  present 
both  brain  and  cord  symptoms. 

Parenchymatous  Neurosyphilis 

In  tabes  there  is  as  a direct  result  of  the 
syphilitic  virus,  a degeneration  of  the  poster- 
ior columns  of  the  cord.  Tabes  belongs  to  the 
parenchymatous  group  and  is  the  most  com- 
mon organic  disease  of  the  spinal  cord. 

In  general  paresis  there  is  a combination 
of  nervous  and  mental  symptoms  and  the  con- 
dition also  belongs  to  this  group. 

Syphilitic  progressive  muscular  atrophy  is 
produced  by  either  anterior  horn  compression 
— from  gumma  or  from  meningeal  exudates 
— which  has  involved  the  spinal  root.  These 
belong  to  interstitial  syphilis,  while  the  type 
of  muscular  atrophy  appearing  as  an  in- 
dependent syphilitic  affection  is  a form  of 
parenchymatous  neurosyphilis. 

Pathology:  Brain:  In  meningitis  there 

is  both  a hyperplastic  and  gummatous  process 
which  involves  the  membranes  of  the  brain. 
This  may  be  an  extension  from  other  tissues, 
as  a periostitis  or  ostitis,  which  finally  in- 
volves the  dura.  Where  the  meninges  are 
primarily  involved  there  is  a diffuse  infiltra- 
tion associated  with  a hyperplastic  meningi- 
tis. The  meningitis  is  usually  over  the  base 
and  convexity  of  the  brain,  but  is  at  times 
localized,  the  sites  most  frequently  affected 
being  the  interpeduncular  area  and  the 
chiasm,  which  leads  to  involvement  of  the 
muscles  of  the  eye  and  optic  nerve.  Gum- 
matous formations  in  various  sizes,  or  a dif- 
fuse infiltration,  may  occur.  When  the  blood 
vessels  are  involved  they  may  be  completely 
obliterated  or  narrowed.  When  the  blood 
supply  is  interfered  with  there  is  necrosis 
of  the  areas  supplied.  When  degenerative 
changes  in  the  blood  vessels  take  place  cere- 
bral hemorrhage  may  occur. 

Cord : Here  the  meninges,  nerve  roots  and 
blood  vessels  may  be  involved.  The  lesions  in 
the  cord  are  either  due  to  anemia  produced 
by  blood  vessel  changes  or  secondary  to  pres- 
sure from  the  thickened  meninges.  The  gum- 
matous thickening  of  the  meninges  may  ex- 
tend and  involve  the  nerve  roots.  Areas  of 
softening  and  necrosis  in  the  cord  occur  from 
endarteritis,  endophlebitis  and  thrombosis. 

The  cerebrospinal  fluid  undergoes  well- 
marked  changes  in  neurosyphilis.  These 
changes  consist  sometimes  in  an  increase  in 
pressure,  the  normal  being  from  90  to  130 
cu.  m.m.  water,  increase  of  the  formed  ele- 


ments. lymphocytes  and  leucocytes  (normal- 
ly from  5 to  6 lymphocytes  may  be  found  in 
each  c.c.  of  spinal  fluid),  increase  of  globulin 
and  a postive  WaSsermann  reaction. 

Nonne,  one  of  the  pioneers  in  nervous  dis- 
eases, called  these  changes  “the  four  re- 
actions.” It,  has  been  shown  by  systemtie 
research  that  these  fluid  changes  are  found 
in  quite  a large  percentage  of  cases  soon  after 
the  disease  has  been  contracted  not  only  in 
the  early  part  of  the  secondary  stage,  but  also 
toward  the  end  of  the  primary. 

Hauptmann  and  Nonne  found  that  many 
more  positive  reactions  on  the  spinal  fluid 
were  obtained,  when  the  fluid  is  gradually 
increased  from  the  usual  amount  of  0.2  cu. 
m.m.,  to  0.4,  0.8,  up  to  1 cu.  min.,  and  by  this 
method  that  in  general  paresis  the  reaction 
is  uniformly  positive  with  the  small  quanti- 
ties of  spinal  fluid,  0.2  cu.  m.m.,  while  with 
large  quantities  we  also  get  positive  reactions 
in  cerebrospinal  syphilis  and  in  tabes.  This 
procedure  should  be  utilized  for  differential 
diagnosis  between  general  paresis  and  cere- 
brospinal syphilis  of  the  interstitial  variety, 
and  for  differentiation  between  simple  tabes 
and  taboparesis.  In  the  latter  the  smallest 
quantities  will  produce  strong  positive  re- 
actions. 

In  neurosyphilis  a positive  blood  Wasser- 
mann  is  of  great  value,  both  in  the  diagnosis 
and  treatment,  while  a negative  is  of  little 
or  no  value.  In  early  active  neurosyphilis 
there  should  be  100  per  cent  positive  re- 
actions, while  in  late  cases  the  percentage  of 
postives  is  between  50  and  70. 

As  to  the  lymphocytes : Whenever  the 

number  is  increased  to  15  or  more,  it  is  con- 
sidered pathological  and  is  suggestive  of 
chronic  inflammatory  changes  of  the  men- 
inges. The  lymphocytes  are  increased  in 
cerebrospinal  syphilis  in  tabes  and  general 
paresis.  A lymphocytosis  is  present  in  chronic 
inflammation,  while  in  acute  forms  of  menin- 
gitis, with  the  exception  of  tuberculosis,  there 
is  an  increase  in  the  polynuclear  cells. 

Quoting  from  Horgan  (Modern  Aspects  of 
Syphilis,  Oxford  Medical  Publications)  : 

Incidence  op  Pleocytosis 

(1)  It  is  absent  in  functional  and  nervous 
diseases  and  neuroses,  and  healthy  people. 

(2)  It  is  weakly  positive  in  15  per  cent  of 
cases  of  idiopathic  epilepsy,  30  per  cent  of 
alcoholism,  30  per  cent  of  apoplexy,  25  per 
cent  of  multiple  sclerosis,  50  per  cent  of  tu- 
mors of  the  central  nervous  system. 

(3)  It  is  positive  in  40  per  cent  of 
secondary  syphilis. 

(4)  It,  is  strongly  positive  in  90  per  cent 
of  tabes,  general  paresis  and  cerebrospinal 
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syphilis. 

He  states:  A pleocytosis  probably  signi- 

fies the  presence  of  luetic  organic  nervous 
disease,  especially  if  strongly  positive.  If 
nervous  manifestations  appear,  it  suddenly 
increases  to  strong  positive.  A high  cell 
count  need  not  necessarily  be  followed  by 
progression  of  the  disease  in  tabes  or  general 
paresis,  though  a high  grade  pleocytosis 
usually"  does  accompany'  such  progression. 
In  stationary  cases,  and  those  that  have  run 
their  course,  a low  cell  count  is  often  present. 
In  the  acute  meningeal  variety  of  cerebro- 
spinal syphilis  the  pleocytosis  may'  reach 
3,000-4,000  cells  per  cu.  m.m. 

Increase  in  globulin  is  found  in  cerebro- 
spinal syphilis,  tabes  and  paresis.  Globulin 
is  also  increased  in  other  pathological  men- 
ingeal conditions,  in  tuberculosis,  influenza 
and  pneumonia. 

Horgan’s  Incidence  of  Globulin  ln 
the  Liquor 

(1)  It  is  absent  in  functional  nervous 
diseases  and  cured  cases  of  syphilis. 

(2)  It  is  weakly'  positive  in  95  per  cent  of 
ail  non-syphilitic  organic  nervous  diseases. 

(3)  It  is  positive  in  95  per  cent  of  all 
nervous  syphilitic  diseases. 

(a)  It  may  be  fully7  positive  in  the 
early7  stages  of  nervous  syphilis, 
running  parallel  with  or  im- 
mediately7 following  pleocytosis.  . 

(b)  In  imperfect,  stationary,  or  in  old 
cases  that  have  run  their  course,  it 
may  not  be  so  strongly  marked. 

The  gold  solution  reaction  is  of  outstanding 
significance  in  the  examination  of  the  cere- 
brospinal fluid.  Schaffer’s  dextrose  modifica- 
tion of  Lange’s  method  is  in  use  at  the  Vien- 
na hospitals.  Most  authorities  are  agreed 
that  the  gold  solution  cure  is  found  in  all 
stages  of  sy'philis  and  that  it  may  be  a fore- 
runner of  all  other  changes  in  the  cerebro- 
spinal fluid  of  early  syphilis. 

Conclusions  of  Nonne  based  on  work  done 
in  the  Effendorf  Hospital  of  Hamburg 
(Quoted  from  Julius  Gruber,,  Syphilis  of 
the  Nervous  Sy'stem,  Tice). 

I.  Blood  Examination 
Wassermann  Reaction. 

1.  Positive.  Is  characteristic  of  syphilis 
with  few  exceptions  and  indicates  that  the  in- 
dividual has  in  some  manner  acquired  the 
disease,  either  through  heredity  or  by  in- 
fection. The  disease  from  which  lie  suffers 
at  present  is  not  necessarily  due  to  syphilis. 

II.  Cerebrospinal  Fluid 

1.  Normal  fluid.  Pressure  90  to  130  cu. 
m.m.  water,  globulin  reaction  negatives,  no 


pleocytosis,  not  over  5 to  6 cells  to  the  e.c.  of 
fluid  (Fuchs-Rosenthal). 

2.  Pathological  Fluids. 

(a)  Increased  pressure — over  150  cu. 
m.m.  water. 

(b)  Globulin  reaction  positive. 

(c)  Increased  cell  count;  indicates  the 
presence  of  an  organic  nervous  dis- 
order, not  necessarily  syphilitic. 

(d)  If  the  disease  is  syphilis,  the  Was- 
sermann test  will  be  positive  on  the 
spinal  fluid.  If  only  0.2  c.c.  of 
fluid  are  required  to  give  positive 
reaction,  there  is  great  probability 
that  the  patient  will  suffer  from 
either  paresis  or  taboparesis;  it  is 
much  less  probable  that  he  is  the 
subject  of  cerebrospinal  syphilis  or 
beginning  tabes.  In  nearly  all 
cases  of  cerebrospinal  syphilis  and 
of  tabes  the  Wassermann  becomes 
positive  by  the  use  of  larger  quanti- 
ties of  fluid,  from  0.4  to  1 c.c. 

Nonne ’s  formulated  typical  findings  for 
the  three  leading  types  of  neurosyphilis  are 
as  follows : 

1.  Wassermann  reaction  on  blood  positive 
(100  per  cent).  Pressure  increased. 

2.  Globulin  reaction  positive  (95-100  per 
cent) . 

3.  Lymphocytosis  (95  per  cent). 

4.  Wassermann  in  fluid  : 

(a)  Positive  in  about  85-90  per  cent 
with  original  method  and  0.2  c.c. 
fluid. 

(b)  Positive  in  100  per  cent,  with  large 
quantities  of  fluid. 

L Wassermann  reactions  on  blood  posi- 
tive (60-70  per  cent).  Pressure  usually  in- 
creased. 

2.  Globulin  reaction  positive  (95  per 

cent). 

3.  Lymphocytes  positive  1 90  per  cent). 

4.  Wassermann  fluid. 

(a)  Positive  in  about  5-10  per  cent 

with  original  methods  and  0.2  c.c. 
fluid. 

(b)  Positive  in  100  per  cent  with  large 
quantities  of  fluid. 

III.  Cerebrospinal  Syphilis 

1.  Wassermann  on  blood  positive  (80-90 

per  cent).  Pressure  frequently  increased. 

2.  Globulin  reaction  usually  positive,  ex- 
ceptionally negative. 

3.  Lymphocytes  nearly  always  positive. 

4.  Wassermann  fluid : 

(a)  Positive  in  about  10  per  cent  with 
original  method  and  0.2  c.c.  fluid. 

(b)  Nearly  always  positive  with  larger 
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quantities  of  fluid.  Of  great  value 
in  differential  diagnosis  from  mul- 
tiple sclerosis,  cerebral  and  spinal 
tumors,  which  are  always  negative. 

Treatment : The  same  drugs  used  in  the 

treatment  of  general  syphilis  are  utilized  in 
neurosyphilis  and  in  most  cases  should  be 
pushed  to  the  point  of  tolerance  during  the 
various  courses.  The  arsphcnamines,  in- 
unctions, soluble  and  insoluble  salts  of  mer- 
cury are  used.  Tryparsamid,  which  was  de- 
veloped at  the  Rockefeller  Institute  1 have 
not  used  on  account  of  the  bad  reports  as  to 
the  production  of  optic  atrophy.  Bismuth 
has  been  disappointing  and  to  ^ne  practically 
worthless. 

The  treatment  of  Von  Wagner  in  general 
paresis  is  unquestionably  in  the  experimen- 
tal stage  and  is  not  practical  for  the  physi- 
cian in  general  practice  and  can  only  be  ap- 
plied in  hospitals  or  institutions.  This  non- 
specific method  seems  to  have  given  good  re- 
sults in  some  cases.  The  method  consists  in 
the  injection  into  Ihe  skin  of  2 c.e.  of  blood 
that  has  been  removed  from  a case  of  un- 
treated tertian  malaria  while  in  the  midst  of 
an  attack  of  fever.  After  the  patient  has  de- 
veloped malaria  he  is  permitted  to  pass 
through  ten  or  twelve  attacks  of  fever.  Then 
quinine  is  administered  to  check  the  malaria. 
This  is  followed  by  the  usual  administration 
of  the  arsphenamines. 

I have  been  using  since  1913,  in  conjunc- 
tion with  the  general  treatment,  the  Swift- 
Ellis  method  of  intraspinous  injections  of 
salvarsanized  blood  serum,  which  I consider 
today  the  most  satisfactory  method  of  treat- 
ing neurosyphilis. 

Quoting  from  Udo  J.  Wile  and  Harther  L. 
Keim  in  a recent  article,  (Journal  A.  M.  A., 
Vol.  85  No.  17),  it  is  stated,  “In  1919,  one 
of  us  (U.  J.  W.)  together  with  K.  C.  Ilasley, 
in  discussing  the  question  of  serological  cure 
in  syphilis,  expressed  the  belief  that  this  did 
not  necessarily  parallel  clinical  cure,  and  that 
a positive  Wassermann  reaction  on  the  blood 
in  cases  with  a background  of  intensive  treat- 
ment not  only  frequently  accompanied  clini- 
cal cure,  but  was  also  not  inconsistent  with 
the  general  good  health  of  the  person.” 

They  have  reached  the  following  conclu- 
sions in  the  effect  of  treatment  on  spinal  fluid 
in  cerebrospinal  syphilis  in  a critical  analy- 
sis of  one  thousand  spinal  fluid  examinations 
on  148  cases. 

1.  Deviations  from  the  normal  in  spinal 
fluid,  in  acute  cases  of  cerebrospinal  syphilis 
occurring  during  the  exanthematous  period, 
tend  to  be  reduced  to  normal,  parallel  with 
clinical  improvement  following  intensive 
treatment. 


2.  This  tendency  toward  normality  in  the 
abnormal  spinal  fluid  is  less  noticeable  in 
diffuse  cerebrospinal  syphilis  occuring  in  the 
period  of  latency  or  with  recurrences. 

3.  In  cases  of  parenchymatous  disease  of 
the  cerebrospinal  system,  notably  in  tabes 
and  paresis,  there  is  little  or  no  simultaneous 
tendency  toward  a reduction  of  the  diseased 
fluid  to  the  normal  even  in  eases  in  which 
clinical  improvement  is  striking. 

4.  The  most  easily  influenced  constituent 
of  tiie  diseased  fluid  in  all  types  of  cases  is  its 
lymphocytic  content;  less  easily  influenced 
although  still  reducible  in  the  acute  cases,  is 
the  increase  in  globulin  and  albumin. 

5.  The  colloidal  gold  curve  may  be  re- 
duced to  normal  in  the  early  cases,  but  is  in- 
fluenced with  difficulty  by  treatment  in  the 
later  phases  of  the  disease. 

G.  The  least  influenced  by  treatment  in 
our  series  .of  cases  is  the  Wassermann  re- 
action. This  tends  to  be  reduced  to  normal 
m the  very  early  or  acute  cases,  but  seems 
to  be  uninfluenced  and  more  likely  to  be 
fixed  in  the  late  cases  than  any  other  of  the 
changed  constituents  of  the  spinal  fluid. 

From  the  foregoing  and  work  of  the  men 
quoted  in  this  short  paper  it  is  evident  that 
the  longer  a patient  is  allowed  to  go  before 
treatment  is  started  the  more  difficult  it.  is 
to  handle  and  reduce  to  normal  these  path- 
ological findings  in  the  fluid.  Why  wait  un- 
til the  cerebrospinal  fluid  shows  evidence  of 
active  syphilis? 

It  has  been  stated  by  various  members  of 
the  profession  that  neurosyphilis  is  en- 
couraged and  developed  often  by  early ' in- 
tensive treatment,  and  the  use  of  the  ar- 
sphenamines before  the  appearance  of  a posi- 
tive Wassermann  and  secondary  symptoms. 
This  may  be  true  under  conditions  where  a 
few  doses  of  the  arsphenamines  were  given 
with  a smattering  of  mercury,  where  the 
amount  and  duration  of  treatment  was  in- 
adequate. In  my  experience  this  statement 
is  not  borne  out  clinically  or  as  to  laboratory 
findings.  In  fact,  the  vast  majority  of  pa- 
tients who  do  not  develop  neurosypliilis  are 
those  in  whom  treatment  is  started  in  the 
chancre  stage  and  continued  over  a period  of 
from  three  to  five  years.  The  greater  per- 
centage of  patients  with  neurosyphilis  who 
come  to  us  all  for  treatment  are  not  the  ones 
that  have  been  treated  in  the  manner  out- 
lined in  the  above  statement,  but,  on  the  other 
hand,  Ihey  are  patients  who  have  received  the 
old  line  method  of  treatment  (that  is,  waiting 
for  secondary  symptoms  and  then  treated  by 
mercury  and  the  iodides  for  a period  of  three 
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years),  or  they  are  patients  who  have  had  in- 
adequate or  no  treatment  at  all.  1 have  found 
this  the  rule  and  not  the  exception. 

.Recently  I have  begun  watching  the  cere- 
brospinal fluids  of  patients  with  recent 
chancres,  cases  in  which  the  blood  Wasser- 
niann  is  negative,  and  where  intensive  treat- 
ment was  started  immediately  after  the  diag- 
nosis was  made  from  the  smear.  After  a 
period  of  three  years  I intend  bringing  be- 
fore the  society  a report  on  the  findings  in 
the  cerebrospinal  fluid  taken  at  intervals  in 
these  cases  during  their  three  years  of  treat- 
ment. I feel  convinced  that  the  great  ma- 
jority will  be  negative,  as  I have  found  the 
blood  of  patients  negative  after  years  have 
elapsed,  where  early  intensive  treatment  was 
given  and  continued  over  a period  of  from 
three  to  five  years. 

It  is  my  belief  that  the  great  bulk  of 
neurosyphilis  can  be  prevented  and  I think 
we  should  look  at  it  in  this  way,  rather  from 
a prophylactic  standpoint,  as  I firmly  believe 
that  most  cases  could  be  prevented  by  the 
early  administration  of  arsphenamine  in  full- 
size  doses  with  courses  of  arsphenamine, 
mercury  and  the  iodides  during  a period 
of  from  three  to  five  years,  treatment  to  be 
begun  in  thq  primary  stage,  where  the  diag- 
nosis is  made  by  the  finding  of  the  organism 
of  syphilis  in  the  chancre,  before  the  blood  is 
positive  and  before  the  cerebrospinal  fluid 
shows  any  one  or  all  of  the  four  reactions. 

1 
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Control  of  Pressure  in  Intra-Uterine  Injections 
of  Iodized  Oil. — Beclere  believes  that  roentgen- 
ray  exploration  of  the  uterus  and  adnexa  with 
the  help  of  lipiodol  cannot  be  complete  unless 
the  cervix  is  plugged,  to  prevent  escape  of  the 
solution.  This  is  especially  important  in  testing 
tubal  permeability.  For  this  purpose  he  uses  a 
canaliculated,  olive-tipped  rubber  sound  of  suit- 
able diameter.  The  iodized  oil  is  injected  under 
a pressure  of  30  cm.  of  mercury  (never  more). 
Stress  is  laid  on  the'  fact  that  a constant  pres- 
sure should  be  maintained  throughout  the  exami- 
nation, which  requires  at  most,  ten  minutes. 
With  the  pressure  controlled  by  a manometer 
and  never  exceeding  30  cm.,  pain  or  complica- 
tion of  any  kind  was  never  observed  in  his  cases 
(more  than  thirty)  so  far.  With  a pressure  of 
40  cm.  of  mercury,  the  lipidol  may  enter  the 
blood  vessels. 


SYPHILIS  OF  THE  GLANDULAR 
SYSTEM* 

By  Claude  S.  Eddleman,  Lousville. 

During  the  different  stages  of  syphilis 
spirochetes  have  been  demonstrated  in  a 
variety  of  body  tissue,  ranging  from  the 
skin  (initial  lesion,  secondary  eruption,  old 
scar  tissue,  etc.)  to  the  central  nervous  sys- 
tem, thus  showing  that  a widespread  dis- 
tribution exists.  So  it  is  not  impossible  that 
these  organisms  invade  the  glandular  struc- 
tures of  the  body  and  especially  the  lymphatic 
glands. 

The  adenopathy  of  syphilis  is . one  of  the 
characteristic  features  of  the  disease.  Syph- 
ilographers  have  long  recognized  the  affinity 
of  the  spirocluete  pallida  for  lymphoid  tissue. 
The  constant  finding  of  spirochaffes  in  the 
lymph  glands  during  all  stages  of  the  disease, 
and  the  infectiousness  of  the  glandular  ma- 
terial when  injected  into  lower  animals,  leads 
us  to  believe  that  the  lymphatics  are  possible 
sites  of  predilection  for  the  spirochietes. 

It  has  been  demonstrated  experimentally 
on  lower  animals  that  the  sites  at  which  the 
spirocluetes  accumulate  in  greater  numbers 
are  the  lymphatic  structures,  so  the  same  con- 
dition no  doubt  exists  in  man. 

At  the  appearance  of  the  initial  lesion,  or 
shortly  thereafter,  a lymphangitis  and  in- 
vasion of  the  lymphatic  gland  within  the 
nearest  region  of  the  lesion  occurs.  The 
exact  time  of  this  glandular  invasion  and 
the  extent  of  the  enlargement  varies,  not  ac- 
cording to  the  severity  of  the  infection,  but 
the  resisting  or  protective  power  of  the  in- 
dividual. The  lymphatic  glands,  as  we  know, 
are  the  individual’s  protective  powers  against 
infections,  hence  the  stronger  the  fighting 
power  the  sooner  and  more  marked  is  the 
glandular  enlargement;  while,  on  the  other 
hand,  in  the  patient  with  low  resisting  power 
the  glandular  involvement  is  a slower  pro- 
cess and  is  not  so  pronounced  unless  sup- 
puration takes  place. 

Just  how  the  spirochaffa  or  “syphilitic 
virus”  is  carried  from  the  initial  lesion  to 
neighboring  lymphatics,  and  from  there  to 
the  lymphatic  glands  in  remote  parts  of  the 
body,  may  well  be  mentioned  at  this  point. 
When  the  syphilitic  virus  in  the  initial  lesion 
has  sufficiently  increased,  it  is  attacked  by 
the  lymphocytes  and  through  the  lymph  cur- 
rent is  carried  to  the  nearest  lymphatic  gland 
where  an  attempt  is  made  to  retard  or  destroy 
further  growth  and  development  of  the  in- 
fection. The  spirochetes,  unlike  most  or- 
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ganisms,  are  difficult  to  overcome  or  kill,  so, 
on  the  contrary,  the  lymphatic  glands  seem  to 
be  a favorable  site  for  further  growth  and 
development  of  the  virus.  Here  a similar 
inflammatory  process  takes  place  as  in  the 
chancre;  the  lymphatic  gland  becomes  more 
or  less  enlarged,  palpation  reveals  a hard, 
indurated,  movable  mass,  or  it  may  enlarge 
to  such  size  that  it  can  easily  be  seen  as  a 
round  or  ovoid  mass  lying  beneath  the  skin. 
As  the  syphilitic  virus  inci’eases  in  amount, 
it  is  carried  to  other  glands  of  the  same 
group  and  later  in  the  same  manner  to  the 
neighboring  lymphatics,  etc.,  to  finally  enter 
the  blood  stream.  The  course  of  the  virus 
into  the  blood  stream  would  naturally  depend 
on  the-  location  of  the  initial  lesion  or  chancre. 
In  genital  chancre,  with  which  we  are  most 
concerned,  the  course  of  the  syphilitic  virus 
is  through  the  inguinal  glands,  iliac  glands 
(glands  of  the  abdominal  cavity),  recepticul- 
urn  chili,  and  thoracic  duct.  From  the  thoracic 
duct  it  is  poured  into  the  left  subclavian  vein, 
passing  through  the  heart  and  lungs,  then 
enters  the  arterial  system  to  be  carried  by  the 
general  circulation  and  distributed  through- 
out the  body. 

While  this  course  of  travel  of  the  syphili- 
tic virus  is  the  one  accepted  by  most  authori- 
ties, yet  we  have  no  right  to  assume  that  the 
course  is  confined  to  the  lymphatic  current 
alone.  We  know  that  the  lymphatic  system 
constitutes  a network  between  the  body  cells 
and  tissues,  lying  in  close  proximity  to  the 
capillaries  of:  the  general  circulation ; and 
we  know  that  the  treponema  is  a motile  or- 
ganism, corkscrew  in  shape,  therefore  it 
would  not  seem  impossible  for  this  organism 
to  make  its  way  between  the  cellular  struc- 
tures, etc.  into  the  smaller  capillaries  of  the 
general  circulation,  and  in  this  way  directly 
enter  the  blood  stream  of  the  general  circu- 
lation. Again,  we  know  that,  through  the 
process  of  osmosis,  the  smaller  capillaries  of 
the  general  circulation  have  absorptive  power 
of  tissue  fluids;  therefore  it  would  not  seem 
impossible  that  tissue  fluids  containing 
syphilitic  virus  could  be  carried  through  the 
thin  walls  of  the  capillaries  and  poured  into 
the  venous  circulation,  and  thus  enter  the 
blood  stream  independently  of  the  lymphatic 
system. 

While  there  /s  no  positive  evidence  of 
either  of  the  two  latter  described  methods, 
yet  E.  Hoffman  has  demonstrated  and  re- 
ported finding  treponemata  in  the  blood 
stream  with  the  appearance  of  the  initial 
lesion,  which  would  lead  us  to  suspect  that 
the  treponema,  at  times  may  enter  the  gen- 
eral circulation  by  a more  rapid  method  than 
being  swept  along  by  the  slow  current  of  the 


lymphatic  system. 

After  the  syphilitic  virus  has  been  thrown 
into  the  general  circulation,  or  blood  stream, 
and  distributed  to  the  papillary  layer  of  the 
skin,  giving  rise  to  the  secondary  manifesta- 
tion, eruption,  etc.,  it  is  at  this  stage  (stage 
of  generalization)  that  a more  or  less  general 
adenopathy  develops.  ^The  subcutaneous 
lymphatic  glands  undergo  the  same  inflam- 
matory reaction  as  the  glands  that  drain  the 
site  of  the  initial  lesion  of  the  primary  sthge. 
They  become  larger  than  normal,  and  on  pab 
pation  are  easily  detected  as  firm,  hard,  in- 
durated nodules,  lying  beneath  the  skin,  at 
times  arranged  in  more  or  less  beaded 
chains.  As  before  stated,  the  size  and  ex- 
tent of  the  enlargement  varies  with  the  re- 
sisting power  of  the  individual,  and  not  se- 
verity of  the  infection.  In  individuals  with 
high  resisting  power  the  enlargement  is  more 
pronounced  than  in  the  strumous  and  weak 
with  lower  resistance. 

The  lymphatic  glands  during  the  stage  of 
generalization  do  not  enlarge  to  the  size  of 
those  of  the  primary  stage,  which  are  usually 
large  enough  to  be  seen  as  round  or  ovoid 
masses  lying  beneath  the  skin,  nor  does  sup- 
puration occur,  for  it  is  only  in  those  glands 
with  which  the  lymphatic  vessels  from  the 
chancre  communicate  directly  that  suppura- 
tion may  take  place.  “At,  this  point  it  may 
he  well  to  mention  that  the  first  gland  in- 
volved in  the  course  of  the  primary  stage, 
the  enlargement  is  more  pronounced  than 
neighboring  glands  or  glandular  involvement 
of  later  stages.” 

Of  the  superficial  <rlands  the  ones  in  which 
enlargement  or  involvement  is  most  easilv 
detected  or  palpated,  are  the  inguinal,  popli- 
teal. cervical,  submental,  posterior  occipital 
(post  auricular),  epitrochlear,  axillary,  and 
the  chain  of  glands  located  at  the  posterior 
edge  of  the  sternocleidomastoid  muscles. 
While  the  enlargement  ean  easily  be  de- 
termined in  the  above  enumerated  superficial 
Ivmphatics,  vet  there  is  no  doubt,  hut  all  the 
six  or  seven  hundred  Ivmphatie  glands  of  the 
bodv  likewise  undergo  the  same  pathological 
change. 

Tn  the  post-mortem  work  .hv  Warthin  in  a 
Series  of  examinations,  he  has  shown  that  in 
svphilitie  individuals  the  abdominal,  thoracic 
and  deeper-seated  lymphatic  glands  had  un- 
dergone the  same  change  or  involvement.  Tn 
the  older  cases  of  syphilis,  he  found  that 
these  structures  presented  lvmphoid  atrophv, 
chronic  sinus  catarrh. — hyaline  formation  in 
the  germ  centers  and  lymphoid  tissue.  Tti 
younger  lesions  the  glands  wore  ^’equentlv 
hyperplastic,  with  enlargement  of  the  germ 
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centers  and  lymphocyte  exhaustion.  Spiro- 
chsetes  were  demonstrated  in  both  early  and 
late  infections. 

McDonaugh,  in  his  description  of  histolo- 
gical changes  taking  place  within  the  lymph 
glands,  stated  that  the  small  lymphatic 
glands,  as  occurring  in  individuals  of  low  re- 
sisting power,  are  crowded  with  giant  cells 
and  small  areas  of  necrosis.  The  predomi- 
nating cells  are  mainly  endothelial  with  a few 
leucocytes  and  a very  small  number  of  plas- 
ma cells,  thus  showing  a feeble  resistance. 
Spirochetes  are  usually  present  and  more 
often  demonstrated  than  in  patients  having 
more  marked  glandular  enlargement.  The 
large  lymphatic  glands,  as  occurring  in  in- 
dividuals with  greater  resisting  power,  show 
a similar  change,  except  a small  number  of 
endothelial  cells  and  many  plasma  cells,  thus 
showing  a higher  resistance  toward  the  in- 
fection. Occasionally,  as  stated  before, 
glands  within  the  region  of  a chancre  may 
undergo  suppuration,  when  it  may  become 
necessary  to  aspirate  or  incise  and  drain. 
This  suppurative  process  takes  place  where 
there  is  a pyogenic  infection  associated  with 
the  syphilitic  lesion,  or  in  weak,  strumous 
individuals  with  low  insisting  power. 

Late  gummatous  and  diffuse  syphilitic  les- 
ions of  subcutaneous  lymphatic  glands  have 
been  reported,  but  are  rare  and  may  be  con- 
fused in  diagnosis  with  Hodgkin’s  disease. 

The  adenopathy  of  syphilis  may  be  of  im- 
portance from  both  diagnosis  and  prognosis. 
The  general  enlargement  of  the  superficial 
lymphatics  is  considered  as  a symptom  of 
syphilis,  yet  it  may  be  so  slight  as  to  be 
difficult  to  detect,  and,  again,  it  must  not  be 
forgotten  that  adenopathy  often  occurs  in 
conditions  other  than  syphilis,  as  in  systemic 
infections,  Hodgkin’s  disease,  malignancy, 
tuberculosis  and  other  diseases.  Therefore,  it 
can  only  be  considered  as  one  of  the  symp- 
toms of  a possible  syphilitic  infection.  The 
glands  that  are  of  most  value  as  an  aid  in 
the  diagnosis  of  syphilis  are : the  popliteal, 
epitrochlear,  inguinal  and  post  auricular. 
Perhaps  of  these  the  epitrochlear  gland  is 
of  the  greatest  importance. 

As  to  prognosis:  The  individual  with 

marked  glandular  involvement  possesses  a 
greater  resisting  force  than  the  one  with  lit- 
tle or  no  glandular  involvement,  hence  in 
marked  cases  we  would  figure  on  a more 
favorable  course  of  the  disease.  Another 
point  of  importance,  as  referable  to  the 
lymphatic  glands  in  syphilis,  is  the  site  of 
predilection  of  the  spirochaetes.  The  spiro- 
ehaffes  have  been  demonstrated  in  lymphoid 
tissue  during  all  stages  of  the  disease, — pri- 
mary, secondary  and  latent  syphilis.  This 


ability  to  demonstrate  the  :|)irochfietes  is  not 
of  value  alone  in  diagnosis,  but  it  proves  to  be 
the  site  in  quiescent  or  latent  cases,  after 
all  clinical  symptoms  have  disappeared,  and 
that  the  spirochsetes  lie  dormant  or  encapsu- 
lated to  burst  forth  in  later  life  with  a re- 
currence of  the  disease.  _T his  may  help  to 
explain  the  existing  condition  in  the  so- 
called  “syphilitic  carriers”  and  the  so-called 
“Wassormann  fast”  individuals. 

Of  the  other  glands  of  lymphoid  structure, 
such  as:  adenoids,  Peyer’s  patches,  tonsils, 
thymus  and  spleen,  but  little  has  been  def-- 
initely  determined.  We  are  not  certain  of 
the  susceptibility  of  Ihe  adenoids,  but  like 
other  lymphatic  tissue  we  would  naturally 
suppose  that  the  same  pathological  changes 
exist.  Perhaps  in  congenital  syphilis  the  in- 
volvement of  the  adenoids  explains  or  helps 
to  explain  the  so-called  “syphilitic  snuffles” 
in  the  newborn.  We  know  that  Peyer’s 
patches,  as  shown  in  post-mortem  findings, 
are  often  the  site  of  involvement  in  syphilis 
of  the  intestine.  We  are  all  familiar  enough 
with  the  susceptibility  of  the  tonsils,  as  most 
of  us  have  seen  some  form  of  syphilis  of  the 
tonsil.  The  lesion  may  be  primary,  secondary 
or  tertiary.  The  primary  lesion  of  the  ton- 
sil is  not  unusual  and  is  commonly  seen  in 
perverts.  In  active  secondary  syphilis  the 
tonsils  often  not  only  show  an  enlargement 
in  size,  but  destructive,  ulcerative  lesions 
may  appear  on  the  surface.  Tn  tertiary 
syphilis  the  tonsil  is  often  the  site  of  gum- 
matous formation  which  causes  great  de- 
struction of  tonsillar  tissue.  Syphilis  of  the 
tonsil  in  any  stage  is  ofte*  difficult  to  diag- 
nose. It  has  been  confused  with  other  com- 
mon pathological  conditions,  as  tonsillitis, 
Vincent’s  angina,  etc.,  and  tonsillectomy 
performed  to  only  result  in  a more  serious 
condition.  I have  seen  the  disastrous  re- 
sults of  two  such  operations. 

Enlargement  of  the  thymus  gland,  by  some 
authorities,  has  been  mentioned  as  being  diag- 
nostic of  congenital  syphilis.  Infection  of 
this  gland  has  been  described  as  “Dubois’  ab- 
scesses” in  which  single  or  multiple  abscesses 
occur  within  the  gland  substance.  Possibly* 
this  has  aroused  more  interest  than  other  in- 
volvement of  the  thymus  in  syphilis. 
Hochsinger  stated  that,  in  congenital  syphilis, 
the  thymus  may  be  markedly  enlarged,  which 
subsides  under  treatment.  Adami  states  that 
both  gummata  and  diffuse  fibroid  changes 
may  he  found. 

As  to  syphilis  of  the  spleen,  likewise  but 
little  has  been  definitely  determined.  We 
know  that  the  spleen  is  no  more  than  a large 
lymphatic  gland,  therefore  it  would  be  reas- 
onable to  expect  the  same  hyperplasia  and 
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other  changes  to  take  place  in  this  lymphatic 
structure  during  the  generalization  stage  of 
syphilis  as  in  the  smaller  lymphatics,  al- 
though but  few  have  reported  or  noted  any 
abnormal  enlargement  of  the  spleen  in  early 
syphilis.  In  congenital  syphilis  splenic  en- 
largement has  been  reported  as  a someAvhat 
frequent  finding.  Still  states  that  in  45  per 
cent  of  congenital  syphilis  the  spleen  was 
easily  palpable.  In  tertiary  syphilis,  syphi- 
letic  splenitis  occurs  more  often  than  in  prob- 
ably diagnoses.  Like  many  other  lesions  of 
the  internal  organs,  the  diagnosis  is  usually 
made  from  post-mortem  findings.  Mc- 
Donaugh  states  that  it  is  often  associated  with 
syphilitic  hepatitis,  as  was  described  by  him. 
Perhaps  the  chief  syphilitic  lesions  of  the 
spleen  are:  simple  hyperplasia,  diffuse  fibroid 
infiltration,  and  true  gummata.  Warthin, 
from  his  post-mortem  findings,  describes  the 
pathological  changes  as : chronic  passive  con- 
gestion, atrophy  and  sclerosis  of  the  splenic 
arterioles,  as  being  found  almost  constantly 
in  spleens  of  old  syphilities,  and  true  gum- 
mata were  also  present  in  a few  of  the  cases 
examined. 

Of  other  glands  of  the  body  of  non-lym- 
phoid structure,  as  the  thyroid,  pituitary,  ad- 
renals, kidneys,  mammary,  testes  and  epididy- 
mes,  prostate,  ovary,  pancreas,  liver  and  sali- 
vary glands,  the  involvement  is  not  so  fre- 
quent as  the  lymphatic  glands.  According 
to  most  authorities,  syphilis  of  the  thyroid 
rarely  occurs  in  both  congenital  and  acquired 
lesions.  Perhaps  it  occurs  more  often  than 
is  diagnosed  or  recognized.  The  diagnosis 
would  rest  entirely  on  a syphilitic  history 
and  laboratory  findings,  such  as  the  Wasser- 
maim  test.  According  to  Thompson  it  may 
occur  in  both  early  and  latent  syphilis,  and 
is  more  frequently  seen  in  women  than  in 
men.  Reimers  stated  that  50  per  cent  of 
early  syphilis  showed  enlargement  of  the 
thyroid,  and  Mauriac  claimed  that  it  was 
common  in  early  syphilis.  Although  the  ma- 
jority of  case  reports  as  recorded  have  been 
of  latent  syphilis,  Frankel,  Kohler,  Clarke, 
Thompson  and  others  have  reported  syphilis 
of  the  thyroid  in  latent  infection.  Path- 
ologically, syphilis  may  involve  any  or  all 
parts  of  the  thyroid.  The  clinical  picture 
may  present  nothing  more  than  tumor,  or 
there  may  be  all  the  symptoms  of  a goiter. 
(Thompson).  Histologically,  thyroid  involve- 
ment in  early  syphilis  has  yet  to  be  de- 
scribed. In  later  cases  it  somewhat  resem- 
bles that  of  tuberculosis.  There  may  be 
epithelial  and  round  cell  infiltration,  in- 
creased fibrous  tissue,  giant  cells  and  pro- 
liferation or  obliteration  of  the  vessel  walls, 
or  it  may  present  the  picture  of  a gumma. 


Syphilis  of  the  pituitary  body  is  undoubt- 
edly rare,  and  diagnosis  during  life  would 
seem  impossible.  However,  a few  cases  have 
been  reported  by  Simmonds,  Schmidt,  Cush- 
ing, Hadwiek  and  others.  In  patients  with 
glycosuria,  acromegaly,  gigantism  and  in- 
fantilism, a Wassermann  test  would  be  ad- 
visable. 

Syphilitic  lesions  of  the  adrenals  is  not  a 
rare  condition  in  congenital  syphilis,  but  most 
authorities  consider  it  rare  in  acquired  syph- 
ilis, although  the  post-moi’tem  findings  of 
Warthin  show  the  presence  of  syphilitic  le- 
sions as  occuring  frequently,  and  spiro- 
chmtes  often  demonstrated.  McIntosh  and 
Fildes  consider  the  suprarenal  glands  as  one 
of  the  sites  of  predilection  of  the  spirochmte. 
Clinically,  syphilis  of  the  adrenals  is  difficult 
to  diagnose.  The  symptoms  of  Addison’s 
disease  are  about  the  only  signs  shown. 
Diagnosis  is  made  from  the  above  mentioned 
symptoms,  a history  of  syphilis,  and  a Was- 
sermann test.  Perhaps  not  more  than  ten 
cases  have  been  clinically  reported  as  syphil- 
is of  the  adrenals, — by  Gordon,  Schaffner, 
Howard,  Blum,  Ilirschmann,  Deadrick, 
Thompson  and  others.  Pathologically,  the 
chief  involvement  is  in  the  capsule  and  as- 
sociated with  atrophy  of  the  cortex.  Gum- 
mata and  necrotic  areas  frequently  occur  in 
the  medul|ia;  small  infiltration  of  plasma 
cells  and  lymphocytes  occuring  in  the  medul- 
la or  in  the  inner  portion  of  the  reticular 
zone  of  the  cortex.  The  capsules  and  walls 
of  the  blood  vessels  are  usually  thickened. 
Fibrosis  may  be  marked  enough  to  produce 
atrophy  of  the  entire  organ.  Spirochmt.es 
are  often  demonstrated.  (Warthin). 

Syphilis  of  the  kidney  has  been  described 
and  reported,  in  both  acute  and  chronic 
nephritis  and  gummatous  lesions.  We  know 
that,  in  early  acute  secondary  stages,  the 
kidney  is  often  affected.  Whether  or  not  this 
is  the  result  of  toxins,  or  that  of  the  kidney 
has  really  been  invaded  by  the  treponema, 
we  are  unable  to  say.  It  is  known  that  the 
kidney  is  often  affected  by  treatment,  and 
the  urine  should  always  be  examined  at  re- 
peated intervals  during  the  course  of  treat- 
ment. Hoffman  reports  finding  of  treponema 
in  a catheterized  specimen  of  urine.  Whether 
this  was  a catheterized  specimen  from  the 
kidney  or  the  urinary  bladder  I am  unable 
to  say.  In  early  syphilis  of  the  kidney  the 
involvement  may  be  mild,  or  it  may  present 
the  picture  of  an  acute  nephritis,  and  in  these 
cases  the  amount  of  albumin  is  usually  out  of 
proportion  to  the  number  of  casts.  The 
amount  of  albumin  has  been  reported  as  rang- 
ing from  32  to  100  grams  to  the  liter  of 
urine.  The  urine  is  scant  in  quantity  and 
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of  low  specific  gravity.  Chronic  nephritis 
occurs  later  in  the  disease.  It  may  be  paren- 
chymatous or  interstitial.  In  the  parenchy- 
matous type,  the  urine  is  ' scanty,  specific 
gravity  high,  albumin  positive,  more  or  less, 
many  hyaline  and  granular  casts,  edema 
usually  present,  and  blood  pressure  normal 
or  low.  The  interstitial  type  is  character- 
ized by  polyuria,  small  amount  of  albumin, 
few  hyaline  casts,  little  or  no  edema,  and 
blood  pressure  high.  The  amyloid  kidney  is 
characterized  by  large  amounls  of  albumin, 
urine  diminished  in  quantity,  more  or  less 
anemia  associated,  edema  of  face  and  legs, 
blood  pressure  normal  or  low.  Gummata 
of  the  kidney  also  occur  in  latent  syphilis. 
The  size  of  the  gumma  varies  from  a small 
lesion  to  a tumor  mass  large  enough  to  be 
easily  palpated.  The  symptoms  vary  accord- 
ing to  size  and  location.  Warthin  states  that 
the  pathological  changes  are:  chronic  passive 
congestion,  atrophy,  infarction,  local  and 
diffuse  inflammations.  In  forty-one  ca^es 
examined  he  found  seventeen  of  acute,  sub- 
acute and  chronic  parenchymatous  nephritis, 
and  three  of  interstitial  nephritis.  Spiro- 
chaffes  were  not  found. 

The  mammary  gland  may  be  the  site  of 
syphilitic  involvement.  Syphilitic  .masti'lis 
is  exceedingly  rare,  and  only  a very  few 
such  cases  have  been  reported.  It  may  oc- 
cur during  the  early  or  late  secondary  and 
tertiary  stages,  and  in  congenital  syphilis, 
more  often  affecting  women  than  men.  It 
may  present  a diffuse  gummatous  tumor  or 
a diffuse  syphilitic  infiltration  involving  one 
or  more  lobes  of  the  gland  and  extending 
into  the  surrounding  tissue,  or  may  consist 
of  multiple  nodules,  more  or  less  circum- 
scribed, resulting  in  a tumor  mass.  The 
skin  may  or  may  not  become  adherent,  pain 
may  be  present  or  absent,  and  the  lymphatics 
of  the  axilla  are  usually  affected.  It  is  diffi- 
cult to  diagnose  from  malignancy  and  other 
lesions  of  the  gland.  The  diagnosis  rests  on 
a syphilitic  history  and  the  Wassermann  re- 
action. 

Syphilis  of  the  generative  glandular 
structures,  as  the  ovary,  prostate,  testes  and 
epididymes,  is  very  rare,  excepting  in  the 
testes  and  epididymes.  According  to  Hazen 
it  is  questionable  if  syphilis  ever  involves 
the  ovary,  and  if  so  it  is  exceedingly  rare. 
Various  changes  in  the  ovaries  have  been 
described,  a,s  simple  enlargement,  syphilitic 
oophoritis,  sclerosis,  gummata,  etc.,  but  no 
positive  proof  is  Qpparent.  that  such  condi- 
tions are  actually  due  to  syphilis. 

Syphilitic  prostatitis  is  another  rare  con- 
dition. If  it  does  exist  more  often  than  is 
supposed,  the  diagnosis  is  not  made  as  such. 


Thompson  in  reporting  a case  in  1918,  in  his 
survey  of  the  literature  on  syphilis  of  the 
prostate,  finds  twenty-three  such  cases 
recorded.  Out  of  this  number  (twenty-four 
in  total)  he  accepts  twelve  as  being  syphilitic. 
Shortly  afterward  Warthin,  in  his  report 
of  a ease  which  was  one  of  the  twelve  ac- 
cepted 'by  Thompson,  doubts  the  positive 
diagnosis  and  states  that  the  only  case,  up 
to  that  time,  on  record  of  a positive  diag- 
nosis of  syphilitic  prostatitis  is  the  one 
he  had  examined  and  diagnosed  at  necropsy 
in  a boy  ag£d  nineteen  killed  accidentally. 
He  based  his  diagnosis  on  syphilitic  tissue 
changes  in  the  prostate  and  demonstration 
of  the  spirochaffes.  According  to  the  case 
reports,  the  symptoms  of  syphilitic  prostati- 
tis are  very  similiar  to  those  of  other  diseases 
of  the  prostate, — such  as  prostatitis, — and 
differential  diagnosis  is  hard  to  determine 
from  simple  hypertrophy  and  atrophy,  gon- 
orrheal prostatitis,  tubercular  prostatitis, 
carcinoma,  etc.  It  must  be  made  from  the 
history  of  syphilis  and  the  Wassermann  re- 
ar tion. 

Syphilis  of  the  testes  is  among  the  most 
frequent  manifestations  of  the  disease.  Of 
the  glandular  structures  it  ranks  next  in  fre- 
quency to  the  lymphatics.  Perhaps  owing  to 
the  anatomical  location  of  the  testis,  the  in- 
volvement is  more  easily  observed  than  some 
of  the  more  remote  or  hidden  glandular 
structures.  Numerous  case  reports  have 
been  recorded,  and  no  doubt  most  of  us  have 
seen  these  cases  in  our  own  private  practice. 
It  may  involve  both  the  testicle  and  epididy- 
mis, or  affect  either  structure  with  little  or 
no  involvement  of  the  other.  It  is  usually 
described  as  occuring  in  two  forms,  viz.,  in- 
terstitial or  fibrinous  orchitis,  and  gummata, 
although  both  forms  may  exist  at  the  same 
time.  Interstitial  orchitis  may  occur  during 
the  first  two  or  three  months  of  the  syphilitic 
infection,  but  usually  during  the  first  three 
or  four  years  of  the  disease.  Gummata  oc- 
cur later  in  the  .course  of  the  disease.  Keyes 
mentions  a case  of  interstitial  orchitis  as 
early  as  the  seventh  month,  and  Powers  re- 
ports a case  in  an  old  man  (80  years  of  age) 
occuring  sixty  years  after  infection.  The 
condition  may  be  bilateral,  but  is  usually 
unilateral.  The  amount  of  enlargement  may 
be  slight,  or  the  organ  may  enlarge  to  an 
enormous  size.  Occasionally  slight  hydro- 
cele forms.  The  onset  in  the  interstitial  type 
is  slow  and  gradual,  usually  painless,  the 
testis  is  not  sensitive  to  pressure.  On  palpa- 
tion the  organ  feels  intensely  hardened,  like 
a billiard  ball  in  the  scrotum.  Gummata, 
as  before  stated,  occur  later  in  the  course  of 
the  disease,  rarely  before  the  eighth  or  tenth 
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year.  The  gumma  may  be  either  bilaterial 
or  unilateral,  usually,  the  latter.  More  or  less 
tenderness  will  be  noted  on  pressure.  On  pal- 
pation firm  nodules  are  felt,  single  or  multi- 
ple, which  may  coalesce  forming  a tumor 
mass  of  enormous  size.  Not  infrequently 
this  mass  breaks  down  and  forms  a discharg- 
ing sinus  through  the  scrotum.  The  diag- 
nosis must  be  made  from  gonorrheal,  trau- 
matic, and  tubercular  orchitis,  and  from 
benign  and  malignant  tumors.  Warthin 
describes  the  testis  as  showing  a varying  de- 
gree of  atrophy  and  fibrosis;  in  active  eases 
plasma  cells  and  lymphocyte  infiltration  be- 
tween the  tubules,  fibroblastic  proliferation 
of  the  stroma,  thickening  of  the  basement 
membrane,  and^presence  of  spermatogenesis; 
in  the  older  cases  the  germinal  epithelium 
may  be  entirely  lost,  the  tubules  collapsed  or 
represented  entirely  by  hyaline  basement 
membrane.  The  interstitial  cells  remain  pre- 
served, and  may  appear  hypertrophic.  The 
stroma  between  the  tubes  is  thickened  and 
hyaline.  In  severe  cases  the  entire  testicle 
becomes  fibroid. 

In  the  epididymis  syphilis  is  perhaps  not, 
as  frequently  seen  as  in  the  testicle.  Thomp- 
son states  that  among  two  hundred  and 
seventy-six  patients  he  found  six  with  syphil- 
is of  the  epididymis,  ranging  from  small 
nodules  to  definite  enlargements.  Balma  re- 
ports finding  thirteen  cases  out  of  twenty- 
three  hundred  syphilitics,  thus  showing  that 
the  epididymis  is  rather  infrequently  af- 
fected. The  involvement  may  be  interstitial 
or  gummatous  in  type,  and  may  be  unila- 
teral or  bilateral,  but  usually  unilateral, 
and,  as  before  stated,  may  occur  independent- 
ly of  orchitis,  or  may  be  an  extension  of  it. 
The  interstitial  type  may  occur  at  any  time, 
from  the  early  secondary  manifestation  of 
syphilis  to  the  fifth  year  of  the  disease.  Mc- 
Donaugh  makes  mention  of  a case  oecuring 
before  the  secondary  rash  appeared.  The 
caput  major  is  the  part  affected,  as  agreed 
by  most  authorities,  although  it  may  affect 
the  entire  epididymis.  . McDonaugli  des- 
cribes this  condition  as  like  “palpating  a 
bunch  of  grapes  though  a soft  bag.”  Oc- 
casionally more  or  less  hydocele  may  de- 
velop. The  interstitial  type  may  manifest 
itself  in  two  forms,  one  in  which  pain  is  out 
of  all  porportion  to  the  amount  of  swelling, 
the  pain  being  intense  with  great  tenderness 
on  pressure.  The  other  type  is  more  gradual 
in  development,  with  little  pain  except  a dull 
aching  sensation  in  the  scrotum  and  in- 
guinal canal,  and  little  or  no  tenderness  on 
pressure.  Gummata  of  the  epididymes  occur 
later  in  the  course  of  syphilis.  Unlike  the 
interstitial  form,  the  caput  minor  or  body  is 
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the  part  affected.  Klauder  reports  a case 
oecuring  as  late  as  fifteen  years  after  in- 
fection. The  lesions  are  usually  multiple, 
and  rarely  bilateral,  ranging  in  size  from 
a pea  to  a hazel-nut.  (Thompson).  At  times 
these  may  break  down  and  form  a discharging 
sinus.  Gummata  are  of  slow  development 
and  painless.  On  palpation  one  or  more 
tumor  masses  varying  in  size  with  smooth 
surface  can  be  felt.  Differential  diagnosis 
must  be  made  from  gonorrheal,  tubercular, 
traumatic  and  pyogenic  epididymitis,  tu- 
mors, etc.,  which  at  time  is  difficult  and  re- 
quires both  clinical  and  laboratory  tests,  such 
as  the  Wassermann  reaction,  etc. 

Syphilis  of  the  pancreas  is  considered  as 
a rare  condition,  although  Warthin  states 
that  in  thirty-nine  cases  of  old,  latent 
syphilis  the  pancreas  showed  a greater  or 
lesser  degree  of  atrophy  and  interstitial 
fibrosis,— none  of  them  normal.  The  tail  and 
body  are  more  frequently  involved  than  the 
head  of  the  pancreas,  except  in  a few  cases, 
where  the  entire  body  was  practically  af- 
fected. Treponema  found  in  one  case.  Per- 
haps syphilitic  pancreatitis  also  exists  more 
often  than  is  clinically  diagnosed.  The  chief 
symptoms,  according  to  Thompson,  are : 
epigastric  pain,  tenderness,  fatty  diarrhea, 
cachexia,  and  glj'cosuria.  In  cases  of  gum- 
mata, jaundice  and  edema  of  the  lower  ex- 
tremities are  noted.  The  diagnosis  must  rest 
on  the  symptoms,  the  history  of  syphilis,  and 
laboratory  findings.  But  few  cases  have  been 
recorded  as  diagnosed  clinically.  McDonaugli, 
in  his  text  book,  reports  a case  in  a young 
physician  with  a positive  Wassermann  re- 
action that  subsided  under  treatment.  Nu- 
merous ca£es  of  syphilitic  lesions  of  the  pan- 
creas in  congenital  syphilis  have  been  x-ecord- 
ed.  Warthin  describes  the  pathoBogical 
findings  as : as  interacini  and  interlobular 
fibrosis,  with  replacement  of  the  islands  of 
Langerhans  thi’ough  fibrosis;  atrophy  with 
compensatoiy  hypertrophy,  regenerative  new 
formation  of  the  acini,  and  infiltx-ation  of 
lymphocytes  and  plasma  cells. 

That  syphilitic  invasion  of  the  liver  does 
exist,  is  accepted  by  all  or  most  authorities, 
although  the  frequency  which  which  it  occurs 
is  a matter  of  discussion.  No  doubt  it  is  more 
frequent  than  is  diagnosed,  as  many  cases  run 
a symptomless  course  and  are  diagnosed  only 
after  death.  It  is  perhaps  more  frequent 
among  the  Negroes  than  other  races.  Mc- 
Neil reports  that  out  of  twelve  hundred 
syphilitics,  liver  involvements  were  diagnosed 
clinically  in  sixtv-four  cases,  and  out  of  one 
thousand  autopsies  on  all  classes  of  patients 
90  per  cent  showed  definite  cirrhotic  changes 
in  the  liver.  Tln-ee  hundred  of  these  cases 
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were  positive  syphilitics,  as  shown  by  autopsy 
findings,  30  per  cent  of  which  showed 
syphilitic  changes  of  the  liver.  Syphilis  of 
the  liver  may  occur  in  both  the  congenital 
and  acquired  forms.  In  congenital  syphilis 
it  is  a rather  common  occurrence.  Hofmeister 
states  that  39  per  cent  show  syphilitic  in- 
volvement, and  Feige  claims  65  per  cent  in 
congenital  syphilis.  Sjyphilis  of  the  liver 
may  occur  as  acute  yellow  atrophy,  cirrhosis, 
gummata,  and  perihepatitis.  Warthin  de- 
scribes the  pathology  as : chronic  passive  con- 
gestion, atrophy,  gummata,  atrophic  cirrhosis, 
intralobular  cirrhosis,  and  Glissonian  cirrhos- 
is. The  inflammatory  lesions  varied  from 
slight  plasma  cell  infiltration  of  the  peri- 
portal tissue  to  the  most  marked  cirrhotic 
changes.  The  early  syphilitic  lesions  per- 
haps are  colangitis  and  acute  yellow  atrophy. 
In  syphilis  of  the  liver,  the  most  common 
symptoms  are  pain,  vomiting,  intermittent 
fever,  spitting  of  blood,  hemoglobinuria,  as- 
cites, and  icterus.  Cirrhosis,  gummata  and 
perihepatitis  arenas  a rule,  late  manifesta- 
tions of  syphilis.  In  cirrhosis  and  gummata, 
[lie  liver  may  be  enormous  in  size  and  easily 
be  palpated  as  a large,  nodular  tumor  mass 
of  liver  tissue.  Syphilitic  cirrhosis  and  gum- 
mata under  vigorous  treatment  will  recover, 
while  acute  yellow  atrophy  is  always  con- 
sidered at  fatal.  The  diagnosis  of  these  con- 
ditions is  difficult  to  make.  We  must  rely 
on  the  syphilitic  history  and  the  Wassermann 
reaction,  and,  as  before  stated,  many  cases 
are  not  diagnosed  until  after  death. 

Syphilis  of  the  salivary  glands:  Little 

can  be  said  on  this  phase  of  the  subject.  It 
no  doubt  is  a rare  condition.  Perhaps  no 
more  than  five  eases  have  been  reported  that 
are  recorded. 

In  conclusion  it  may  be  well  to  say  that 
glandular  invasion  in  syphilis  is  rather  in- 
frequent, except  the  lymphatics  and  testes. 
Although,  as  stated  before,  in  glandular 
structures  such  as  the  liver,  pancreas,  etc., 
it  may  occur  more  often  than  diagnosed,  as 
usually  the  diagnosis  is  not  made  until  after 
death. 


Local  Value  of  Optic  Nystagmus. — Observa- 
tions made  by  Fox  and  Holmes  tend  to  support 
Stenvers’  hypothesis  that  reflex  centers  for  optic 
nystagmus  lie  in  the  occipital  lobe  and  in  the 
second  frontal  convolution,  and  that  these  are 
connected  by  a reflex  path  which  runs  through 
the  white  matter  of  the  hemisphere.  Nystag- 
mus to  the  opposite  side  is  affected  when  a lesion 
lies  in  the  supramarginal  or  angular  gyrus,  in 
the  adjacent  portion  of  the  parietal  and  temporal 
lobes,  in  the  posterior  end  of  the  second  frontal 
convolution,  or  along  a line  joining  this  with 
the  angular  gyrus. 


TREATMENT  OF  SYPHILIS* 

By  C.  Brooks  Willmott,  Louisville. 

The  treatment  of  syphilis  is  a very  large 
subject.  Instead  of  having  to  talk  on  the 
treatment  1 had  hoped  to  discuss  the  papers 
that  have  been  read.  • 

I should  say  that  in  the  treatment  of  syph- 
ilis one  of  the  principal  things  to  be  con- 
sidered would  be  the  choice  of  the  drug  iu 
the  treatment  of  the  individual  case  rather 
than  the  syphilis  as  a whole.  As 
you  all  know  in  the  early  stages 
of  syphilis  the  preponderance  of  opin- 
ion at  the  present  time  seems  to  favor  the 
early  administration  of  arsphenamin,  while 
in  later  stages  and  probably  in  cases  where 
the  diagnosis  has  not  been  made  until  syph- 
ilis has  existed  for  a number  of  years,  the 
patient  presenting  vague  clinical  symptoms 
with  possibly,  a two,  three  or  four  plus  Was- 
sermann  reaction,  it  is  unquestionably  in  my 
mind  at  the  present  time  whether  the  admin- 
istration of  arsphenamin  is  just  the  proper 
thing.  In  these  cases  my  experience  in  the 
clinic  at  the  hospital  rather  favors  the  ad- 
ministration of  the  iodides  and  mercury.  In 
cases  of  this  kind  that  is  in  syphilis  of  the 
nervous  system,  especially  in  tabes,  I believe, 
as  mentioned  by  one  of  the  essayists,  that 
arsphenamin  is  indicated  especially  in  loco- 
motor ataxia.  In  eases  of  paresis  I do  not 
believe  it  is  ever  indicated.  As  a matter  of 
fact  1 have  seen  some  very  disastrous  re- 
sults. I recently  had  some  correspondence 
with  the  clinical  direction  of  the  state  hospi- 
tal at  Central  Islip,  Long  Island,  N.  Y.,  where 
Dr.  Fordyce,  who  has  recently  died,  treated 
quite  a number  of  cases  of  paresis  in  that 
institution  with  practically  no  results  so  far 
as  improvement  was  concerned. 

To  come  back  to  the  choice  of  drugs : I 

do  not  believe  that  during  the  administration 
of  any  drug,  if  the  patient  is  not  doing  well, 
perhaps  not  showing  a gain  in  weight, 
and  feeling  better,  that  it  is  wise  to  continue 
the  administration  of  that  particular  drug. 
Often  we  find  that  arsphenamin  causes  a loss 
in  weight.  I think  in  that  case  we  should 
administer  the  iodides  or  mercury,  or  vice 
versa. 

In  discussing  the  treatment  of  syphilis  as 
mentioned  in  Dr.  Jefferson’s  paper,  I agree 
with  him  in  practically  everything  he  said. 
In  our  clinic  we  find  a great  many  cases  in 
adults  that  have  not  been  diagnosed,  or  the 
diagnosis  has  probably  been  made  in  one  of 
the  other  clinics,  or  perhaps  following  a re- 
cent operation  the  proper  diagnosis  has  been 


* Presented  in  Symposium  on  Syphilis,  before  the 
Jefferson  County  Medical  Society. 
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made  from  the  serological  findings,  with  a 
Wassermann  reaction  of  three  or  four  plus. 
In  those  cases  where  we  have  no  active 
secondary  or  tertiary  lesions  we  have  decided 
that  the  administration  of  arsphenamin  is  not 
advisable  especially  if  the  patient  in  over 
50  years  of  age.  If  there  has  been  no  specific 
blood  analysis  and  if  the  patient  presents 
symptoms  of  neurosyphilis,  especially  in- 
volvement of  the  brain,  we  have  decided  that 
the  administration  of  arsphenamin  will  only 
aggravate  the  disease  and  cause  rapid  pro- 
gression of  symptoms.  In  those  cases  we 
usually  administer  iodide  and  mercury. 

As  to  the  administration  of  iodide : It  is 

indicated  principally,  I think,  in  the  late 
stages  of  syphilis,  the  so-called  teritiary 
stages,  and  of  the  three  drugs — arsphenamin, 
mercury  and  iodide — it  can  safely  be  pushed 
further  than  the  other  two. 

As  to  the  choice  of  method  in  the  admin- 
istration of  mercury:  I think  this  should  be 
left  to  the  most  satisfactory  results  and  ex- 
perience one  has  had  in  treatment  in  these 
cases.  There  is  no  doubt  but  the  inunction 
treatment  is  as  good  as  anything  else.  The 
reason  I do  not  use  it  myself  is  because  I 
do  not  like  to  do  it  myself  and  I cannot  trust 
my  patients  to  have  it  done,  and  of  course 
some  patients  object  to  this  method  for  cer- 
tain reasons.  When  I give  mercury  intramus- 
cularly I know  they  are  getting  it  and  just 
how  much. 

DISCUSSION 

Jethra  Hancock:  Syphilis  is  such  a tremendous- 
ly large  subject  that  we  are  more  or  less  con- 
fused in  trying  to  discuss  it,  especially  in  view  of 
the  scope  we  have  undertaken  to  cover  this  even- 
ing. I wish  the  discussion  could  be  more  men- 
tralized  as  in  that  way  we  could  have  gotten 
more  benefit  from  it.  The  papers  read  by  Dr. 
Jefferson  and  Dr.  Eddleman  were  excellent  and 
both  were  intended  for  study  rather  than  discus- 
sion so  far  as  I can  see.  I wish  I had  both  of 
them  to  read,  and  shall  look  forward  with  inter- 
est to  seeing  them  in  the  Kentucky  Medical  Jour- 
nal. 

The  important  thing  in  my  opinion  is  to  insti- 
tute the  proper  treatment  of  syphilis  before  it 
reaches  the  stages  mentioned  by  the  essayists. 
Treatment  of  the  late  stages  of  syphilis,  such  as 
paresis  and  locomotor  ataxia,  is  too  discouraging 
for  anyone  to  become  very  enthusiastic  about. 
Treatment  of  glandular  syphilis  is  not  so  discour- 
aging and  we  can  aproach  it  with  greater  en- 
thusiasm. The  most  important  feature,  however, 
is  to  treat  syphilis  early,  and  I wish  we  might 
have  presented  before  this  society  a symposium 
on  the  early  scientific  diagnosis  and  treatment 
of  syphilis.  Phobably  more  brain  matter  is  be- 
ing expended  on  this  subject  now  than  any  other 
in  medicine  unless  it  be  cancer  and  I believe  we 


are  gradually  getting  somewhere. 

There  are  a number  of  clinics  with  which  I 
have  something  to  do  throughout  the  state,  and 
it  has  been  very  encouraging  to  note  the  results 
with  some  of  the  newer  remedies  that  have  been 
tried. 

I have  been  impressed  with  the  fact  that  the 
majority  of  observers  still  speak  of  the  import- 
ance of  administering  a certain  number  of  cours- 
es in  the  treatment  of  syphilis  extended  over  a 
certain  period  of  time.  We  must  remember  that 
no  two  cases  of  syphilis  are  exactly  alike,  nor 
do  I believe  that  all  cases  should  be  treated  the 
same.  I can  readily  understand,  of  course,  that 
the  physician  should  use  the  method  with  which 
he  is  most  familiar  and  which  he  has  found  most 
effective  in  his  experience,  but  there  seems  no 
good  reason  to  speak  of  a certain  number  of 
courses  of  treatment.  For  instance,  one  observ- 
er specifies  six  doses  of  arsphenamine  and  twelve 
doses  of  mercury  as  a course  with  six  weeks  in- 
tervals, etc.  Another  man  adopts  this  method 
and  thinks  he  is  certainly  right.  Much  depends 
upon  the  stage  of  syphilis  when  treatment  is  in- 
stituted as  to  the  remedies  to  be  employed  and 
the  period  over  which  medication  is  to  be  ex- 
tended. 

The  most  important  feature,  in  my  opinion,  is 
that  we  make  the  diagnosis  of  syphilis  in  the  pre- 
Wassermann  stage,  before  the  Wessermann  re- 
action has  become  positive,  and  if  we  will  do 
this  we  can  offer  the  patient  much  more  toward 
a cure,  or  we  might  actually  say,  that  a cure 
could  be  effected,  by  the  intelligent  administra- 
tion of  remedies  now  at  our  command.  If  the 
patient  is  seen  and  the  diagnosis  made  in  the  pre- 
Wassermann  stage,  and  if  he  is  adequately  treat- 
ed over  a sufficient  period  of  time,  I dare  say  we 
will  see  few  cases  of  neurosyphilis  and  a mini- 
mum number  of  recurrences.  In  most  cases  if 
the  Wassermann  reaction  does  not  become  posi- 
tive within  the  first  three  weeks  of  treatment,  it 
will  not  become  positive  at  all.  I am  convinced 
of  this  from  the  actual  observance  of  patients 
treated  and  therefore  feel  rather  confident  about 
it. 

Another  point  I would  like  to  make:  When 

is  neurosyphilis  to  be  expected?  Is  it  a late  or 
an  early  manifestation  of  syphilis?  I am 
firmly  of  the  opinion  that  it  is  an  early 
manifestation.  I am  disposed  to  believe  .that 
the  nervous  system  is  invaded  within  the 
first  few  months  after  infection  has  occurred. 
If  the  cerebrospinal  fluid  be  tested  during  that, 
time  ample  confirmation  of  this  fact  will  he 
found.  At  the  §ame  time  I wish  to  express  the 
positive  belief  that  the  central  nervous  svstem 
is  more  resistent.  to  syphilitic  infection,  it  will 
bear  more  infection  and  toxins  of  syphilis,  than 
any  other  tissue  of  the  body;  moreover,  that 
many  patients  with  syphilis  of  the  nervous  sys- 
tem do  not  have  paresis  or  locomotor  ataxia; 
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these  are  the  causes  where  nature  produces 
spontaneous  cures. 

In  the  treatment  of  early  syphilis  arsphena- 
mine  is  an  excellent  remedy.  It  will  cause  les- 
ions to  disappear  and  sterilize  the  patient  if  ad- 
ministered before  the  Wassermann  reaction  be- 
comes positive.  After  the  Wassermann  reaction 
is  positive  we  have  quite  a different  proposition 
to  handle.  We  then  depend  less  upon  arsphena- 
mine  to  effect  a cure  of  the  disease,  but  it  does 
have  a place  even  in  this  stage.  However,  ar- 
sphenamine  has  no  place  in  the  very  late  mani- 
festitations  of  syphilis  even  though  the  Wasser- 
mann reaction  be  four  plus  positive.  The  ad- 
ministration of  arsphenamine  in  such  cases  may 
be  positively  harmful.  I have  in  mind  one  case 
in  which  arsphenamin  was  given  against  my  ad- 
vice with  disastrous  results.  The  patient  was  a 
man  whose  legs  had  been  amputated  after  a 
railroad  accident;  he  had  contracted  syphilis 
many  years  previously  which  had  resulted  in 
aulty  union  of  his  fractures,  hence  the  amputa- 
ion.  At  this  time,  twenty  years  later,  he  was 
pparently  in  perfect  health.  The  attending  phy- 
ician  insisted  upon  a Wasserman  test  which  was 
found  four  plus  positive  he  also  insisted  upon 
treating  the  patient  with  arsphenamin.  In  do- 
ing this  he  “aroused  a sleeping  dog.”  The  pa- 
tient was  made  distinctly  worse,  he  lost  weight, 
lost  his  appetite,  and  developed  some  serious 
dermal  lesions.  That  man  should  not  have  been 
given  arsphenamine,  he  was  living  in  harmony 
with  his  syphilis  prior  to  the  administration  of 
this  drug.  If  the  physician  had  given  him  inunc- 
tions of  mercury  no  harm  would  have  been  done 
even  if  no  good  has  been  accomplished.  Arsphen- 
amine may  work  wonders  in  vitro,  but  mercury 
and  the  bismuth  preparations  do  it  in  vivo!  For 
that  reason  I think  in  the  later  manifestations 
of  syphilis  we  should  rely  upon  mercury  by  in- 
unction, which  is  probably  the  best  method  of 
administration  or  use  iodide  of  potassium  and 
mercury  in  the  old-fashioned  way. 

A.  D.  Willmoth:  I think  the  question  of  syph- 
ilis is  always  an  interesting  one  to  any  surgeon 
for  two  reasons:  first  the  direct  bearing  which 
syphilis  has  on  the  case  that  may  come  under  ob- 
servation for  surgical  treatment  in  which  oper- 
ative procedures  are  clearly  indicated;  second, 
but  by  no  means  least  in  importance,  that  class 
of  patients  who  present  symptoms  that  are  ap- 
parently surgical,  yet  are  not  surgical — they 
never  are  and  never  will  be: — they  are  apparent- 
ly the  result  of  referred  pains  in  the  abdominal 
cavity  and  are  thus  misleading.  I am  sure  that 
in  the  earlier  days  of  my  practice  on  several  oc- 
casions I opened  the  abdomen  of  patients  suffer- 
ing from  syphilis.  These  cases  were  never  sur- 
gical at  any  time,  and  I simply  made  a mistake. 
We  recognize  the  fact  that  syphilis  may  invade 
practically  every  organ  and  tissue  of  the  body. 
Among  the  internal  organs  it  is  particularly 


prone  to  attack  the  liver,  spleen  and  stomach. 

It  is  interesting  to  note  that  in  recent  studies 
of  this  subject  no  one  has  ever  indicated  that  the 
gall  bladder  might  be  involved  in  cases  of  syph- 
ilis. It  seems  that  the  gall  bladder,  although 
the  liver  is  frequently  involved,  has  escaped  in- 
vasion by  the  spirochaetes  and  no  syhilitic  les- 
ions have  been  produced  there.  It  is  always  veil 
to  bear  syphilis  in  mind  when  trying  to  make  a 
differential  diagnosis  of  an  apparently  acute  ab- 
dominal condition.  T know  of>  nothing  that  is 
more  confusion  for  the  time  being  that  the  ;n- 
testinal  crises  or  the  so-called  tabetic  or  syphil- 
itic pains  in  the  abdomen.  They  are  easily  mis- 
taken for  disease  of  the  liver,  gall  bladder,  ap- 
pendix, or  possibly  ulcers  about  the  stomach  or 
duodenum.  It  is  no  easy  task  to  make  the  differ- 
entiation in  many  of  these  cases  between  syphilis 
and  some  of  the  acute  lesions  that  demand  sur- 
gical intervention  for  their  relief. 

Again,  syphilis  is  responsible  for  certain  con- 
ditions which  are  primarily  and  essentially  sur- 
gical in  their  significance.  One  of  these  is  the 
so-called  “diabetic”  gangrene  of  the  foot.  I am 
sure  many  of  these  cases  are  not  the  result  <.f 
toxic  conditions,  but  are  the  result  of 
direct  infection  of  the  blood  vessel  walls  by  spiro- 
chaetes, thus  producing  necrosis  of  tissue  by  ob- 
structing the  local  blood  supply  to  the  adjacent 
parts.  This  obstruction  may  be  temporary  or 
permanent  and  local  gangrene  may  be  the  logical 
result.  Syphilis  is  oftentimes  responsible  for 
this  condition. 

The  uterus  is  another  organ  that  is  not  in- 
frequently attacked  by  syphilis.  Not  all  cases  of 
menorrhagia  or  metrorrhagia  are  due  to  uter- 
ine myofibroma  or  beginning  carcinoma,  neither 
are  they  due  to  some  reflex  condition  within  the 
uterus  itself,  they  are  symptomatic  manifesta- 
tions due  to  syphilitic  invasion  of  the  uterine 
mucosa  and  submucosa.  Unless  we  take  these 
facts  into  consideration  we  are  likely  to  be  far 
from  correct  in  our  methods  of  dealing  with 
such  cases.  Without  careful  study  of  the  indi- 
vidual patient  presenting  uterine  symptom?  we 
are  apt  to  overlook  many  cases  of  syphilitic  in- 
volvement of  the  uterus. 

Syphilis  is  no  respecter  of  tissues,  every  organ 
and  structure  of  the  body  may  be  attacked,  in- 
cluding tbe  muscles.  I have  under  observation 
now  a patient  with  tumor  of  the  sternocleido- 
mastoid muscle  which  is  syphilitic  in  origin.  I 
have  seen  a number  of  cases  of  this  kind,  and 
they  were  all  syphilitic.  Unless  we  take  this  in- 
to consideration  we  are  prone  to  make  an  in- 
cision over  the  tumor  under  the  impression  that 
it  is  glandular  enlargement  or  smple  lipod  tu- 
mor, whereas  it  is  nothing  but  a manifestation 
of  syphilis.  A beautiful  description  of  this  con- 
dition was  given  many  years  ago  and  the  state- 
ment made  that  these  enlargements  are  always 
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syphilis  and  never  anything  else,  and  we  should 
not  operate  upon  them  with  the  idea  that  they 
are  malignant. 

The  presence  of  syphilis  has  an  important 
bearng  upon  safety  of  surgical  procedures  and 
the  operative  risk.  I am  sure  the  presence  of 
syphilis  has  much  to  do  with  the  operative  risk, 
and  the  surgeon  is  often  asked  to  make  a posi- 
tive statement  as  to  what  the  outcome  is  going  to 
be.  For  that  reason  we  must  take  into  consid- 
eration syphilitic  involvement  of  the  tissues  of 
the  patient’s  body  when  we  decide  upon  opera- 
tive procedures  for  the  relief  of  pathology  which 
may  be  present.  In  syphilis  there  is  always  more 
or  less  involvement  of  the  entire  system  and  the 
patient  is  not  as  good  an  operative  risk  as  he 
might  have  been  otherwise.  The  heart,  liver 
and  other  organs  may  be  seriously  involved  in 
syphilis,  also  there  may  be  vascular  and  circula- 
tory disturbances  which  interfere  with  vital 
processes.  Even  in  primary  and  seondary  cases 
syphilitic  infection  may  interfere  with  the 
healing  of  wounds  of  bones  and  soft  tissues.  We 
have  long  been  familiar  with  the  fact  that  syph- 
ilis may  cause  non-union  fractures  and  other 
wounds  of  bone,  but  not  until  more  recently  have 
we  considered  syphilis  as  a fator  in  the  non- 
union of  operative  wounds  of  the  soft  struc- 
tures. Thus  we  may  operate  for  appendicits  or 
other  abdominal  lesions,  the  abdominal  wound  ap- 
parently heals,  when  the  stitches  are  removed  on 
the  tenth  or  twelfth  day  we  find  the  wound  is 
merely  stuck  together  with  fibrinous  exudate,  the 
edges  separate  freely,  and  there  is  no  tendency 
toward  healing.  Such  cases  are  always  syphilitic, 
and  the  wound  heals  readily  following  antisyph- 
ilitic treatment.  This  fact  must  be  taken  into 
consideration  when  estimating  the  operative 
risk  and  the  utimalte  result  in  dealing  with  all 
types  of  lesions  requiring  surgical  intervention 
for  their  relief  in  patients  with  syphilis.  Some 
of  you  may  recall  a patient  exhibited  before  this 
society  about  a year  ago  upon  whom  celiotomy 
had  been  performed  with  non-union  of  the  ab- 
dominal wound  after  nearly  two  weeks.  When 
the  stitches  were  removed  the  wound  was  found 
gaping,  there  was  no  semblance  of  healing, 
merely  an  agglutination  of  the  edges.  It  was 
proven  that  the  patient  was  a syphilitic,  and  fol- 
lowing antisyphilitic  treatment  the  wound  healed 
perfectly.  Thus  it  will  be  seen  that  the  question 
of  syphilis  has  a direct  bearing  upon  the  ultimate 
outcome  in  certain  cases  where  surgery  is  ad- 
vised. 

Nothing  has  been  said  in  regard  to  the  surgi- 
cal risk  in  syphilitic  involvement  of  the  vascular 
system,  the  brain,  the  aorta,  etc.  One  speaker 
mentioned  syphilis  of  the  thyroid  and  pituitary 
gland.  Such  cases  must  be  quite  rare.  When 
the  brain  or  vascular  system,  including  the  great 
vessels,  is  involved  the  surgical  risk  is  markedly 
increased.  These  cases  should  be  carefully  stud- 


ied before  any  operative  work  is  undertaken,  and 
except  in  emergency  cases  surgery  should  be 
postponed  until  the  condition  of  the  patient  has 
been  improvd  by  adequate  antisyphilitic  medica- 
tion. In  my  judgment  operative  intervention 
should  not  be  undertaken  upon  patients  in  the 
primary  or  secondary  stages  of  syphilis  except- 
ing in  cases  where  surgery  is  urgently  demanded 
and  delay  would  be  dangerous.  In  other  words, 
wherever  possible  surgery  in  syphilitics  should 
be  elective  and  be  undertaken  after  the  dangers 
to  which  atention  is  been  called  have  been  elim- 
inated by  the  institution  of  antiluetic  treatment. 
Of  course  emergency  operations  must  be  per- 
formed when  necessary  regardless  of  the  pres- 
ence of  syphilis. 

There  is  one  question  in  regard  to  the  treat- 
ment of  syphilis  upon  which  I would  like  to  be 
enlightened : I wish  someone  who  treats  this  dis- 
ease would  tell  us  the  frequency  with  which  the 
liver  involvement  is  increased  following  the  ad- 
ministration of  the  arsenical  preparations.  I was 
recently  called  in  consultation  to  see  a woman 
who  presented  what  was  apparently  an  acute 
cholecystitis.  She  had  slight  jaundice  and  some 
elevation  of  temperature.  She  promptly  lapsed 
into  an  unconscious  state  and  died  within  thirty- 
six  hours.  The  history  was  that  two  weeks  pre- 
viously she  had  been  given  an  intravenous  dose 
of  something — whether  it  was  neoarsphenamine 
or  arpshenamine  I do  not  know.  The  patient  her- 
self did  not  know  what  she  had  been  given,  neith- 
er did  the  family  physician,  and  nothing  further 
could  be  developed  from  the  history.  The  sister 
called  attention  to  the  fact  that  some  prepara- 
tion had  been  administrcd  intravenously  when 
the  family  physician  and  myself  were  discussing 
the  case.  The  patient  was  removed  to  the  hos- 
pital immediately,  but  died  within  thirty-six 
hours  apparently  from  a toxic  liver  with  jaun- 
dice which  rapidly  deepened 

I would  like  to  know  the  frequency  with  which 
the  liver  is  attacked  by  the  arsenical  prepara- 
tions, and  if  there  are  any  differences,  in  these 
preparations  as  to  the  frequency  with  which  they 
attack  the  liver  after  intravenous  or  other  meth- 
ods of  administration. 

Robert  L.  Kelly:  The  previous  speakers  have 
said  nothing  about  the  use  of  bismuth  in  the 
treatment  of  syphilis.  This  method  was  brought 
prominently  before  the  profession  by  Levaditi  in 
1921-1922.  Prior  to  that  time,  however,  the 
drug  had  been  used  experimentally  by  Santon 
and  Robert.  Balzer  in  1889  made  some  exten- 
sive experiments  on  dogs  and  rabbits  by  intra- 
venous injections  of  bismuth,  but  had  severe  un- 
toward reactions  and  the  method  was  abandoned. 
Sazerac  and  Levaditi  (1921-1922)  made  further 
experiments  with  animals  using  intramuscular 
injections  of  different  preparations  of  bismuth 
— principally  sodium  and  potassium  tetrobi- 
smuthate — and  also  in  human  beings  in  clinics, 
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and  found  that  this  drug  had  marked  therapeu- 
tic value.  Since  that  time  several  American  ob- 
servers have  been  using  bismuth,  both  experi- 
mentally and  clinically,  and  its  therapeutic  val- 
ue has  been  thoroughly  demonstrated.  In  the 
scale  of  efficiency  arsphenamin  is  classed  at  10, 
bismuth  7,  mercury  at  3.  Bismuth  is  given  with 
good  effect  in  the  primary  and  early  secondary 
stages  of  syphilis,  causing  disappearance  of  muc- 
ous patches  and  other  characteristic  symptoms, 
after  a total  amount  of  .3  to  1.5  gram  has  been 
administered.  It  has  also  been  shown  to  be  of 
value  in  the  later  stages  of  the  disease.  The 
Wassermann  reaction  is  reversed  in  the  majori- 
ty of  cases  when  2 to  3 grams  have  been  given. 
The  rule  is  to  give  0.1  to  0.2  gram  every  four 
days  or  a week.  The  toxic  effects  produced  by 
this  drug  are  about  the  same  as  from  mercury, 
but  there  is  no  salivation.  When  the  patient  be- 
gins to  show  foul  breath  and  gingival  blue  lines 
it  is  a sign  to  discontinue  the  treatment  tempor- 
arily to  avoid  ulceration  of  the  buccal  musosa. 

Curran  Pope:  In  the  treatment  of  any  infec- 
tion that  involves  every  tissue  and  structure  of 
the  human  body,  we  should  be  guided  by  basic 
principles.  I will  try  and  enunciate  one;  the  body 
cures  itself;  .we  do  not  cure  syphilis  with  any  of 
the  so-called  antisyphilitic  drugs.  These  reme- 
dies, among  a number  of  other  things  I am  go- 
ing to  mention,  merely  possess  the  power  of 
stimulating  the  processes  of  the  body  to  cure 
itself.  There  are  patients  who  go  all  through 
life  with  positive  Wassermann  reactions  and  yet 
present  no  clinical  symptoms. 

The  time  for  the  treatment  of  nervous  syph- 
ilis is  in  the  primary  stages;  but  there  will  be 
found  many  cases  that,  no  matter  what  may  be 
done,  are  going  to  have  nervous  syphilis  because 
they  have  nervous  systems  that  not  only  cannot 
resist  syphilis  but  cannot  resist  many  other  in- 
fections likewise.  There  are  any  number  of  in- 
dividuals whose  nervous  systems  are  affected  by 
typhoid  fever  and  other  diseases.  We  must  not 
think  of  syphilis  alone,  but  must  think  of  the 
kind  of  tissue,  its  structure,  the  peculiar  and  per- 
sonal reactions  of  the  individual. 

As  to  the  early  infection  of  syphilis:  Is  its 

symptoms  due  altogether  to  one  kind  of  spiro- 
cheate?  Might  it  not  also  be  due  to  a peculiar 
neurotrophic  spirocheate  acting  upon  a nervous 
system  that  is  already  prepared  and  sensitized 
by  its  own  weaknesses  to  syphilis?  The  location 
of  tabes  and  paresis  is  oftentimes  not  determin- 
ed by  early  infection  nor  by  the  neurotrophic 
spirocheate,  but  my  motor  activity.  Dr.  C.  F. 
Russell  of  Toronto,  has  shown,  from  many  care- 
ful clinical  observations  that  the  involvement  of 
upper  tabes  result  from  over-motor  stimulation 
of  the  upper  cord,  just  like  lower  tabes,  may  re- 
sult from  over-stimulation  of  neurons  lower  in 
the  cord.  It  must  not  be  forgotten  that  often- 
times paresis  is  the  result  of  a combination  of 


[February,  1927 

conditions,  as  well  as  the  specific  infection.  The 
truth  of  the  busines  is  that  tabes  and  paresis  for- 
tunately develop  in  but  a very  small  percentage 
of  those  who  are  affected  by  syphilis;  this  is  in- 
deed a blessing. 

I would  like  to  emphasize  the  fact  that  doc- 
tors must  never  forget  that  the  treatment  of  sy- 
philis does  not  consist  solely  in  the  administra- 
tion of  antisyphilitic  remedies.  Syphilis  should 
never  be  treated.  I want  to  repeat  that  SYPH- 
ILIS SHOULD  NEVER  BE  TREATED,  but  the 
patient  should  be  handled.  Antisyphilitic  treat- 
ment may  be  found  in  diet,  in  exercise,  in  fresh 
air  and  in  that  most  powerful  antisyphilitic  rem- 
edy hydrotherapy.  Many  cases  that  will  not  re- 
act to  antispecific  medication  alone  will  react  to 
antispecific  medication  with  the  proper  use  of 
these  adjuncts. 

A negative  Wassermann  reaction  in  a case 
about  which  one  knows  nothing  should  mean 
nothing  in  my  humble  opinion.  I think  a nega- 
tive Wassermann  is  of  value  only  after  a known 
positive  Wasserman  reaction.  I could  cite  case 
after  case  in  which  the  spinal  fluid  and  the  blood 
were  both  negative,  and  yet  the  patients  were 
plainly  syphilitic.  As  I have  once  or  twice  be- 
fore remarked,  I am  now  one  of  the  older  prac- 
titioners of  medicine,  my  experience  dates  from 
long  before  the  Wassermann  test  was  devised.  I 
have  not  been  carried  away  by  the  Wassermann, 
nor  by  arsphenamin,  nor  by  any  particular  meth- 
od of  medication.  I believe  that  there  is  a wide 
field  of  real  diagnosis  of  syphilis  which  em- 
braces what  one  can  see,  touch  and  test. 
In  other  words,  what  can  be  determined 
by  diagnostic  abilities  outside  of  the  Was- 
serman reaction.  I will  venture  the  assertion 
that  there  are  few  cases  in  which  the  expert  ex- 
aminer cannot  find  some  sign  of  syphilis.  I had 
in  my  office  today  a young  woman  with  syphilis 
whom  nothing  has  helped.  Her  spinal  fluid  and 
blood  Wassermann  reactions  are  negative.  She 
is  in  a wretched  nervous  condition,  miserable.  I 
made  the  diagnosis  of  inherited  syphilis  based 
on  the  bone  conditions,  especially  the  tibial  de- 
formity and  scaphoid  scapulea.  I believe  she  will 
eventually  get  well. 

It  is  the  little  features  that  oftentimes  show 
the  way  the  wind  is  blowing.  I frequently  won- 
der why  it  is  that  so  few  men  remember  one  of 
the  most  distinctive  symptoms  of  syphilis,  the 
condition  of  the  aorta.  I have  in  preparation  now 
a paper  on  what  I am  pleased  to  call  “Aortoas- 
thenia”  that  I expect  to  read  the  early  part  of 
next  year,  representing  some  observations  of 
mine  extending  over  a decade,  in  which  I am 
satisfied  there  was  intermittent  dilation  of  the 
aorta,  or  aortic  asthenia,  which  is  a not  infre- 
quent accomaniment  of  specific  disease  as 
well  as  permanent  asthema  and  aortic  aneurysm. 
Nor  should  we  overlook  the  myocardial  or  heart 
muscle  weakness;  in  the  milder  forms  I am  pleas- 
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ed  to  call  this  condition  “cardi-myasthenia”  with 
syphilis  very  frequently  the  underlying  cause. 
When  we  can  exclude  gall  bladder  disease,  it  is 
very  sugestive  symptom,  a diagnostic  factor  pos- 
sibly in  syphilis. 

I am  one  of  those  who  believes  that  it  is  a 
rather  risky  thing  to  give  a patient  an  anesthetic 
who  has  any  specilic  symptoms,  either  minor  or 
m,ajor,  referable  to  the  brain.  1 am  afraid  of  it 
and  always  prepare  the  family  by  telling  them 
of  the  risk  and  the  danger,  and  as  Dr.  Willmoth 
has  said  unless  it  is  an  emergency  case  operation 
snould  not  be  performed,  and  then  if  it,  is  per- 
formed it  should  if  possible  be  done  under  local 
and  not  under  general  anesthesia. 

This  is  a tremendous  subject.  Syphilis  to  the 
human  being  is  a great  deal  like  what  Bob  In- 
gersoll  said  of  Shakespeare,  an  intellectual 
ocean,  touching  every  shore  of  thought  and  so 
it  is  that  syphilis  touches  every  organ  and  every 
function.  I believe  it  was  the  late  lamented  Os- 
ier who  once  stated:  “He  that  knows  syphilis 
well,  knows  clinical  medicine  well.” 

Robert  L.  Kelley:  Kolmer  and  Luke  did  con- 
siderable experimental  work  on  rats  by  adminis- 
tering lethal  doses  of  arsphenamin  and  neoar- 
sphenamin.  The  arsenic  content  of  each  drug 
that  both  series  received  was  closely  similar.  Af- 
ter death  of  the  animals  the  liver  and  kidneys 
were  examined.  It  was  found  that  arsphenamin 
caused  degeneration  and  necrosis  of  the  liver, 
and  the  degeneration  was  so  marked  in  a few 
of  the  rats  that  it  closely  resembled  acute  yel- 
low atrophy.  While  arsphenamin  had  some  de- 
generative effect  on  the  kidney,  there  was  no 
necrosis.  Neoarsphenamin  caused  degeneration 
and  necrosis  of  the  kidney  structure,  while  in  the 
liver  it  caused  some  cytoplasmic  swelling  but  no 
necrosis. 

These  experiments  suggest  that  if  there  is  any 
suspicion  of  liver  disease,  neorsphenamin  should 
be  administered;  if  the  kidneys  are  involved,  ar- 
sphenamin should  be  selected. 

Chas.  W.  Jefferson:  I have  seen  two  patients 
with  intense  jaundice  during  syphilis  where 
arsphenamin  was  not  used  in  the  treatment.  I 
have  come  to  the  conclusion  that  certain  syph- 
ilitics develop  jaundice  anyway  regardless  of  the 
method  of  treatment  employed.  I have  under 
observation  now  a , mart  with  acute  jaundice 
which  is  probably  syphilitic  in  origin.  I do  not 
believe  the  administration  of  arsphenamin  has 
anything  to  do  with  the  development  of  jaun- 
dice in  these  cases. 

Edward  R.  Palmer:  I believe  those  of  you  who 
have  been  in  the  practice  of  medicine  as  long  as 
I have  will  agree  with  me  when  I say  that  syph- 
ilis, as  we  see  it  today  is  distinctly  different  from 
what  it  was  thirty  years  ago.  In  those  days  it 
was  common  to  see  marked  skin  lesions,  papu- 
lar, pustular,  rupial,  serpiginous,  etc.;  it  was 
common  to  see  not  only  mucous  patches  but  ul- 


cers of  the  throat,  the  larynx,  pharnyx,  des- 
truction oi  tne  nard  ana  sort  palate;  anal  and 
vaginal  conayiomata;  uestruction  of  me  vomer; 
saddle-nose,  and  otner  lesions  tnat  were  tnen 
characteristics  of  tne  disease. 

It  has  been  said  oy  some  ooservers  that  syph- 
ilis is  becoming  milder.  1 do  not  believe  that. 
It  is  becoming  milder  in  one  respect,  irom  tne 
fact  tnat  we  do  not  see  tnese  old,  horrible  les- 
ions that  gave  the  disease  its  awxul  name.  It  is 
claimed  that  syphilis  is  getting  milder,  and  that 
this  is  due  to  the  gradual  syphilization  of  the 
race.  That  is  absolutely  wrong  also.  There  is 
no  such  tnmg  as  syphilization  of  the  race.  There 
is  no  such  thing  as  the  disease  being  acquired  by 
the  process  known  as  heredity.  For  the  race  to 
be  syphilized,  every  living  person  would  have  to 
contract  the  disease  by  direct  inrection.  So  the 
disease  is  not  getting  milder,  nor  are  we  becom- 
ing gradually  syphilized.  The  disease  has,  how- 
ever, changed  in  character.  Nowadays  the  sy- 
philis we  see  mostly  is  the  type  described  in  this 
symposium,  and  the  chairman  of  the  program 
committee  must  have  recognized  this,  that  is 
that  the  more  or  less  common  manifestations  of 
thirty  years  ago  are  now  seldom  encountered, 
and  other  types  of  the  disease  will  be  seen  more 
and  more  frequently  in  the  future. — I refer  to 
syphilis  of  the  central  nervous  system,  the  gland- 
ular system,  and  another  type  not  mentioned 
particular  by.  the  essayists,  syphilis  of  the  vas- 
cular system.  These  are  the  types  of  syphilis 
we  are  seeing  today.  You  may  wonder  why  this 
long  peroration,  what  am  I driving  at?  I am  go- 
ing back  to  my  old-time  hobby! 

Why  has  syphilis  changed?  Is  the  race  any 
different?  No.  Has  there  been  any  change  in 
the  spirocheate  itself?  Has  it  undergone  any 
variations  in  its  type?  Is  there  any  such  thing 
as  a neurotrophic  spirocheate?  If  there  Is  a 
neurotrophic  spirocheate,  why  should  there  not 
be  cardiotrophic  and  renotrophic  spirocheates? 
I do  not  believe  that  either.  I do  not  believe 
there  has  been  any  change  in  the  soil,  and  I do 
not  believe  there  has  ben  any  change  in  the 
germ.  What  has  changed?  There  has  been  a 
change  in  the  method  of  treatment,  and  in  this 
change  in  the  method  of  treatment,  although 
you  have  gotten  rid  of  the  repulsive  external 
lesions  of  the  disease,  you  have  done  so  at  the 
expense  of  the  internal  organs.  This  statement 
of  mine  is  borne  out  by  the  findings  of  an  emi- 
nent pathologist  who  has  been  quoted  a number 
of  times  in  this  symposium,  viz:  Warthin.  He 
made  a careful  anatomico-pathologic  analysis  of 
a large  number  of  cases  where  patients  had  died 
during  the  various  stages  and  conditions  of  sy- 
philis; some  had  not  been  treated,  some  had  been 
treated  by  half-way  methods,  some  had  received 
the  most  up-todate  scientific  treatment  known. 
In  each  and  every  one  of  these  cases,  even  in 
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those  that  had  received  the  most  through  scien- 
tific treatment  known  today,  he  found  unmis- 
takable evidences  of  syphilis  in  practically  all  of 
tne  internal  organs,  from  these  findings  he 
makes  the  statement  that  he  has  become  ex- 
tremely pessimistic  concerning  the  curative  ef- 
fect of  any  of  the  modern  methods  of  treating 
syphilis,  it  being  his  belief  that  the  only  effect 
tins  treatment,  has  is  to  render  the  disease  lat- 
ent. This  statement,  made  by  a competent  path- 
ologist, confirms  the  opinion  I have  always  neld 
concerning  the  modern  methods  of  treatment. 
They  are  based  upon  the  misconception  that 
syphilis  could  be  cured  by  the  direct  germicidal 
action  of  one  particular  drug.  I am  still  firmly 
convinced  that  there  is  no  such  drug,  and  that 
syphilis  cannot  be  cured  within  a short  time  as 
claimed  by  the  advocates  of  the  newer  methods 
of  treatment.  Some  observers  have  gone  a step 
further  and  claimed  that  certain  drugs  will  pre- 
vent these  invasions  of  the  internal  organs,  par- 
ticularly the  central  nervous  system.  This,  I be- 
lieve, is  utterly  untrue. 

What  cures  syphilis?  Dr.  Pope  struck  the 
keynote  in  his  discussion.  Mercury,  arsphenamin, 
sulpharsphenamin,  bismuth, — none  of  these 

drugs  will  cure  syphilis.  These  drugs  do  not  act 
in  the  body  as  spiroc'neatecides,  they  do  not  kill 
the  spirocheates,  they  cannot  be  introduced  into 
the  body  in  sufficient  concentration  to  act  in 
that  way.  Syphilis  is  cured  first,  last  and  all  the 
time  by  the  mechanism  of  the  body  itself,  our 
diugs  or  other  means  employed  simply  aid  this 
mechanism  in  the  cure  of  the  disease. 

I wish  just  here  to  pay  my  respects  to  my 
friend  Dr.  Jefferson  and  his  pet  hobby,  i.  e.,  sal- 
varsanized  serum  and  intraspinous  administra- 
tion: l cannot  for  the  life  of  me  see  where  there 
is  any  basis  anatomically,  pysiologically  or  phy- 
sically, for  this  treatment.  The  reason  they  say 
salvarsanized  serum  should  be  given  by  the  intra- 
spinous method  is  because  the  choroid  plexus  is 
impervious  to  salvarsan,  consequently  there  will 
be  no  effect  in  the  spinal  canal  or  in  the  cere- 
brospinal fluid.  Why  is  it  necessary  for  the  drug 
to  get  into  this  fluid?  Is  that  the  way  the  brain 
gets  its  nourishment,  through  the  spinal  fluid? 

I do  not  believe  so.  If  that  is  the  way  the  brain 
gets  its  nourishment,  then  what  in  the  world  is 
the  purpose  of  the  circle  of  Willis?  What  is  the 
purpose  of  the  anterior,  middle  and  posterior 
cerebral  arteries?  Do  they  not  carry  nourish- 
ment to  the  brain  substance?  If  they  carry 
nourishment  to  the  brain  substance,  is  not  the 
best  way  to  get  medication  into  these  structures 
through  the  same  channels?  Can  you  not  imag- 
ine that  medicine  introduced  intravenously 
would  have  better  chance  of  reaching  the  brain 
than  when  given  intraspinously?  The  cerebro^ 
spinal  fluid,  physically  and  physiologically,  is 
nothing  but  a bumper  or  fluid  cushion  which 
acts  as  a protection  to  the  central  nervous  sys- 


tem, to  maintain  normal  pressure,  to  prevent 
. shocks,  etc.  it  has  no  other  funciton.  The  brain 
receives  its  nourishment  through  the  blood  ves- 
sels and  lymph  spaces,  just  like  any  other  tissue 
does,  and  the  proper  way  to  get  medication  to 
the  brain  would  be  either  intravenously,  or 
through  the  stomach,  or  in  any  other  way  in 
which  medicine  would  be  taken  into  the  general 
circulation.  It  would  be  just  as  logical  to  treat 
heart  disease  by  injecting  medicine  into  the  peri- 
cardial sac  as  to  treat  brain  disease  "by  injections 
in  the  spinal  fluid. 

The  man  who  is  always  in  opposition  has  to  be 
on  the  watch  all  the  time  in  order  to  find  argu- 
ments to  help  him  along-  in  his  fight.  In  the 
November  14th,  1925,  issue  of  the  Journal  of 
the  American  Medical  Association,  there  is  an  ar- 
ticle excerpted  from  the  Archives  of  Neurology 
and  Phyclnatry  concerning  the  source  of  the 
cerebrospinal  fluid.  This  explains  why  tne  cho- 
roid plexus  is  impervious  to  arsphenamin  or  any 
other  drug,  and  why  such  medication  cannot 
reach  the  brain  when  introduced  intraspinally. 
There  are  two  theories  as  to  the  source  of  the 
cerebrospinal  fluid.  The  first  is  the  secretion 
theory  of  the  cerebrospinal  fluid  which  holds 
that  this  body  fluid  is  largely  elaborated  by  the 
choroid  plexus.  The  second  is  the  excretion  or 
absorption  theory  which  holds  that  the  fluid 
comes  from  the  tissue  fluids  of  the  brain  itself. 
The  secretion  theory  is  mainly  based  on  experi- 
mental and  antomic  data,  which  may  equally  well 
be  explained  by  the  excretion  theory.  The  latter 
renders  understandable  the  changes  in  the  sub- 
archnoid  spaces  and  choroid  plexus  in  various 
lesions  of  the  brain  or  cord.  As  the  secretion 
theory  does  not  explain  the  relationship  between 
the  brain  and  subarchnoid  changes,  Hassin  says, 
it  must  be  assumed  that  the  cerebrospinal  fluid  is 
produced  by  the  brain  tissues  themselves  the 
villi  of  the  choroid,  like  those  of  the  arachnoid, 
being  organs,  not  of  secretion,  but  of 
excretion  or  absorption  of  the  waste  from 
the  spinal  fluid.  In  other  words,  the  choroid 
plexus  does  not  secrete  the  cerebrospinal  fluid. 
These  little  villi  protruding  into  this  fluid  are 
simply  solely  for  the  purpose  of  filtering  out  the 
waste  products  and  have  nothing  whatever  to  do 
with  the  formation  of  the  spinal  fluid.  So,  as 
I have  already  stated,  I cannot  see  any  logical 
reason  for  intraspinous  treatment,  as  certainly 
no  medicine  introduced  into  the  spinal  canal  can 
possibly  reach  the  brain  tissues.  The  only  meth- 
od by  which  drugs  can  reach  the  brain  is  through 
the  geneal  circulation.  The  whole  idea  of  intra- 
spinous medication,  based  upon  experimental  da- 
ta, is  that  drugs  so  introduced  act  directly  upon 
the  spirocheates;  but  there  are  no  spirocheates  in 
the  cerebrospinal  fluid,  they  are  in  the  brain  tis- 
sue or  in  the  spinal  cord,  and  it  would  be  a 
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round-about-way  to  try  to  reach  them  through 
he  cerebrospinal  fluid. 

Chas.  W.  Jefferson  (in  closing)  : While  I have 
t]ie  highest  regard  for  the  opinions  of  Dr.  Palmer 
I must  disagree  with  what  he  says  about  intra- 
spinous  medication  in  late  stages  of  syphilis.  In 
the  majority  of  these  cases  the  Wassermann 
reaction  on  the  cerebrospinal  fluid  shows  four 
plus  positive,  and  after  one  or  more  intraspinous 
injections  of  salvaranized  serum  the  fluid  be- 
comes normal  in  reaction. 

In  my  experience  the  clinical  results  amply 
testify  to  the  value  of  the  Swift-Ellis  method  of 
treatment.  I have  treated  many  patients  with 
beginning  tabo-paresis  by  this  method  with  as- 
tonishingly good  results.  I do  not  mean  to  say 
that  these  individuals  are  completely  well,  but 
they  have  improved  in  every  way  to  a marked 
degree,  and  have  been  able  to  resume  their  form- 
er occupations.  Many  of  them  were  practically 
incapacitated  prior  to  treatment,  their  lives  were 
miserable  because  of.  their  inability  to  navigate 
and  because  of  their  mental  disturbances, — 
they  are  now  walking  with  less  difficulty,  they 
are  mentally  clear,  and  are  comfortable.  When 
such  results  can  be  accomplished  by  intraspinous 
medictaion  I can  see  no  reason  to  argue  against 
this  method  of  treatment. 

Significance  of  Blood  Cultures. — A total  of 
2.092  recorded  blood  cultures,  taken  during  two 
years,  was  studied  by  Lawson,  and  the  final  end- 
results  are  tabulated.  Altogether,  221  positive 
blood  cultures  were  obtained.  The  proportion  of 
deaths  from  all  cases  of  septicemia  to  total  posi- 
tive blood  cultures  was  62.2  per  cent.  The  pro- 
portion of  known  deaths  from  septicemia  to 
total  blood  cultures  taken  was  6.54  per  cent. 
The  diseases  with  positive  blood  cultures  totaled 
twenty-eight,  or  26.6  per  cent  of  the  total  num- 
ber of  conditions  for  which  they  were  taken. 
The  organisms  isolated  include  the  usual 
pathogenic  ones,  the  majority  of  positive  cul- 
tures being  comnosed  of  pneumonocci,  Staphy- 
lococus  aureus,  B.  typhosus.  Streptococcus  hem- 
olyticus  and  Streptococcus  viridans.  The  per- 
centage of  deaths  in  relation  to  total  positive 
cultures  for  each  organism  from  100  per  cent 
with  gonococci,  Staphylococcus  and  strep- 
tococci, to  61.9  per  cent  for  Streptococcus 
hemolyticus,  50  per  cent  for  meningococci,  and 
28.9  per  cent  for  B.  typhosus.  The  average  per- 
centage of  deaths  in  relation  to  total  cultures 
for  all  organisms  was  72.2  per  cent.  The  ma- 
jority of  deaths  occurred  on  the  same  day  or 
within  four  days  after  the  first  blood  culture 
was  taken. 


SYMPOSIUM  ON  ARTERIAL 
HYPERTENSION 

ARTERIAL  HYPERTENSION:  CASE 
. REPORT* 

By  J.  Rowan  Morrison,  Louisville. 

I first  saw  Mr.  S,  a merchant,  aged  55,  on 
November  2,  1!)22.  The  history  obtained  was 
that  on  the  night  before  at  midnight  he  had 
a stroke  of  paralysis  involving  the  right  side. 
When  I saw  him  he  was  perfectly  conscious 
and  showed  some  signs  of  recovery,  in  the 
eight  hours  from  his  first  shock  until  the 
time  1 examined  him.  He  was  a short,  fat 
man,  weight  at  that  time  215  lbs.  His  family 
history  was  practically  negative.  Personal 
history  was  that  he  had  had  usual  childhood 
diseases,  but  no  scarlet  fever  or  diphtheria ; 
had  typhoid  a number  of  years  previously 
and  had  suffered  from  gall  bladder  infection, 
and  gall  stones  for  a number  of  years  prior 
to  1903,  when  he  had  a gall  bladder  opera- 
tion ; teeth  in  good  condition ; tonsils  not 
diseased.  He  is  a successful  business  man 
and  a very  hard  worker,  paying  a great  deal 
of  attention  to  details.  A nervous  type  and 
giving  little  thought  to  rest  or  vacation.  A 
heavy  eater  with  special  preference  for  meat 
and  sweets.  Had  no  hobby  but  his  work. 

At  the  time  of  examination,  blood  pressure 
was  220-130  with  rapid,  full  pulse.  Face 
flushed  and  presenting  typical  symptoms  of 
cerebral  hemorrhage.  He  was  at  this  time 
exceedingly  emotional.  He  was  kept  per- 
fectly quiet,  ice  caps  were  applied,  and  he 
was  given  a laxative,  bromide  and  iodide  of 
soda  and  A^erv  light  diet.  He  began  to  im- 
prove quickly  showing  that  his  hemorrhage 
had  not  involved  a vital  point.  Examina- 
tion of  his  urine  showed  albumin,  easts,  re- 
duced specific -gravity ; blood  chemistry,  later, 
showed  modern  retention  of  non-protein 
nitrogen.  P.  S.  P.  two  hours  Avas  50.  Heart 
was  moderately  enlarged  showing  no  parti- 
cular disease,  only  enlargement  from  hyper- 
tension. 

Mr.  S.  continued  to  improve  and  after 
three  months,  Avas  up  and  about,  Avith  very 
little  involvement  from  the  cerebral  hemor- 
rhage. His  blood  pressure  AAras  usually  be- 
tween 195-100  to  180-95.  His  weight  averaged 
about  210  lbs  at  this  time  although  he  had 
made  a considerable  reduction  in  diet.  He 
was  advised  to  return  to  his  work  very  sIoavIv, 
to  develop  a hobby  of  some  form  consisting 
of  light  exercise  each  day  in  the  open  air. 


*l£ead  before  the  Jefferson  County  Medical  Society, 
October  5,  1925. 
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He  chose  golf  which  he  had  played  occasion- 
ly  before  his  stroke,  and  which  he  now  played 
with  a less  degree  of  accuracy  and  much  less 
strenuously  but  with  a great  deal  of  pleasure. 

By  cutting  dotvn  the  anxieties  of  his  work, 
by  teaching  him  to  take  it  much  less  seriously, 
by  continuing  a low  protein,  low  salt,  some- 
what diminished  diet,  he  gradually  lost 
weight  and  his  blood  pressure  gradually' de- 
clined as  shown  by  my  notes,  for  early  in 
1923  after  2 months’  visit  in  Florida;  blood 
pressure  1 61  -90 ; weight  1 98  ; sleeping  well, 
happy  and  continuous  exercise  of  golf.  In 
autumn,  1923,  weight  199,  blood  pressure 
180-95.  At  this  time  he  felt  better  but  had 
neglected  his  rest  and  exercise.  Was  advised 
to  go  slower,  to  redyce  his  diet  considerably, 
and  as  his  business  was  more  exacting,  he 
was  given  luminol  1-2  gr.  with  sajodin  3 gr. 
one  hour  after  meals  three  times  a day.  I 
used  this  with  the  idea  of  eontroling  his 
nervousness.  He  was  advised  to  go  south  for 
several  months’  rest.  He  did  with  great 
benefit. 

My  notes  for  1924  show-gradual  diminish- 
ing weight.  March,  1924.  weight  185  lbs., 
blood  pressure  165-90;  feeling  well,  happy 
but  with  a tendency  for  an  occasional  extra 
systole  on  heart  examination.  At  this  time 
there  Avas  considerable  gas  in  the  colon  and 
he  was  advised  to  take  less  starchy  food  and 
to  increase  the  amount  of  cultured  milk  each 
day.  Advised  to  take  purified  ox  gall.  My 
notes  show  the  next  month  the  extra  systole 
Avas  not  found,  there  was  less  gas  in  the 
colon,  and  that  he  felt  better. 

Notes  for  January  6,  1925,  shoAv  his  weight 
to  be  180.  No  evidence  of  extra  systole. 
Patient  better.  Advised  to  take  another  rest 
in  the  south.  Notes  of  June  25.  1925.  patient 
is  much  better,  pulse  regular,  76.  blood  pres- 
sure 154-85,  less  gas,  weight  179  1-2.  .August 
18,  1925.  feeling  very  well,  no  headache, 
sleeps  well,  blood  pressure  140-80,  pulse 
regular,  76.  October  2,  1925,  three  years 
from  date  of  stroke,  patient  58  years  of  age. 
Feels  Amw  well.  Pulse  regular,  80.  blood 
pressure  160-90.  Feels  a little  tired.  Has 
had  a week  of  more  strenuous  Avork.  Ad- 
mits that  he  has  been  doing  too  much.  Is  on 
the  way  home  for  afternoon  rest.  Bowels 
move  regularly.  Takes  several  times  a week 
small  dose  of  “Dawson  Springs  water”  in 
glass  of  hot  water  before  breakfast.  This 
produces  one  semi-solid  movement.  Weight 
175  lbs. 

This  is  a case  of  arterial  hypertension  in 
a business  man  55  years  old,  with  cerebral 
hemorrhage,  with  observations  over  three 
years.  The  man  admits  he  feels  far  better 
noAv  with  a weight  of  175  lbs, — being  a loss 


of  40  lbs.  in  three  years,  Avith  a blood  pres- 
sure a\’eraging  between  140  and  160  when  un- 
der normal  conditions,  although  running 
much  higher  than  this  under  excitement,— 
than  be  did  three  years  ago.  The  treatment 
has  6on!  j?  ted  largely  in  training  him  to  be- 
come skilled  in  the  use  of  equanimity;  to  re- 
duce his  diet  to  a comfortable  intake  of  food, 
properly  balanced.  In  teaching  him  to  avoid 
excitement  of  all  kinds  and  to  administer  to 
him  such  substances  as  bromides  and  lumi- 
nol when  he  has  to  take  on  any  added  amount 
of  excitement  in  his  work. 

This  man  has  improved  principally  because 
lie  lias  obeyed  instructions  and  has  been  both 
willing  and  able  to  control  an  abnormal  ap- 
petite and  to  moderate  bis  excitement  both 
from  work  and  play.  His  hypertension  is 
controlled  but  not  cured,  because  it  takes  only 
a short  time  of  over-Avork,  over-excitement  or 
OA'er-eating  to  bring  it  back  to  a troublesome 
point. 

The  longer  T lhre  the  more  T am  convinced 
that  Doctor  Osier’s  idea  that  equanimity  is 
the  most  valuable  treatment  we  have  for 
arterial  hypertension. 

Causes  of  abtertal 

HYPERTENSION* 

Bv  Fritz  O.  Akkenstead,  Louisville. 

For  the  maintenance  of  normal  arterial 
pressure  a proper  balance  of  the  following 
factors  is  necessar>r:  (1)  Cardiac  activity. 
f2)  Volume  and  A'iscositA-  of  the  blood.  (3) 
Elasticity  of  tbe  arteries.  (4)  Vasomotor 
control. 

PsysiologiealH  these  forces  maA'  vary  in 
tbe  extent  of  their  activities,  to  meet  varying 
demands  for  blood  supply,  and  a rise  or  fall 
of  blood  pressure  will  be  observed:  but  such 
fluctuations  serve  conservative  purposes,  and 
a harmonious  interaction  between  the  above 
factors  is  maintained.  Tn  hypertension  this 
balance  is  disturbed,  sometimes  to  the  extent 
of  affording  paradoxical  results.  For  exam- 
ple, physiologically*  rapid  heart  action  tends 
to  raise  the  blood  pressure,  a slow  action  to 
lower  it;  pathologically,  tachycardia  tends  to 
lower  and  bradycardia  to  raise,  it.  Tbe  flow 
powerful  systole  of  a dilated  and  hyper- 
trophied left  A’entricle  forcing  a large  volume 
of  blood  into  the  arterial  system,  followed  by 
a prolonged  diastole  with  complete  \Tentricu 
lar  filling,  results  in  an  abnormally  high 
systolic  tension.  This  is  illustrated  by  aortic 
regurgitation  or  complete  heart  block.  Tn 


* Read  before  the  Jefferson  County  Medical  Society, 
October  5,  1925. 
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these  cases  of  dilated  and  hypertrophied  ven- 
tricles, with  slow  pulse,  the  diastolic  tension 
becomes  relatively  low,  especially  in  aortic  in- 
sufficiency, and  the  pulse  pressure  is  often 
over  100  mm. 

It  is  self-evident  that  an  increase  in  the 
volume  of  the  blood  within  ihe  arterial  sys- 
tem will  give  rise  to  an  increase  of  blood  pres- 
sure, but  as  this  increase  of  volume  must  be 
due  either  to  a greater  inflow  through  the 
heart  or  to  an  increased  resistance  to  the  out  - 
flow at  the  peripheral  end  of  the  system,  only 
these  causative  factors  need  be  considered. 
Theoretically,  an  increased  viscosity  of  the 
blood  will  offer  a greater  resistcnec  to  the 
outflow  through  the  capillaries,  but  this  fac- 
tor can  play  but  a minor  part  in  clinical  hy- 
pertension, and  as  yet  too  little  is  known  re- 
garding excessive  viscosity  to  prove  of  prac- 
tical value. 

Were  all  the  arteries  a set  of  rigid  tubes, 
the  systole  of  the  heart,  would  cause  an  ab- 
rupt rise  of  pressure,  proportionate  to  the 
cardiac  power,  and  during  the  diastole  Ihe 
blood  pressure  would  sink  to  nil.  The  elas- 
ticity of  the  arteries  enables  them  to  ac- 
commodate themselves  to  the  overfdling  dur- 
ing systole  and  to  exert  a steady  pressure 
upon  the  blood  volume  throughout  the 
cardiac  cycle.  Thus,  when  the  arteries  have 
become  more  or  less  rigid,  a rise  in  systolic 
pressure  and  a lowering  of  the  diastolic  will 
result.  This  will  be  observed  especially  when 
the  arterioles  as  well  as  the  larger  arteries 
are  involved,  whereas  sclerosis  of  the  aorta 
is  of  itself  insufficient  to  give  rise  to  a hy- 
pertension, being  a constant  pathological  fac- 
tor in  so-called  senile  or  decrescent  arterio- 
sclerosis, which  is  characterized  by  a normal 
or  subnormal  systolic  pressure. 

Vasomotor  action  plays  a considerable  part 
in  essential  hypertension,  as  evidenced  by  the 
very  rapid  and  extensive  fluctuations  of 
blood  pressure  without  material  change  in  the 
pulse  rate.  In  case,  previously  reported,  I 
observed  a fall  from  202  mm.  to  145  within 
an  hour,  with  a pulse  rate  of  66  at  both  ex- 
tremes of  the  fall.  So  sensitive  to  psychic  in- 
fluences is  this  vasomotor  control  in  essential 
hypertension  that  the  action  of  the  will  to 
impel  certain  muscular  exercises  will  produce 
the  same  rise  and  curve  of  blood  pressure 
without  the  muscular  effect  as  when  the 
movements  actually  take  place  Kornfelt  (1). 
It  is  now  an  established  fact  that  during  the 
night,  when  psychic  influences  are  at  a mini- 
mum, blood  pressure  is  lowest. 

Krogh  (2)  has  demonstrated  that  the  capil- 
laries possess  a vasomotor  system  of  their  own, 
independent  of  that  of  the  arteries,  which  en- 


ables groups  of  capillaries  to  open  and  close 
as  local  conditions  demand.  Moreover,  a 
propulsive  action  has  actually  been  observed, 
thus  justifying  the  idea  of  the  “peripheral 
heart,”  advanced  many  years  ago.  This  is 
easily  accepted  when  we  realize  the  resistance 
offered  by  the  capillaries,  which  often  are  so 
small  that  the  blood  cells  become  compressed 
during  their  passage,  yet  the  difference  of  the 
blood  pressure  of  the  precapillary  arleries- 
and  that  of  the  smallest  veins  is  but  4 mm., 
being  reduced  from  8 to  4 mm.  Under  cer- 
tain pathological  conditions,  as  acute  glomer- 
ulo-nephritis,  the  capillaries  may  become 
dilated  and  crowded  with  blood  cells,  thereby 
raising  the  blood  pressure  as  much  as 
25-30  mm. 

The  relation  of  chronic  nephritis  to  high 
blood  pressure  has  become  a subject  of  re- 
newed interest  and  study.  The  theory  first, 
advanced  was  that  of  Cohnheim.  H-  re- 
garded high  blood  pressure  as  a compensatory 
effort  to  overcome  the  obstruction  offered 
the  blood  flow  by  the  damaged  renal  arteries. 
The  well-knoAvn  fact  that  in  advanced  chronic 
nephritis  the  patient  frequently  passes  more 
urine  at  night,  when  his  blood  pressure  is 
lowest,  than  during  the  day  when  it  is  con- 
siderably higher,  is  an  obvious  contradiction 
of  Cohnheim  \s  mechanical  theory.  Studying 
the  blood  supply  of  the  kidneys  Richards  (3) 
observed  that  the  amount  of  excretion  of  the 
urine  is  determined  not  by  the  degree  of  gene- 
ral blood  pressure,  but  by  the  interaction  of 
the  afferent  and  efferent  arteries  of  the  kid- 
neys, mutually  regulating  the  blood  pressure 
within  the  glomeruli. 

It  was  later  advanced  that  high  blood  pres- 
sure was  the  result  of  retention  within  the 
circulation  of  harmful  substances  normally 
excreted  by  the  kidneys,  and  acting  through 
the  vasomotor  system.  For  experimental 
evidence  Mosler  (4)  extirpated  both  kidneys 
of  13  rabbits,  using  12  as  control.  In  48 
hours  blood  pressure  of  all  the  animals  was 
taken.  Of  the  rabbits  operated  upon  11 
showed  a rise  of  blood  pressure  and  2 a low- 
ered pressure, the  averages  being  a rise  from 
94  mm.  to  102 ; of  the  control  9 showed  arise, 
one  a stationary  pressure,  and  2 lowered 
pressure,  the  avei’ages  exhibiting  a rise  from 
88.7  to  89.3.  These  figures  have  been  used 
as  evidence  in  favor  of  above  theory,  but 
inasmuch ' as  the  increase  of  blood  pressure 
was  slight  and  not  obtained  in  all  the  animals 
with  their  kidneys  removed,  the  rise  of  ten- 
sion may  have  been  a result  of  pain  and 
mental  excitation  in  consequence  of  the  sur- 
gical interference. 

Backman  (5)  extirpated  the  kidneys  of 
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four  cats.  Three  of  these  showed  no  rise  of 
blood  pressure,  in  one  a marked  rise  was  re- 
corded. He  concluded  that  “the  increase 
of  blood  pressure  was  not  necessarily  a result 
of  the  complete  removal  of  the  kidneys.” 

Intravenous  injections  into  rabbits  of  nor- 
mal urinary  substances  in  various  concen- 
trations was  also  resorted  to  by  Backman  (6), 
which  produced  a rise  of  blood  pressure  of 
from  10  to  46  mm.  This  rise,  however,  lasted 
usually  only  a few  minutes,  and  he  found  that 
other  hypertonic  solutions,  as  10  cc.  of  a three 
per  cent  sodium  chloride  solution  or  a twenty 
per  cent  cane  sugar  solution  would  also  cause 
a rise  of  pressure. 

These  are,  we  believe,  the  most  important 
experiments  upon  animals  recorded  to  date. 
These  results  are  sometimes  adduced  to  show 
that  the  cause  of  high  blood  pressure  in  kid- 
ney disease  is  renal  insufficiency,  but  the 
clinical  fact  that  most  cases  of  high  blood 
pressure  is  found  in  patients  with  sclerosis 
of  the  kidneys  running  for  decades  with  an 
adequate  24  hours  excretion,  goes  to  prove 
that  the  usual  cause  of  hypertension  must  be 
sought'  elsewhere.  Likewise,  in  acute  nephri- 
tis, according  to  Volhard  (7),  hypertension 
arises  at  a time  when  renal  insufficiency  and 
N retention  are,  as  yet,  out  of  question. 

But  while  admitting  that  high  blood  pres- 
sure in  renal  disease  occurs  independently  of 
N retention,  Volhard  and  Timber  (8)  are 
still  of  the  opinion  that  a subsequent  renal 
insufficiency  will  cause  an  additional  rise  of 
tension  of  moderate  degree. 

Kvlin  contends  that  if  N retention  causes 
a rise  of  blood  pressure,  then  such  kidney  dis- 
eases as  renal  tuberculosis,  pjmlonephritis 
with  sclerosis,  renal  degeneration  with 
sclerosis  (the  so-called  chronic  parenchyma- 
tous nephritis),  and  cystic  kidney  should  #lso 
exhibit  a rise  of  blood  pressure  as  insuffi- 
ciency develops.  He  reports  several  cases  of 
his  own  where  an  excess  of  non-protein  N 
was  found  in  the  blood — in  one  case  as  much 
as  124  mg. — without  abnormal  blood  pressure. 
Machwitz  and  Rosenberg  (9)  report  two  such 
cases,  Brun  (10)  five,  and  Bergstrand  (11) 
one,  with  several  cases  on  record  for  future 
publication. 

Vaquez  and  Ambard  (12),  and  at  one  time 
Volhard,  ascribed  hypertension  to  an  increase 
of  adrenalin  in  the  blood.  Wiesel  and  Schur 
(13)  believed  that  they  had  detected  this  ex- 
cess by  their  research.  Huelse  (14),  how- 
ever, working  in  Volhard ’s  clinic,  came  to  the 
conclusion,  after  most  thorough  research, 
that  hyperadrenemia  did  not  occur  in  hyper- 
tension, and  since  that  time  this  view  has 
been  gaining  ground. 


More  recently  Volhard  has  advocated  a 
newer  theory  regarding  the  etiology  of  high 
blood  pressure — the  so-called  reflex  theory. 
He  argues  that  the  cause  of  hypertension  is 
a diffuse  vasomotor  spasm  provoked  by  an 
irritation  of  the  nerves  at  peripheral  blood 
vessels  of  the  kidneys.  That  this  irritation 
necessarily  originates  in  the  kidneys  is  vigor- 
ously protested  by  v.  Monakow  (15)  and 
Kvlin.  Mosenthal,  Moscheowitz  (16),  Wall- 
gren  fl7).  and  others  have  met  with  cases  of 
chronic  hypertension  where  post-mortem 
examinations  disclosed  no  lesion  of  the  kid- 
neys. The  question  of  the  role  of  the  kid- 
nevs  in  essential  hypertension  is  therefore 
not  finally  settled,  but  that  there  exists  a 
connection  with  this  high  blood  pressure  and 
a hvnersensitiveness  of  the  vasomotor  system, 
which  causes  it  to  react  abnormallv  to  normal 
impulses,  is  now  generally  acknowledged. 

This  hvnersensitiveness  is  held  bv  some 
writers  to  be  a result  of  some  endocrine  dis- 
turbance other  than  hvperadrenemia,  but 
satisfactory  evidence,  clinical  or  experimen- 
tal is  still  lacking. 

Passing  from  a general  consideration  of  the, 
production  of  high  blood  pressure  to  specific 
causes,  we  may  mention  lead  poisoning, 
svnhilis.  gout,  cerebral  compression,  psychic 
disturbances,  tobacco,  adrenalin,  ergot,  bar- 
ium chloride,  histamin.  excessive  protein  food. 

- — a very  heterogeneous  group  of  agents,  but 
as  we  are  still  ignorant  of  their  modus  op- 
erandi.  their  relation  to  arterial  hvperten- 
sion  is  still  a matter  of  conjecture  As  clini- 
cians we  can  do  no  better,  at  the  present 
time  than  to  regard  all  toxic  agents  and  all 
functional  excesses  as  possible  causes,  and 
to  instruct  our  patients  accordingly. 
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THE  CONSEQUENCES  OF  ARTERIAL 
HYPERTENSION* 

By  W.  H.  Emrich,  Louisville. 

When  a patient  enters  your  office  there  are 
but  two  conditions  that  can  possibly  be  the 
cause  of  his  troubles;  either  the  immediate 
or  the  remote  effects  of  bacterial  intoxication, 
or  of  autointoxication,  or  both. 

Bacteria  honeycomb  the  tissues  that  they 
infect.  The  liquefaction  of  this  tissue  pro- 
duces a localized  tissue  acidosis.  The  ab- 
sorption of  this  necrotic  tissue  acts  as  an  ir- 
ritant upon  every  vital  organ  in  the  body. 
The  end  result  is  organic  change. 

Everyone  who  drives  an  automobile  knows 
that  constant  vibration  will  cause  the  crystal- 
lization of  the  metal  parts.  This  crystalliza- 
tion favors  a clean  break  upon  the  instant  of 
unusual  strain.  This  is  an  example  of  organic 
change. 

A piece  of  timber,  as  a pile,  driven  into  the 
bed  of  a river  will  in  time  corrode.  This, 
too,  is  organic  change. 

The  absorption  of  vegetable  matter  in  the 
bones  of  old  people  leaving  an  excess  of  lime 
is  still  another  example  of  organic  change. 

Suppose  you  liken  the  human  body  to  a 
pond.  Pollute  the  water,  the  fish  will  die. 
The  skin  is  but  the  outside  container  of  body 
fluids.  Modify  the  chemistry  of  these  body 
fluids  by  the  introduction  of  bacteria  and 
their  products;  by  the  addition  of  acid  pois- 
ons the  result  of  tissue  necrosis ; later  on  add 
fuel  to  the  fire  by  the  retention  of  materials 
that  are  intended  to  be  eliminated.  Now  here 
is  your  paradox.  We  know  that  the  addi- 
tion of  acid  will  dissolve  acid  salts.  Toxic 
individuals  crave  sours  because  sours  are 
acid;  fats  because  fats  are  acid;  in  fact  just 
such  food  and  drink  that  they  should  avoid. 
They  do  this  because  the  acid  in  their  tis- 
sues is  in  combination  with  vital  structures. 

The  acid  in  the  tissues  is  an  irritant.  More 
acid  will  temporarily  dissolve  and  will  soothe 
the  patient.  Therefore  they  consume  the  food 
which  affords  them  relief,  even  though  only 
temporarily. 

The  end  result  is  organic  change. 

*R.ead  before  the  Jefferson  County  Medical  Society, 
October  5,  1925. 


Tissue  acidosis  may  be  localized  in  the 
teeth,  the  tonsils,  the  gallbladder,  the  ap- 
pendix, the  prostate  gland,  in  the  pelvic 
structures.  Samples  of  the  whole  blood  show 
little  of  the  acidosis,  consequently  the  changes 
in  distant  organs  reached  through  the  med- 
ium of  the  blood  are  slow.  This  results  in 
the  individual  establishing  a tolerance. 

Either  a low  type  bacterial  or  an  irritative 
inflammation  becomes  established  in  the  kid- 
neys. The  resultant  reaction  causes  the  kid- 
ney substance  to  snugly  fill  the  non-elastic 
kidney  capsules.  This  in  turn  dams  back 
the  urinary  flow,  increasing  the  quantity  of 
fluid  contained  in  the  blood  vessels.  Hyper- 
tension causes  a hardening  of  the  renal  sub- 
stance; then  degenerative  softening. 

In  eclampsia  with  hypertension  the  causa- 
tive factors  are  present  in  greater  amount, 
consequently  the  organic  changes  in  the  in- 
volved organs  occur  more  rapidly  and  the 
symptoms  are  those  of  very  acute  intoxica- 
tion. 

Hepatic  changes,  organic  in  character,  the 
result  of  haemotogenous  intoxication  causes 
pressure  on  the  portal  circulation.  This  in 
turn  congests  the  gastro-intestinal  mucosa 
causing  epigastric  pain  and  gastro-intestinal 
distress. 

Hypertension  is  also  observed  in  diabetes 
mellitus.  My  conception  of  pancreatic  dis- 
ease has  always  been  and  is  today  an  acid 
intoxication  of  this  organ ; a partial  or  com- 
plete destruction  of  its  parenchymatous  cells, 
with  the  resultant  pathological  physiology 
so  much  discussed  at  this  time. 

The  urinary  findings  are  not  always  what 
one  expects.  lret.  advanced  cases  albumin 
and  casts  are  the  rule. 

As  the  blood  volume  increases  a greater 
quantity  of  blood  enters  the  right  auricle.  A 
physiological  growth  in  the  musculature  of 
this  chamber  ensues.  Next  in  turn  the  right 
ventricle  receives  a gradually  increasing 
amount  of  venous  blood.  This  causes  a dis- 
tension beyond  its  custom.  This  receptacle 
must  then  develop  in  keeping  with  the  in- 
creasing demands.  Dyspnoea  is  not  far  in 
the  distance,  because  at  expiration  the  in- 
coming blood  from  the  right  ventricle  over-, 
fills  the  lung  tissue,  thereby  crowding  the  air 
spaces.  At  forced  inspiration  the  intra-thor- 
acic  pressure  is  increased  and  this  increase 
is  conveyed  by  an  increased  blood  column  to 
the  left  auricle.  The  left  auricle  likewise  needs 
to  develop. 

The  biggest  task  is  allotted  to  the  left  ven- 
tricle, the  most  powerful  chamber  of  the 
heart.  Its  task  is  first  to  receive  a greatly  in- 
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creased  amount  of  blood,  then  to  expel  it  with 
an  even  force  that  will  distend  the  aorta; 
thereby  utilizing  the  aorta ’s  contractile  power 
as  an  accessory  chamber. 

Still  the  arterial  tension  continues  tb  rise. 
The  coronary  arteries  are  thickening,  are 
becoming  less  elastic.  The  heart  is  develop- 
ing an  increased  capacity.  The  musculature 
is  growing  big  and  powerful.  But  the  valves 
are  thickening.  Their  margins  are  not 
smooth  and  clean  cut.  They  do  not  snugly  fit 
nor  completely  cover  the  openings.  This  af- 
fords a chance  for  a backward  current. 

Undernourished  by  aenemic  blood ; the  sup- 
ply reduced  by  contracting  coronary  vessels ; 
the  task  growing  bigger  by  increased  peri- 
pheral resistance,  the  heart  muscle  loses  tone. 
It  is  unable  to  completely  empty  itself.  Then 
is  developed  a back  pressure  which  finally 
reaches  the  vena  cava.  The  surface  veins  be- 
come engorged.  The  ears,  the  nose,  the  fin- 
gers, the  toes  become  bluish.  The  valves  in 
the  veins  distend  and  the  patient  points  out 
knots  and  asks  why. 

During  all  this  time  the  heart  is  pumping 
toxic  blood.  . The  heart  is  not  immune  to  the 
irritant  contained  in  the  blood,  and  it  finally 
begins  to  develop  an  excess  of  fibrous  tissue. 
This  is  a consequence  of  the  toxic  substances 
being  carried  to  every  muscle  fibre  in  the 
heart  through  the  coronary  arteries.  Finally 
the  fibrosis  becomes  so  pronounced  that  mic- 
roscopic spots  of  softening  develop. 

The  heart  doing  an  increased  amount  of 
work  becomes  hungry  for  more  sustenance. 
It  draws  upon  the  blood  for  additional 
nourishment.  These  supplies  ultimately  be- 
come depleted.  Now  your  patient  is  becom- 
ing anemic. 

Sclerosis  ,of  the  aorta  is  equivalent  jto 
sounding  one’s  death-knell.  Its  elasticity  is 
gone.  Its  aid  in  propelling  the  blood  column 
becomes  almost  nil.  The  back  pressure  on 
the  left  ventricle  favors  acute  dilatation  from 
cardiac  exhaustion.  The  blood  pressure  drops. 
This  is  a case  of  broken  compensation,  which 
may  recover,  may  remain  permanently  in- 
sufficient, or  may  succumb. 

Over-inflate  a rubber  glove.  One  finger 
will  swell  until  the  rubber  is  transparent  and 
ready  to  burst.  Picture  this  extra  disten- 
tion as  part  of  the  aorta.  Such  is  aneurism. 
Under  emotion,  with  an  excess  discharge  of 
adrenalin  secretion,  too  great  increase  in 
pressure  may  cause  an  aneurism  to  burst. 

The  coronary  vessels  are  tightening.  The 
waste  products  of  heart  muscle  effort  are  ac- 
cumulating in  the  heart  muscle  itself.  This 
waste  is  toxic.  It  is  poisonous.  It  throws  the 
heart  into  spasm.  This  is  angina  pectoris. 


As  venous  pressure  increases  the  blood  cur- 
rent in  the  lung  becomes  sluggish;  hypos- 
tasis develops;  infection  results  and  dissolu- 
tion by  hypostatic  pneumonia  may  be  the 
final  chapter. 

Urinary  suppression  may  develop  at  any 
time. 

While  a student  in  the  chemical  laboratory 
at  the  Louisville  Male  High  School,  I re- 
ceived a most  profound  conception  of  ane- 
mia. At  this  time  it  was  not  anemia  but 
merely  an  experiment. 

A quantity  of  grey  iron  tilings  were  gath- 
ered into  a porcelain  dish.  This  was  then 
weighed  by  the  metric  system.  This  proce- 
lain  dish  containing  the  iron  filings  was  then 
placed  on  a tripod,  over  a bunsen  burner. 
It  was  then  heated.  The  iron  filings  were  al- 
lowed to  become  cold.  The  iron  filings  re- 
mained red.  This  was  again  weighed  and 
found  to  be  heavier.  The  difference  between 
the  grey  iron  filings  and  the  red  iron  filings 
was  the  oxygen.  Incidentally  it  was  proved 
conclusively  that  oxygen  has  weight. 

Suppose  you  visualize  the  blood  channels 
as  railroad  tracts;  the  blood  cells  as  freight 
cars.  In  anemia  the  blood  count  is  low, 
therefore  the  freight  cars  are  fewer  in  num- 
ber. Also  the  iron  and  other  minerals  con- 
tained in  the  individual  red  blood  cells  arc 
deficient — your  freight  cars  are  delapidated. 

With  diminished  air  space  in  the  lungs,  and 
with  dilapidated  red  blood  cells  (minus  iron 
and  other  essentials)  in  the  blood  stream,  the 
oxygen  carrying  or  conveying  system  cannot 
utilize  even  the  oxygen  which  is  offered. 

The  result  is  air  hunger;  also  an  inability 
of  the  blood  to  form  and  to  carry  off  carbon- 
dioxide.  This  accumulation  of  carbon-diox- 
ide stimulates  the  breathing  center  in  the 
brain  and  causes  rapid  respiration.  Es- 
pecially is  this  noticeable  after  effort. 

I can  conceive  of  two  reasons  for  the 
anemia  of  hypertension.  One  of  the  results  of 
an  insistant  demand  for  increased  food  sup- 
plies out  of  the  blood;  the  other,  pressure 
changes  in  blood  making  organs  themselves. 
Also  take  into  consideration  that  the  blood 
making  organs  are  handicaped  by  insufficient 
raw  material  in  the  blood  stream. 

The  fact  of  coexisting  disease  of  the  kid- 
neys and  of  the  adrenals  is  definitely  estab- 
lished. Just  as  the  toxic  products  of  metabol- 
ism effect  other  body  organs,  so  also  does  the 
same  toxic  material  modify  the  structure  and 
the  physiology  of  the  adrenal  glands;  in- 
ducing an  excess  of  discharge  and  thereby 
maintaining  an  augmented  arterial  tension. 

During  emotion  or  excitement  there  is  a 
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sudden  output  of  adrenalin  secretion.  This 
causes  contraction  of  the  peripheral  blood  ves- 
sels. Blood  is  thrown  into  the  internal  organs 
(with  the  exception  of  the  intestinal  tract). 
This  causes  cerebral  pounding.  In  hyperten- 
sion the  essential  tissues  of  the  body  are  sen- 
sitized by  the  constant  irritation  of  circula- 
ting poisons.  Adrenalin  stimulation  of  sensi- 
tized tissues  not  infrequently  results  fatally, 
by  causing  rupture,  or  cardiac  failure. 

At  the  climateric  when  the  ovaries  cease 
to  functionate  and  the  menstrual  cycle  is  an 
element  of  history,  the  vicarious  elimination 
of  toxic  material  which  accompanied  the  flow 
is  also  abolished.  This  loss  of  elimination  is 
instrumental  in  developing  what  has  been 
called  physiological  hypertension.  This  term 
is  a misnomer.  If  the  kidneys  were  equal  to 
the  occasion  there  would  be  no  hypertension. 
However,  add  this  to  your  patient’s  burdens. 

A broad  view  of  the  endocrine  glands  and 
the  physiology  of  their  secretions  is  that  they 
constitute  the  vis-a-tergo,  in  other  words  the 
vital  force.  These  organs  are  exceedingly  re- 
sponsive indirectly  to  toxic  nerve  stimuli  and 
directly  to  toxic  substances  in  the  blood. 

Thyrotoxicosis  is  made  worse  by  hyperten- 
sion the  result  of  accumulated  poisonous  sub- 
stances in  the  blood,  in  the  attempt  of  the 
thyroid  to  oxidize  the- excessive  waste. 

An  accomodating  uterus  which  bleeds  ex- 
cessively during  the  menstrual  flow,  thereby 
acting  as  a safety  valve  to  a subject  of  hyper- 
tension, may  be  inadvertently  removed. 

Hypertension  may  cause  hemorrhage  from 
anywhere. 

Any  organ  can  independently  undergo  or- 
ganized change  without  parallel  lesions  in 
other  organs. 

The  skull  won’t  stretch.  Intracranial  pres- 
sure increases.  Acidosis  involves  the  auto- 
matic centers.  The  patient  becomes  dizzy. 
The  vision  blurred  due  to  central  involve- 
ment and  due  to  retinal  changes.  Pressure 
on  the  vagus  nerve  causes  bradycardia.  Fib- 
rosis of  cerebral  vessels  takes  place  as  else- 
where. Necrotic  spots  develop  causing 
various  degrees  of  hemorrhage.  The  result  is 
paralysis  of  that  part  of  the  body  whose  in- 
nervation is  derived  from  the  brain  area  in- 
volved. 

Softening  of  the  brain  develops  as  a re- 
sult of  compression  fibrosis  of  the  small  ar- 
terioles ; due  also  to  inflammatory  debris  be- 
coming lodged  in  the  cerebral  arteries  caus- 
ing extensive  necrosis  of  brain  tissue ; the 
same  is  true  following  apoplexy.  These 
patients  become  mental  cases. 

Increased  intracranial  pressure  causes 


drowsiness,  unconsciousness,  coma,  convul- 
sions and  death. 

SURGICAL  ASPECTS  OF  ARTERIAL 
H Y PEETEN  SION  * 

By  Ellis  Duncan,  Louisville. 

In  considering  the  surgical  aspects  of  ar- 
terial hyper  tension,  the  writer  can  see  but 
three  ‘ angles"  Irom  whieh  to  approach  the 
subject: 

hirst,  are  there  any  etiological  factors 
which  can  be  eliminated  by  the  surgeon"/ 

Second,  can  the  surgeon  do  anything  to 
ameliorate  distressing  symptoms  or  to  effect 
a cure? 

Third,  does  arterial  hypertension  increase 
the  surgical  risk  and,  if  so,  what  means  are 
at  our  command  whereby  this  added  danger 
may  be  obviated? 

raking  these  questions  in  their  order: 

First : Surgical  causes:  Focal  infections 
which  may  be  the  source  of  toxic  agents  in 
the  blood.  Chronic  disease  of  the  appendix 
or  gall  bladder,  salpingitis,  infected  lym- 
phatic glands,  osteomyelitis,  infected  joints, 
m fact  any  infective  focus  in  any  part  of  the 
body,  may  be  the  source  of  toxic  agents  which 
may  be  constant  irritants  to  the  arterial  walls 
or  to  the  vasomotor  nervous  system.  Such 
foci  should  be  sought  for,  and  if  found  should 
be  removed  if  so  located  that  removal  is 
feasible. 

Second:  Can  the  surgeon  do  anything  to 

ameliorate  distressing  symptoms  or  to  effect  a 
cure?  Only,  it  seems  to  the  writer,  in  the 
event  that  some  infective  focus  is  discovered 
which  can  be  removed  by  operation,  and  pro- 
vided this  is  done  early  enough.  Then,  in- 
sofar as  that  may  have  been  a factor,  im- 
provement may  be  expected,  provided  or- 
ganic changes  in  the  vascular  system  have 
not  already  taken  place. 

Recently  operations  have  jbeen  done  on 
the  sympathetic  nervous  system  with  the  ob- 
ject of  obliterating  peripheral  vasoconstric- 
tor nerve  pathways  supplying  large  areas 
(one  or  both  legs,)  with  the  object  of  provid- 
ing an  extensive  area  of  lowered  arterial  re- 
sistance, thereby  reducing  the  systemic  blood 
pressure  and  providing  an  arterial  safety 
valve  for  other  and  more  important  parts  of 
the  arterial  system,  particularly  the  brain 
and  retina. 

Rountree  and  Adson  (Journal  Airier.  Med. 
Asso.  Sept.  26,  1925)  of  the  Mayo  Clinic  re 
port  recently  a case  of  early  malignant  hyper- 

*Read  before  the  .Jefferson  County  Medical  Society, 
October  5,  1925. 
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tension  in  a man  33  years  old,  on  whom  bi- 
lateral lumbar  sympatnetie  neureetomy  was 
done.  The  most  distressing  symptoms  in 
inis  case  were  weakness  ana  cereurai  anu  re- 
tinal symptoms  (.constant  severe  occiptai 
neadacne  irequentiy  accompanied  uy  nausea 
and  vomiting  the  blurring-  oi  vision  j anu  iney 
were  relieved  by  the  operation,  but  too  snort 
a time  nad  elapsed  (.o  months)  to  justily 
dehnite  conclusions  as  to  the  ffnai  outcome. 
Arterial  tension  was,  systolic  330,  diastolic 
130,  three  weeks  betore  operation.  During 
tne  preliminary  medical  treatment  in  hos- 
pital this  was  reduced  about  30  m.m.  The 
early  effect  oi  the  operation  on  the  blood  pres- 
sure was  to  distinctly  lower  it  (1st  two 
weeks),  but  this  was  followed  by  a gradual 
rise  until  in  six  months  it  had  nearly  reached 
its  former  level,  but  without  any  recurrence 
of  the  distressing  symptoms  of  weakness, 
headaches,  blurred  vision  and  gastric  dis- 
tress. Further  investigation  along  this  line  at 
least  deserves  our  attention  and  interest. 
This  operation  was  followed  by  sensations  of 
heat  and  burning  in  feet  and  legs,  excessive 
dryness  of  the  skin  of  feet  and  legs,  ap- 
parently complete  absence  of  sweating,  and 
finally  by  dehnite  symptoms  of  sciatica ; all 
of  which  subsided  in  two  weeks,  but  while 
they  lasted  causing  a considerable  degree  of 
discomfort.  The  operation  consisted  in  com- 
plete removal  of  the  ganglia  with  the  rami 
and  all  the  branches  and  trunks  of  the  second, 
third  and  fourth  lumbar  segments  of  the 
sympathetic  chain  on  both  sides,  being  done 
through  a median  abdominal  incision. 

As  to  the  third  question:  We  do  not  be- 
lieve that  the  surgical  risk  is  materially  in- 
creased by  the  mere  existence  of  hyperten- 
sion, provided  proper  case  and  time  are  taken 
in  preparation  for  operation. 

The  average  case  of  arterial  hypertension 
with  which  the  surgeon  has  to  deal  is  the 
patient  past  middle  age  (or  the  really  old) 
who,  we  might  say,  normally  has  to  a variable 
extent  the  cardio-renal  complex,  hypertrophy 
or  degeneration  of  heart  muscle  with  some 
degree  of  kidney  sclerosis  and  degeneration, 
this  latter  frequently  entailing  lowered  kid- 
ney function.  In  these  cases  there  should  be 
a very  thoro  and  paintaking  investigation  of 
the  heart  and  kidney,  and  a margin  of  safety 
should  be  secured  by  a more  prolonged  period 
of  preparation  with  the  object  of  taking  the 
patient  to  the  operating  room  with  materially, 
if  temporarily,  reduced  blood  pressure,  thus 
reducing  to  a minimum  the  danger  of  cere- 
bral hemorrhage  or  any  other  complication 
incident  to  arterial  hypertension  during  or 
following  the  operation.  Theoretically  it 
would  seem  that  any  factor  even  slightly  aug- 


menting an  arterial  tension,  already  far  above 
normal,  would  subject  the  patient  to  an  added 
danger  of  cerebral  apoplexy ; and  that  such  a 
factor  might  be  supplied  thru  the  effect  of 
the  anaesthetic  or  the  mere  psychic  effect 
produced  upon  him  and  which  presumably 
would  be  at  its  maximum  at  the  time  of  going- 
under  the  anaesthetic  or  at  the  beginning  of 
the  operation ; but  we  know  that  as  a matter 
of  fact  cerebral  hemorrhage  during  or  fol- 
lowing shortly  after  operation  is  one  of  the 
rarest  accidents. 

With  reference  to  anaesthetics : Ether  at 

its  inception  usually  raises  blood  pressure 
slightly,  but  this  is  soon  followed  by  a return 
to  the  individual’s  normal  where  it  remains. 
Nitrous  oxide  as  a rule  causes  a slight  rise 
in  blood  pressure  which  is  maintained  thru- 
out  the  period  of  its  administration. 

Preparation  should  consist  in  several  days’ 
rest  in  the  hospital  so  that  the  patient  may 
become  accustomed  to  his  surroundings  and 
to  the  ordinary  hospital  routine,  insuring,  if 
possible,  a few  nights’  normal  sleep;  laxa- 
tives; withdrawal  or  reduction  of  tobacco,  al- 
coholic or  other  stimulants;  regulation  of 
diet,  particularly  with  reference  to  excess 
of  proteids;  nitrites;  warm  baths;  and  pro-, 
tection  from  mental  strain. 


THE  TREATMENT  OF  ARTERIAL 
HYPERTENSION* 

By  Emmet  F.  Horine,  Louisville. 

Because  of  its  increasing  frequency  and 
dire  consequence's,  arterial  hypertension  de- 
serves especial  study.  In  the  pa.st  its  treat- 
ment has  been  unsatisfactory  and  dishearten 
ing.  But  at  present  with  at  least  a begin- 
ning knowledge  of  its  causation  the  treatment 
will  be  more  efficacious. 

Before  treatment  of  any  kind  is  begun 
certain  questions  must  be  carefully  consider- 
ed and  answered.  Is  the  hypertension  a so- 
called  primary  or  essential  one?  Is  there  a 
concomitant  nephritis?  Or  is  the  hyperten- 
sion associated  with  diabetes  mellitus?  And 
for  women  a fourth  question  must  be  con- 
sidered: are  we  dealing  with  a “climacteric 
hypertension?”  In  addition  to  answering 
the  above  question  an  appraisal  of  the  heart 
should  be  cai’efully  made  utilizing  the  various 
functional  tests  for  cardiac  efficiency  and 
further  attempt  to  evaluate  the  state  of  the 
myocardium  by  the  aid  of  the  electrocardio- 
graph. Finally  the  patient  should  be  very 
carefully  examined  for  any  possible  focus  of 
infection.  When  the  above  questions  have 
been  answered  intelligent  treatment  may  be 

*Read  before  the  Jefferson  County  Medical  Society, 
October  5,  1925. 
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begun  and  an  accurate  prognosis  may  be 
formulated. 

Until  quite  recently,  in  cases  of  hyperten- 
sion, an  attempt  was  always  made  to  reduce 
the  pressure  directly  by  the  administration 
of  the  vasodilators.  In  the  present  state  of 
our  knowledge  such  treatment  is  rarely  ad- 
visable and  may,  under  certain  conditions,  be 
actually  harmful. 

As  probably  the  first  step  in  the  treatment 
of  a patient  with  arterial  hypertension  the 
removal  of  any  possible  focus  of  infection 
should  be  practiced.  Remember  in  searching 
for  foci  of  infection  that  they  are  often 
“silent”  and  that  no  portion  of  the  body 
can  be  considered  as  not  harboring  a focus 
unless  actually  examined. 

It  is  a noteworthy  feature  that  many 
patients  with  hypertension  are  always  ex- 
tremely alert  and  working  under  high  ten- 
sion both  mental  and  physical.  Right  here 
much  can  be  accomplished  if  the  patient  can 
be  made  to  realize  that  mental  strain  and 
overwork  are  both  injurious.  The  necessity 
for  relaxation  and  frequent  vacations  should 
be  emphasized.  Light  exercise  in  the  open 
air  will  be  found  of  value,  especially  golf 
and  walking.  If  the  patient  with  hyperten- 
sion is  seen  early  enough  and  if  lie  will  co- 
operate fully  in  a program  of  work,  play, 
rest  and  sleep  in  moderation  and  above  all, 
mental  composure,  I believe  the  progress  of 
the  rendition  can  be  entirely  arrested. 

The  dietetic  management  is  next  in  im- 
portance and  much  can  be  accomplished  by 
proper  regulation.  Especially  is  this  true 
if  the  hypertensive  ease  is  obese,  for  definite 
improvement  follows  reduction  in  weight. 
Even  though  the  individual  is  not  overweight 
the  food  intake  should  be  low  and  regulated 
so  that  constipation,  if  present,  may  be  over- 
come. In  the  light  of  recent  studies  proteins 
may  be  permitted  in  moderate  amounts.  Re- 
duction in  the  salt  intake  to  thirty  grains 
daily  is  advisable  except  in  the  nephritic 
type  in  which  the  salt  intake  should  be  main- 
tained at  a higher  level.  The  use  of  tobacco, 
tea  and  coffee  should  be  discontinued  or  re- 
duced to  a minimum.  It  is  hardly  necessary 
to  add  that  the  diabetic  type  must  be  man- 
aged largely  as  a diabetic. 

In  the  past  many  authorities  recommended 
decided  reduction  in  the  fluid  intake.  That 
such  reduction  was  followed  by  improvement, 
at  times,  is  true  but  not  sufficiently  often  it 
would  seem  to  justify  the  hardship  suffered. 
The  present  practice  seems  to  be  away  from 
much  reduction  in  fluid  intake  for  the  or- 
dinary case. 

The  nitrites  will  be  found  of  definite  value 


if  the  pressure  mounts  to  high  levels  and  if 
threatening  signs  of  cerebral  hemorrhage  ap- 
pear such  as  vertigo  or  severe  headache.  Al- 
so the  nitrites  will  be  quite  serviceable  if 
angina  pectoris  arises  as  a complication.  But 
the  routine  use  of  the  nitrites,  as  previously 
mentioned,  is  no  longer  practiced.  For  a 
while  it  was  thought  that  benzyl  benzoate 
would  be  of  value,  but  unfortunately  early 
hopes  with  reference  to  it  have  not  been  justi- 
fied by  results.  For  prolonged  administra- 
tion iodides,  in  some  form,  are  quite  val- 
uable. If  there  is  any  tendency  to  constipa- 
tion the  protoiodide  of  mercury  in  one  fourth 
to  one  half  grain  does  three  times  daily  may 
be  given  with  benefit  over  long  periods.  If 
constipation  is  nokpresent  then  strontium  or 
sodium  iodide  may  be  used.  After  many 
years  of  observatioin  of  the  effect  of  the 
iodides  in  hypertension  (heir  use  can  certain- 
ly be  advised. 

During*  the  past  few  years  and  especially 
since  the  work  of  Kylin  on  “Blood  Calcium 
in  Hypertension”  (Zentralbl.  f.  inn.  Med. 
45:471-473,  June  14,  1914)  the  administra- 
tion of  calcium  has  been  more  extensively 
employed  and  followed  by  quite  promising  re- 
sults. Kylin  found  the  blood  calcium  at  a 
slightly  lower  lever  in  hypertensive  cases 
than  in  controls.  Usually  from  fifty  to  three 
hundred  grains  of  either  calcium  lactate  or 
calcium  chloride  are  given  daily  for  weeks 
or  even  longer.  Just  recently  Reid  (Boston 
M.  & S.  J.  192:883-890,  May’ 7,  1925)  in  re- 
viewing the  theories  concerning  the  causa- 
tion of  hypertension  suggests  that  “a  diet 
deficient  in  calcuim  is  the  primary  cause  of 
arterial  hypertension.” 

In  the  so-called  climacteric  hypertension 
in  addition  to  the  treatment  as  already  out- 
lined corpus  luteum  should  be  tried  or  even 
the  whole  gland. 

For  the  control  of  nervous  symptoms  the 
bromides  are  valuable  and  of  themselves  have 
a tendency  to  lower  blood  pressure.  Just  re- 
cently Gruber,  Schackelford  and  Ecklund 
(Archives  Tut.  Med.,  36:  366-381.  Sept.  1925) 
have  called  attention  to  the  favorable  effect 
of  luminal  (phenobarbital)  not  only  in  con- 
trolling insomnia  and  headache  but  also  in 
actually  reducing  the  blood-pressure.  They 
do  not  feel  that  luminal  is  in  any  sense  a cure 
but  that  it  is  a useful  symptomatic  remedy. 

If  cardiac  failure  with  edema  is  present 
when  the  patient  is  first  seen  then  absolute 
rest  should  be  advised  and  large  doses  of  cal- 
cium given.  Further  a straight  milk  diet  is 
of  real  value.  Digitalis  is  only  of  limited 
value  unless  auricular  fibrillation  is  present. 

In  selected  cases  venesection  may  be  prac- 
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ticed  at  intervals  of  from  two  to  six  months. 
Venesection  should  be  not  be  done  except 
when  other  measures  have  failed  and  when 
performed  careful  management  should  be 
continued. 

Within  the  past  few  months  the  details  of 
some  very  interesting  work  on  the  blood- 
pressure  reducing  effect  of  liver  extract  have 
been  published  by  McDonald  (Canadian  Med. 
Assn.  Jr.,  .15:  697,  July,  1925)  and  also  by 
Major  (Journal  A.  M.  A.  85:  251;  July  25, 
1925).  With  this  in  addition  to  the  other 
recent  work  on  hypertension  it  would  seem 
that  the  hitherto  unknown  etiology  is  nearing 
a solution  and  a dreaded  menace  brought 
under  control. 

DISCUSSIONS 

Carl  Weidner,  Sr.:  This  is  a subject  in  which 
the  entire  medical  profession  is  much  interested. 
After  all  that  has  been  written  and  said  we  still 
do  not  know  the  cause  of  hypertension.  We  do 
know  that  the  main  factor  is  the  difference  be- 
tween the  pressure  in  the  heart  and  large  vessels 
on  the  one  hand  and  the  peripheral  arterio-ca- 
pillary  system  on  the  other.  This  vasomotor  dis- 
turbance is  most  likely  due  to  toxic  substances 
the  result  of  disturbed  metabolism,  either  over- 
production or  impaired  excretion  of  toxic  agents 
which  cause  vasomotor  disturbance  resulting  in 
either  spasm  or  contriction  of  the  smaller  arter- 
ies and  capillaries.  Many  theories  have  been  ad- 
vanced. I draw  atention  to  experiments  by  Ralph 
H.  Major  who  thinks  that  methyl-guarciclin  may 
be  one  of  these  toxic  agents.  Parathyroid  ex- 
tract and  increased  blood  calcium  were  found  to 
lower  blood  pressure. 

Psychic  influences  frequently  cause  hyperten- 
sion, as  mental  strain,  excitement,  worry,  etc. 
Observations  have  been  recorded  of  cases  in 
which  a high  tension  may  drop  30  to  60  points 
within  the  short  time  of  half  an  hour. 

The  point  mentioned  by  Dr.  Coon  may  be  ex- 
plained by  hemorrhage  during  surgical  operation 
and  by  the  effect  of  nitrous  oxide  causing  slow- 
ing of  the  blood  current  in  the  venous  capillaries 
and  thus  causing  Increased  pressure  on  the  ar- 
terial end. 

As  to  treatment:  We  should  remove  the  cause 
if  possible,  otherwise  treat  it  symptomatically. 
Sufficient  rest  and  recreation,  proper  habits  of 
life,  careful, — chiefly  vegetable  and  fruit, — diet, 
proper  elimination  and  avoidance  of  mental 
strain  and  excitement,  are  most  essential.  Com- 
plete rest  may  be  necessary  in  severe  cases. 
Alkaline  salines  and  iodides  are  indicated.  Vas- 
odilators, such  as  the  nitrites,  are  of  temporary 
benefit. 

In  some  cases  of  hypertension  occurring  in 
over-nourished  plethoric  types,  I believe  we  are 
justified  to  draw  a pint  or  more  of  blood  by  vene- 
section. This  will  oftentimes  afford  relief  and 
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may  retard  the  final  danger  of  an  apoplexy  or 
heart  failure  for  quite  a while. 

In  many  instances  of  hypertension  nephritis 
develops  as  a concomitant  disease.  I think  we 
ought  to  differentiate  between  nephritis,  as  such, 
and  hypertension  causing  kidney  changes.  It  is 
a fact  that  the  majority  of  individuals  with  hy- 
pertension show  evidence  of  kidney  disturbance. 
Hypertension  is  not  the  the  result  of  renal  dis- 
ease but  the  kidney  disease  is  the  result  of  hyper- 
tension most  likely.  As  a means  of  differentia- 
tion between  nephritis  and  hypertension  cases  it 
may  be  stated  that  the  urine  in  the  latter  is  us- 
ually more  concentrated  and  is  not  passed  so 
frequently  during  the  night.  Albumin  and  casts 
are  similar  in  both  varieties. 

J.  Garland  Sherrill:  When  the  first  speaker 

closed  I felt  that  we  knew  all  about  the  cause  of 
hypertension.  After  hearing  the  last  speaker  I 
am  inclined  to  doubt  my  former  conclusions. 

Arterial  hypertension  is  a subject  in  which  we 
are  all  interested,  whether  it  be  from  a medical, 
surgical  or  purely  personal  standpoint.  No  one 
has  said  anything  about  the  kinetic  drive  which 
Crile  mention  as  a cause  of  high  tension.  Epine- 
phrin  or  adrenalin  if  you  prefer  the  latter  name 
has  great  driving  or  activating  power  in  caus- 
ing constriction  of  the  terminal  vessels.  This 
substance  acts  rather  constantly  on  the  blood 
vessels  after  a certain  period  of  life.  When  an 
individual  is  young  his  vessels  and  muscles  are 
soft  and  pliable;  when  he  gets  old  his  muscles 
are  stiff  and  he  cannot  stoop  and  arise  as  read- 
ily as  before.  Dr.  Doherty  would  say  it  is  the 
food,  that  the  person  eats  too  much  meat,  and 
perhaps  he  is  right.  Those  who  live  on  a strictly 
vegetable  diet  are  said  not  to  have  arterial  hy- 
pertension. One  of  my  friends  who  had  blood 
pressure  of  200  mm.  Hg.  said  he  had  improved 
himself  remarkably  by  drinking  the  juice  of 
sauer  kraut. 

What  is  it  that  makes  the  blood  vessels  tense? 
We  have  been  told  that  it  is  lack  of  calcium  in 
the  svstem,  yet  we  know  there  is  more  calcium  in 
the  blood  vessels  in  high  tension  than  at  any 
other  time.  It  is  a fact  that  one  is  not  getting  rid 
of  the  calcium  that  enters  the  body.  Calcium  de- 
position in  transit,  that  is  an  important  thing.  A 
person  can  keep  young  and  supple  if  he  knows 
how  to  eat,  and  can  prevent  infection.  Diseases 
of  the  blood  vessels  are  in  a large  percentage  of 
cases  due  to  svphilis.  Next  to  syphilis  is  infec- 
tion as  mentioned  by  Dr.  Emrich.  although  I do 
not  aerree  with  many  of  the  claims  he  made  in 
his  paper.  There  are  certain  cases  of  hyper- 
tension that  are  due  to  infection.  Increased 
tension  in  the  blood  vessels  comes  in  two  ways, 
viz.,  through  the  nervous  system  and  through  dir- 
ect action  of  a toxin  on  the  terminal  vessel  caus- 
ing them  to  contract. 

I recall  that  on  one  occasion  the  thyroid  gland 
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was  removed  for  cancer.  As  a result  of  removal 
of  the  gland  the  sympathetics  in  the  neck  became 
damaged,  there  being  a zone  of  redness  involv- 
ing all  of  one  side  of  the  face.  Dilation  of  the 
blood  vessels  result  from  sympathectomy,  but 
this  does  not  cause  high  blood  pressure. 

The  way  to  cure  hypertension  is  not  to  get  it. 
High  tension  can  be  prevented  if  one  is  careful 
in  living,  gets  plenty  of  rest  enough  sleep,  does 
not  drink  too  much,  does  not  eat  too  much  meat, 
and  lastly  does  not  get  infection. 

Dr.  Solomon  recently  said  that  every  tonsil 
ought  to  be  removed  before  it  became  infected. 
We  do  not  agree  with  this  teaching.  If  the  ton- 
sil becomes  infected  and  is  causing  any  damage, 
it  certainly  ought  to  be  removed.  Small  abcess- 
es  at  the  roots  of  teeth,  in  the  prostate  gland,  in 
the  oviducts,  suppuration  in  the  gall-bladder,  etc. 
do  not  necessarily  cause  arterial  hypertension. 
The  cause  of  the  trouble  is  pus  under  tension. 
The  smallest  amount  of  pus  under  tension  will 
be  absorbed  into  the  blood  vessels  and  that  will 
have  its  effect.  It  acts  directly  on  the  blood,  the 
blood  acts  on  the  vessels,  the  vessels  contract  lo- 
cally, and  they  contract  suddenly. 

The  nervous  influence  in  producing  hyperten- 
sion is  important.  I know  one  woman  whose 
blood  pressure  was  110  mm.  Hg.  Two  weeks 
later  following  death  of  a relative  her  blood  pres- 
sure suddenly  rose  to  210.  This  as  a psychic 
phenomenon  and  cannot  always  be  controlled. 
Much  can  be  done,  however,  if  patients  are 
taught  how  to  live  and  their  lives  may  be  pro- 
longed in  comfort  for  many  years.  The  most 
important  features  are  a normal  amount  of  food, 
exercise  and  free  elimination.  Mr.  Lane  was 
right  about  some  things  and  wrong  about  many 
others.  We  should  get  rid  of  the  toxic  products 
which  are  absorbed  into  the  body  constantly 
from  the  alimentary  canal.  These  patients  all 
have  high  tension. 

In  the  present  rush  and  bustle  of  American 
life  people  are  always  “keyed-up”  to  the  highest 
pitch  they  are  always  going  and  do  not  get  suf- 
ficient rest  and  recreation,  and  this  is  conducive 
to  the  production  of  high  arterial  tension. 

Why  does  the  blood  pressure  suddenly  decline 
in  these  patients?  It  is  because  of  the  softened 
dilated  heart,  the  heart  has  no  power,  it  cannot 
overcome  the  resistance  at  the  periphery.  Until 
a certain  point  is  reached  the  heart  may  be  quite 
as  strong  as  formerly,  but  the  blood  vessels  con- 
tact and  the  blood  cannot  be  forced  througl 

Wm.  B.  Dougherty:  I want  to  emphasize  the 
importance  of  everything  Dr.  Sherrill  has  said. 
If  people  would  correct  their  daily  mode  of  liv- 
ing in  accordance  with  physiological  principles, 
very  few  would  be  afflicted  with  hypertension. 
Consider  the  daily  routine  of  the  average  bus- 
iness or  professional  man : His  breakfast  is  eat- 
en hurriedly;  he  smokes  and  drives  at  break- 
neck speed,  in  high  tension,  to  his  office;  he 


smokes  again  and  again  and  sits  in  his  office 
until  lunch  hour.  His  lunch  or  luncheon  con- 
sists generally  of  . a feast  of  rich  proteins  sat- 
urated with  blistering  condiments,  followed  by 
indigestible  sweets;  smoking  again,  and  rapid 
driving  to  his  home,  eating  another  big  meal 
followed  by  a visit  to  the  theatre  or  picture 
show  and  retiring  usually  at  twelve  o’clock,  con- 
stitute his  remaining  duties  of  the  day.  He  eats 
and  smokes  too  much,  takes  too  little  exercise 
and  does  not  get  enough  sleep.  He  is  guilty  of 
all  the  factors  that  tend  to  produce  hyperten- 
sion, viz.,  autointoxication  and  infection  from 
indulgence  in  excessive  food,  and  nicotine, 
sleepless  nights,  and  often  business  hurry  and 
worry. 

We  must  go  back  to  plain  living  and  high 
thinking  if  we  are  to  be  here  long.  We  should 
be  Health  Advisers  to  our  patients  as  well  as 
able  diagnosticians  if  we  wish  to  discharge  our 
duties  fully. 

C.  H.  Harris:  I have  enjoyed  all  the  papers 
that  have  been  read  and  also  the  discussion.  A s 
physicians  I think  we  ought  to  draw  a definite 
line  between  hypertension  and  arteriosclerosis. 
There  is  such  a distinctive  line  to  be  drawn,  and 
I believe  it  behooves  us  to  differentiate  between 
functional  hypertension  and  hypertension 
brought  about  by  organic  changes.  We  know 
that  nearly  everyone  who  comes  to  the  office 
wants  the  blood  pressure  taken.  This  has  be- 
come very  popular  with  patients.  Everyone  who 
comes  to  my  office  wants  the  blood  pressure 
taken  before  leaving. 

As  Dr.  Doherty  has  said,  people  have  gotten 
away  from  the  right  way  of  living,  they  are  con- 
stantly on  the  rush  and  in  a turmoil,  on  the 
alert  for  excitement.  This  is  bound  to  cause 
more  or  less  destruction  to  the  body  tissues. 
People  take  no  physical  exercise,  if  they  are 
going  a few  blocks  they  ride  in  the  street  car 
or  automobile.  They  are  rushing  somewhere 
from  morning  until  late  at  night.  It  is  little 
wonder  that  arterial  hypertension  is  common. 

One  thing  not  mentioned  here  tonight  which 
should  be  considered  in  a practical  study  of  this 
subject,  and  that  is  the  disposition  to  hereditary 
influence.  We  know  that  in  all  organized  life 
the  influence  of  heredity  is  shown  in  the  cells 
and  tissues  of  the  body.  That  is  the  reason 
certain  individuals  present  various  character- 
istics, they  inherit  them.  This  likewise  explains 
the  variations  in  disposition  and  type  of  differ- 
ent people.  One  man  may  come  into  the  world 
with  a good  constitution,  but  by  rush  and  tur- 
moil lessen  his  span  of  life,  while  another  may 
come  into  the  world  with  bad  heredity,  but  by 
living  properly  has  no  trouble. 

Dr.  Sherrill  struck  the  keynote  when  he  said 
syphilis  was  perhaps  the  greatest  factor  in  the 
production  of  arterial  degeneration.  There  are 
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so  many  paradoxical  things  in  regard  to  the 
blood  vessels  that  we  do  not  know  just  where 
we  stand.  I have  seen  autopsies  where  the  heart 
was  seriously  diseased,  still  the  individual  dur- 
ing life  never  exhibited  any  signs  of  trouble.  I 
have  always  believed  there  was  more  danger 
after  the  meridian  of  life  from  hypertension 
than  hypotension.  High  blood  pressure  simp- 
ly means  some  functional  disturbance  in  the 
majority  of  instances.  It  is  not  always  due  to 
organic  changes.  The  vascular  system  is  able  to 
withstand  high  pressure  for  a long  time  under 
certain  circumstances.  Most  people  show  con- 
siderable variation  in  blood  pressure  at  differ- 
ent times.  I know  one  man  who  has  had  a 
blood  pressure  of  240  to  250  mm.  Hg.  for  rr.oie 
than  ten  years,  and  he  is  still  living  in  com- 
parative comfort. 

As  to  infections:  The  deposit  of  inflamma- 
tory material  about  the  valves  of  the  heart,  ab- 
cesses  with  granulomatous  deposits  about  the 
teeth,  infected  tonsils,  in  fact  foci  of  infection 
anywhere  in  the  body  have  a tendency  to  pro- 
duce high  blood  pressure.  I am  inclined  to  re- 
gard high  blood  pressure  under  all  circum- 
stances as  compensatory.  I have  under  obser- 
vation a woman  whose  blood  pressure  has  been 
200  ever  since  I first  saw  her.  Under  the  ad- 
ministration of  appropriate  medication  and  reg- 
ulation of  diet,  especially  reduction  of  protein 
foods,  she  has  remained  comfortable  notwith- 
standing the  high  blood  pressure. 

Another  point  I want  to  make  is  that  we  do 
not  believe  that  angina  pectoris  is  due  to  high 
blood  pressure.  Every  physician  has  seen  pa- 
tients die  of  angina  pectoris  where  there  had 
never  been  any  evidence  of  arterial  hyperten- 
sion. We  used  to  think  that  angina  pectoris 
was  the  result  of  intermittent  claudication  with 
great  contraction  of  the  coronary  arteries.  We 
do  not  believe  that  theory  any  more,  and  this 
idea  of  causation  has  been  abandoned.  Neither 
do  we  believe  that  sudden  death,  like  a man  fall- 
ing dead  on  the  street,  is  apoplectic  in  origin. 
He  might  fall  and  be  unconscious  from  an  at- 
tack of  apoplexy,  but  this  does  not  produce 
sudden  death  as  formerly  believed.  When  a 
man  drops  dead  in  his  tracks  he  either  has  rup- 
ture of  an  aortic  aneurism,  a pulmonary  aneu- 
rism, or  dilation  of  the  heart. 

In  my  opinoin  it  is  a mistake  to  tell  patients 
they  have  a blood  pressure  of  200  or  250  mm. 
Hg.  They  regard  it  as  a serious  matter  and  con- 
stantly worry  over  it.  If  we  will  teach  our  pa- 
tients the  right  way  of  living,  regulate  their 
diet,  advise  rest,  recreation  and  sleep,  they  will 
get  along  better  if  they  do  not  know  what  their 
blood  pressure  reading  is.  I have  never  told 
one  of  my  patients  that  the  blood  pressure  was 
250. 

I agree  with  Dr.  Doherty  that  people  must  re- 
turn to  the  old  way  of  living  and  eat  less  if 


they  want  to  avoid  arterial  hypertension. 

Fritz  C.  Askenstedt  (in  closing)  : In  the  dis- 
cussion tonight  various  agents  have  been  sug- 
gested as  the  cause  of  high  blood  pressure.  Some 
men  have  said  flatly  that  we  do  not  know  the 
cause.  There  is  as  yet  no  scientific  explana- 
tion of  the  relation  of  those  agents  that  have 
been  mentioned  as  producing  arterial  hyperten- 
sion, because  we  do  not  know  their  modus  oper- 
ands We  are  geting  closer,  however,  to  the 
etiology  of  the  disease,  and  we  know  at  present 
time  that  the  very  earliest  manifestation  of  it 
is  a hypersensitiveness  of  the  vasomotor  sys- 
tem, causing  spasm  of  the  peripheral  arteries. 

There  is  one  peculiar  thing  about  high  blood 
pressure:  If  you  administer  adrenalin  it  does 
not  materially  raise  the  blood  pressure,  and  in 
some  instances  there  results  an  actual  lowering 
of  tension.  This  is  accounted  for  by  a pre- 
ponderance of  the  action  of  the  vagus  over  the 
sympathetic  system,  in  hypertension  inhibiting 
the  normal  stimulation  of  adrenalin  upon  the 
latter  system.  This  action  is  also  observed,  to 
some  extent,  in  the  production  of  hyperglycemia 
by  adrenalin,  which,  according  to  Kylin,  in  hy- 
pertension shows  a flatter  curve. 

Much  has  been  said  tonight  regarding  the  im- 
portance of  diet  in  arterial  hypertension.  Some 
years  ago  I looked  over  my  urine  analysis  rec- 
ods to  detect  any  diference  in  the  excretion  of 
urea,  phosphoric  acid,  ammonia,  indican,  and 
uric  acid  in  patients  with  hypertension  and  in 
those  with  normal  blood  pressures.  The  urea- 
phosphoric  acid,  urea-ammonia,  urea-indican  ra- 
tios were  practically  the  same,  but  there  was  a 
marked  lowering  of  the  urea-uric  acid  ratio, 
showing  a relative  excess  of  uric  acid.  There  was 
no  absolute  excess  of  uric  acid,  so  uric  acid 
could  not  have  been  the  cause  of  the  hyperten- 
sion. Where  there  already  exists  a relative  ex- 
cess of  uric  acid  as  a result  of  a disturbed  pro- 
tein metabolism,  it  seems  irrational  to  further 
increase  this  harmful  metabolite  by  a liberal 
meat  diet. 

As  to  the  relation  of  diabetes  to  hynertension. 
there  seems  to  be  two  forms  of  diabetes:  on*1 
connected  with  high  blood  nressure.  the  other 
independent  of  it.  A diabetic  patient  under 
forty  years  of  age  usuallv  nresents  no  hyper- 
tension, while  in  the  older  natient  diabetes  runs  a 
less  malignant  course.  In  the  latter  ca^e,  dia- 
betes is  nrobably  secondarv  to  arteriosclerosis 
and  not  the  cause  of  hypertension  as  we  have 
formerly  been  taught. 

The  relation  between  high  blood  prssure  and 
kidney  disease  has  always  been  one  of  great  in- 
terest. Finding  a high  blood  nressure  in  con- 
nection with  albuminuria  we  have  been  prone 
to  make  a diagnosis  of  neohritis.  attributing  the 
hypertension  to  the  latter.  This  has  been  in- 
correct, as  a rule.  It  is  true  that  exceptionally 
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we  may  meet  with  a case  of  chronic  interstitial 
nephritis  running  a shorter  course  than  usual, 
ending  in  uremia — the  so-called  malignant  form. 
But  these  cases  are  comparatively  rare  for  al- 
though almost  all  cases  of  chronic  hypertension 
are  attended  by  contracted  kidneys,  this  con- 
traction seldom  reaches  an  extent — 3-4  or  more 
of  the  kidneys — which  involves  true  uremia,  the 
great  majority  of  patients  dying  either  from 
heart  or  brain  complications.  At  first  these 
cases  of  hypertension  show  no  renal  involve- 
ment. Later,  as  the  disease  advances  and  the 
contraction  of  the  kidneys  takes  place,  an  oc- 
casional cast  and  a small  amount  of  albumin 
will  be  found  in  the  urine,  indicating  renal  in- 
volvement, but  usually  no  excess  of  non-protein 
nitrogen  is  detected  in  the  blood  during  the  life 
of  the  patient.  Even  as  delicate  test  as  Am- 
bard’s  will  show  a perfectly  normal  coefficient 
in  about  one-half  of  the  cases.  The  excretion 
of  urine  may  be  more  profuse  at  night  than 
during  the  day  simply  because  it  takes  the  kid- 
neys, on  account  of  their  contraction,  longer 
time  to  excrete  the  water  consumed  during  the 
day.  This  can  be  ascertained  by  any  of  the  more 
recent  water  tests. 

As  to  treatment:  Regulation  of  the  diet,  as  has 
been  advised  by  most  men  taking  part  in  the  dis- 
cussion tonight,  is  one  of  the  most  important 
features.  In  most  cases  there  should  be  a re- 
duction of  the  intake  of  protein  so  as  not  to  ex- 
ceed 80  gms.,  since  protein  metabolism  is  evi- 
dently disturbed  A quart  of  milk  and  one  egg 
per  day,  with  such  proteins  as  a variety  of  cer- 
rials  and  vegetables  will  furnish,  I regard  as  ade- 
quate. The  hypersensitiveness  of  the  vasomotor 
system  to  psychic  influences  should  direct  our 
attention  to  such  possible  causes  as  emotions, 
worry,  sleplessness,  overwork,  etc.,  enforcing 
proper  rest,  quietude,  and  advising  avoidance  of 
the  habitual  use  of  nerve  stimulants. 

I might  make  mention  of  autocondensation  as 
a therapeutic  agent.  About  one  half  of  my  cas- 
es have  been  materially  helped  by  this  treatment 
but  I am  as  yet  unable  to  specify  what  kind  of 
cases  of  chronic  hypertension  that  are  most  sus- 
ceptible to  it.  In  fact,  a patient  may  present 
a blood  pressure  refractive  to  a two  months’  ser- 
ies of  treatment  at  one  time,  and  a year  or  two 
later  the  hypertension  may  be  permanently  re- 
duced by  another  series.  If  hypertension  is  in- 
duced by  a hypersensitiveness  of  the  vasomotor 
system,  and  autocondensation  is  a nerve  seda- 
tive of  more  than  temporary  value,  its  applica- 
tion does  not  seem  irrational 

W.  H.  E mrich  (in  closing)  : It  is  difference 
of  opinion  that  makes  the  world  go  around.  It 
is  difference  of  opinion  that  induces  us  to  dis- 
cuss questions  like  arterial  hypertension.  If  we 
were  all  of  the  same  opinion  there  would  be 
nothing  to  discuss.  We  base  our  opinions  upon 
our  personal  experiences  and  upon  the  data  and 


knowledge  which  we  get  from  other  sources. 

As  to  the  question  of  arterial  hypertension 
which  is  found  necesarily  during  tne  climacteric: 
i do  not  believe  it  is  physiological,  I do  not  be- 
neve  it  is  normal:  If  the  renal  functions  were 

normal  there  would  be  no  hypertension.  X be- 
lieve it  is  due  to  irritation,  the  consequence  ox 
infection,  the  consequence  of  retention  of  toxic 
material,  or  both  If  there  is  lack  of  elimination 
and  so-called  hypertension  in  the  climacteric,  f 
do  not  believe  it  is  physiological.  We  know  that 
the  menstrual  flow  is  normal,  but  it  does  service 
also  as  a means  of  vicarious  elimination. 

As  to  the  urinary  findings:  We  can  only  base 
our  opinions  upon  our  conceptions.  There  are 
many  things  we  do  not  know  from  our  own  per- 
sonal knowledge.  It  may  be  possible  that  only 
the  supportive  structures  of  the  kidney  may  be 
involved  in  fibrosis,  not  the  secreting  or  excre- 
ting cells.  Therefore,  possibly  under  these  con- 
ditions the  urinary  findings  may  not  be  the  in- 
dication of  any  trouble.  The  urinary  findings 
will  depend  upon  that  portion  of  the  kidney 
structure  involved. 

Reference  was  made  to  the  Site  ox  mxecuon. 
The  tonsils  and  teetn  have  Deen  prommenuy 
mentioned,  also  the  prostate  giana  anu  iemaie 
pelvis  and  the  gall  bladder  nngnt  wen  ue  includ- 
ed. If  there  are  bacteria  in  tnese  tissues,  wmen 
bacteria  draw  upon  the  blood  and  upon  tne  tissue 
for  their  sustenance  and  into  which  tney  pour 
their  toxic  products,  this  toxic  material  is  absolv- 
ed by  the  lymphatic  system  and  by  the  biood 
stream  with  damaging  effects.  The  indications 
are  of  course,  surgical  removal  of  the  foci  of 
infection  wherever  found. 

As  to  the  endocrine  system:  It  would  not  be 
far-fetched  to  believe  that  the  endocrine  sys- 
tem is  subject  to  the  same  influences  as  the 
other  organs  of  the  body.  I believe  through  sec- 
ondary influences  and  also  through  pri- 
mary toxic  material  which  reaches  these  glands 
by  way  of  the  blood  channels  that  the  organs 
of  internal  secretion  are  involved  and  there- 
fore play  a part  in  the  reduction  of  high  blood 
pressure. 

As  to  treatment:  Besides  removal  of  the  cause, 
there  are  several  other  things  which  may  be  done 
if  the  patient  is  seen  early  enough.  If  the  in- 
volved tissue  can  be  removed,  that  should  be 
accomplished  by  all  means.  When  it  comes  to 
clinical  therapy,  I make  it  a practice  to  adminis- 
ter fifteen  grains  of  sodium  iodide  intravenously 
with  a ten  cubic  centimeter  syringe,  and  at  the 
same  time  before  withdrawing  the  needle  from 
the  vein  the  syringe  is  filled  with  blood;  in  other 
words  I withdraw  ten  cubic  centimeters  of  blood. 
This  is  done  on  the  average  of  twice  each  week. 
I also  advocate  an  acid  free  diet. 

An  interesting  observation  some  years  ago 
was  this:  The  patient  was  a child  born  when 
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his  mother  was  fifty  years  of  age.  She  had  pre- 
viously Dome  a large  family,  Xne  woman  show- 
ed evidences  or  toxemia.  There  never  was  a 
positive  Wassermann  in  any  of  the  family.  This 
ciniu  very  early  in  his  life  nad  eczema  wmcn  l 
toon  to  be  a skiii  manifestation  of  toxic  mater- 
ial in  tne  system.  The  child  was  always  anemic, 
of  good  average  mentality,  yet  lacked  the  am- 
bition characteristic  of  the  family.  Later  on  as 
tins  individual  entered  into  young  manhood  it 
was  observed  that  his  blood  pressure  was  very 
high.  Finally  he  practically  lost  his  vision,  ms 
blood  pressure  reacher  260  mm.  Hg.  followed  by 
complete  suppression  of  urine,  convulsions  and 
death. 

me  point  I want  to  make  is  this:  The  moth- 
er’s blood  being  toxic  so  saturation  could  not 
aosorb  toxic  material  from  the  fetal  circula- 
tion. The  fetal  nourishment  was  acid.  (ap- 
piy  a strip  of  alkaline  litmus  to  the  nipples  of 
your  nursing  mothers  to  see  how  many  of  them 
are  feeding  their  babies  acid  that  is  acid  mux;, 
iiirougnoui  childhood  tile  blood  was  charged 
witn  these  toxic  materials.  A toxic  habit  was  es- 
tablished and  in  consequence  the  growth  and 
development  or  the  child  was  impeded.  While 
Wu  may  debate  the  exact  nature  of  this  toxic 
material,  we  know  that  such  things  occur.  In  this 
particular  case  the  child  was  born  handicapped, 
nursed  of  a toxic  mother,  developed  eczema 
which  is  nothing  other  than  surface  evidence  of 
systemic  distress,  and  the  other  symptoms  which 
later  followed,  causing  a fatal  termination. 

Ellis  Duncan  (in  closing)  : I have  nothing  to 
say  with  reference  to  one  case  in  my  experience, 
in  which  I practiced  venesection  in  compliance 
with  the  demand  of  the  patient,  and  against  my 
best  judgment.  This  was  a patient  who  had  a 
systolic  blood  pressure  of  250  mm.  Hg.  and  suf- 
fered intensely  from  headache.  Eight  hundred 
c.c.  of  blood  were  withdrawn,  and  the  systolic 
pressure  dropped  back  about  one  hundred  points. 
Her  symptoms  were  relieved  for  a few  hours 
only.  In  a few  days  her  blood  pressure  was 
again  250  and  her  headache  had  returned. 

Emmet  F.  Horine  (in  closing)  : With  refer- 
ence to  venesection:  I am  glad  this  has  been 
mentioned  by  Dr.  Duncan  and  some  of  the  other 
speakers.  Certainly  in  many  cases  venesection 
will  be  of  decided  value.  Occasionally,  however, 
we  will  encounter  cases  similar  to  the  one  men- 
tioned by  Dr.  Duncan.  But  in  the  majority  of 
instances  after  venesection  the  blood  pressure 
not  only  will  be  reduced  for  the  time  being,  but 
it  will  remain  at  a lower  level  for  weeks  and  of- 
ten months.  The  individual  upon  whom  vene- 
section is  done  should  be  one  of  plethoric  type, 
and  further  venesection  should  be  done  only  af- 
ter ordinary  means  have  failed  to  properly  con- 
trol the  condition. 

The  use  of  calcium  is  an  extremely  interesting 


one  and  a great  deal  of  work  is  being  done  along 
this  line.  Certainly  with  reference  to  diet  it 
seems  that  everyone  is  agreed  that  those  peo- 
ple with  high  arterial  tension  should  live  largely 
on  leafy  vegetables,  lettuce,  cabbage,  greens, 
etc.  all  of  which  have  a high  calcium  content. 
People  who  live  principally  on  vegetables  rarely 
suffer  from  high  blood  pressure,  so  there  must 
be  something  in  the  role  of  calcium  in  at  least 
preventing  high  blood  pressure. 


A CASE  FOR  SURGICAL  DIAGNOSIS* 
By  Ben  Carlos  Frasier,  Louisville. 

The  object  of  the  following  notes  is  to  des- 
cribe a case  for  the  surgeons  present  to  dis- 
cuss. 

One  of  my  female  patients  requested  me  to 
see  her  maid  in  consultation  with  Dr.  Lati- 
mor.  I had  known  the  woman  for  thirty 
years,  and  she  had  been  maid  to  my  patient 
for  about  eighteen  years. 

The  patient  had  a large  multiple  fibroid 
tumor  of  the  uterus  of  which  I had  been 
aware  f^r  many  years.  However,  she  had 
always  been  well  apparently  and  had  lost  no 
time  from  work.  She  is  thin  but  has  al- 
ways been  active  and  quick.  Dr.  Latimor 
was  called  to  see  her  seven  or  eight  days  prior 
to  our  consulation.  On  Sunday  night  the 
patient  had  a violent  attack  of  vomiting  and 
complained  of  severe  pain  in  the  epigastrium. 
Hot  applications  had  been  used  and  opiates 
administered. 

At  the  time  of  my  visit  the  patient’s  tem- 
perature was  102  degrees  F.,  pulse  120,  there 
was  great  tympany,  and  besides  the  entire 
abdominal  cavity  was  filled  with  the  immense 
fibroid  tumor  mentione*!.  The  doctor  thought 
she  ought  to  be  operated  upon  at  once,  but 
I told  him  she  could  not  be  subjected  to  opera- 
tion in  her  condition  because  it  would  mean  a 
fhtal  termination.  The  patient  seemed  con- 
fident that  “the  pain  came  from  her  gall 
bladder.”  She  was  slightly  jaundiced.  The 
urine  contained  a small  quantity  of  bile, 
albumin,  blood,  and  an  occasional  cast.  I 
advised  simply  keeping  her  in  bed,  and  taking 
care  of  her,  doing  nothing  else. 

Four  days  later  I saw  the  patient  again 
and  her  condition  was  about  the  same.  At 
my  next  visit,  three  days  afterward,  in  exam- 
ining her  abdomen  I discovered  what  seemed 
to  be  an  umbilical  hernia.  She  had  a soft 
swelling  at  the  umbilicus,  but  there  was  no 
impulse  on  coughing  or  movement. 

The  following  day  the  doctor  telephoned 
that  the  patient  was  worse  and  asked  me  to 
see  her  again  with  him,  which  I did,  and  then 
recognized  ‘.that  tRe  supposed  hernia  was 


*Read  before  the  Louisville  Medico-Chirurgical  Society. 
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really  an  umbilical  abscess.  As  I did  not  be- 
lieve she  could  be  safely  moved  to  the  hos- 
pital, I opened  the  abscess  with  bistoury 
which  liberated  one  and  a half  pints  of  very 
offensive  fluid.  The  patient  was  lying  on 
her  right  side  at  the  time,  and  was  turned  on 
her  left  side  to  facilitate  drainage.  After 
this  was  complete  there  remained  a deep 
cavity  in  the  abdomen.  I could  not  be  sure 
then,  and  am  not  sure  now,  where  the  fluid 
material  originated. 

The  next  morning  the  patient’s  tempera- 
ture was  normal  and  she  has  been  doing  well 
since  until  two  days  ago  when  there  was 
noticed  some  congestion  of  the  lungs. 

DISCUSSION 

L Wallace  Frank:  One  of  the  first  things  to 

be  considered  in  a case  of  this  kind  is  a pedunc- 
ulated fibroid  that  has  become  twisted  upon  it- 
self and  gangrene  has  resulted.  1 operated  upon 
a somewhat  similar  case  at  the  city  hospital  not 
long  ago.  A woman  was  admitted  with  a history 
of  pulmonary  trouble,  but  examination  of  her 
lungs  disclosed  nothing  at  normal.  She  had  a 
movable  turner  in  her  right  side,  she  complained 
of  constant  pain,  vomiting,  and  fever.  When  I 
saw  her  three  or  four  weeks  afterward  she  still 
• ••  -l:  aineu  f abdominal  pain  and  was  still  vcm- 
ing.  I made  the  diagnosis  of  “tumor  with 
twisted  pedicle”  but  this  was  found  not  to  be 
true  when  the  abdomen  was  opened.  It  de- 
veloped later  that  the  woman  did  actually  have 
pulmonary  tuberculosis. 

One  thing  we  must  consider  in  this  type  of 
fibroids  is  that  they  may  become  twisted  and 
gangrenous  from  loss  of  blood  supply.  When 
that  occurs  secondary  infection  is  not  uncommon 
and  a localized  peritonitis  with  abscess  may  re- 
sult. 

In  Dr.  Frazier’s  case  the  abscess  was  in  the 
upper  abdominal  cavity,  not  in  the  pelvis.  This 
excludes  the  ovaries  and  probably  also  the  ap- 
pendix. If  the  trouble  had  been  primarily  in 
the  pelvis,  the  abscess  would  most  likely  have 
ruptured  into  the  rectum  or  vagina,  it  would 
not  have  pointed  at  the  umbilicus. 

I believe  there  was  a twisted  fibroid  tumor 
which  became  gangrenous. 

John  W.  Price,  Jr.:  Dr.  Frank’s  suggestion 

is  probably  the  most  logical  one.  While  Dr. 
Frazier  was  relating  the  symptoms  in  his  case, 

I thought  it  more  than  likely  that  the  patient  had 
some  trouble  about  the  gall  bladder  which  had 
extended  along  the  round  ligament  of  the  liver 
and  thence  to  the  umbilicus.  This  is  simply 
mentioned  as  a possibility. 

J.  Garland  Sherrill:  Considering  the  presence 

of  fever,  pain,  nausea  and  vomiting,  the  first 
thing  one  would  expect  is  appendicitis;  second, 
we  would  have  to  think  about  disease  of  the  gall 


bladder;  third,  torsion  of  a fibroid  tumor  as 
mentioned  by  Dr.  Frank.  A fibroid  turner  is 
exactly  like  an  ovarian  cyst  in  its  results.  In 
all  the  cases  of  torsion  I have  seen,  either 
ovarian  cysts  or  pedunculated  fibroid  tumors, 
the  patients  had  symptoms  simulating  intestinal 
obstruction.  Appendicitis  frequently  is  accom- 
panied by  symptoms  resembling  those  of  ob- 
struction, so  the  diagnosis  is  often  obscured. 
Appendicitis,  however,  can  occur  without  serious 
disturbance  of  the  intestinal  function.  Gall 
bladder  disease  can  occur  also  with  regular  in- 
testinal evacuations.  An  abscess  may  form  in 
the  gall  bladder  region  and  extend  downward 
along  the  round  ligament  of  the  liver  to  the  um- 
bilicus and  point  there.  In  one  of  my  early 
cases  an  appendiceal  abscess  ruptured  at  the 
umbilicus  spontaneously.  I do  not  now  recall 
a case  in  which  pyosalpinx  ruptured  at  the  um- 
bilicus, but  it  is  mentioned  in  the  literature 
particularly  in  pyosalpinx  gonorrheal  in  type. 

The  case  reported  impresses  me  as  being  most 
likely  one  of  appendicitis  with  abscess  forma- 
tion, the  pus  cavity  extending  into  the  umbilical 
region.  Of  course,  it  may  be  a twisted  nodule 
of  the  fibroid  tumor  present  with  gangrene  as 
mentioned  by  Dr.  Frank. 

Owsley  Grant:  From  Dr.  Frazier’s  description 
of  the  case,  I am  impressed  with  the  fact  that 
his  patient  had  an  infected  vesical  diverticulum. 
Of  course  that  would  not  explain  the  jaundice, 
but  it  would  explain  the  pain,  infection,  and 
other  symptoms.  Cases  of  persistently  patent 
urachi  are  not  uncommon  and  when  infection 
occurs  the  abscess  points  at  the  umbilicus.  I 
have  seen  several  urinary  fistula,  urachal  'n 
type,  where  infection  occurred  from  vesical  di- 
verticular. In  these  cases  an  opening  occurred 
at  the  umbilicus. 

Ben  Carlos  Frazier  (in  closing):  I am 

inclined  to  the  opinion  that  Dr.  Price  has  offered 
the  correct  solution  in  the  case  reported.  The 
patient  complained  of  pain  high  in  the  abdomen. 
There  was  also  pain  arouhd  the  umbilicus  for 
two  days  before  the  abscess  was  opened.  The 
pain  was  referred  to  the  epigastrium,  around 
the  liver,  and  confined  to  the  right  side.  The 
patient  wanted  to  lie  on  her  right  side  con- 
stantly with  an  electric  pad  over  the  liver  region 
on  account  of  the  pain.  Even  after  the  abscess 
was  opened  she  insisted  upon  lying  on  her  right 
side.  I believe  the  trouble  originated  in  the  gall 
bladder  region. 

The  patient  died  within  a month  after 
the  foregoing  report  was  made,  of  ex- 
haustion and  uremia.  The  kidneys  ex- 
creted very  little  urine  during  the  last  week. 
The  urine  contained  a large  amount  of  al- 
bumin, had  a high  specific  gravity,  and  was 
also  filled  with  granular  casts. 
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COUNTY  SOCIETY  REPORTS 


Harrison:  The  Harrison  County  Medical  So- 

ciety held  the  regular  monthly  meeting  Novem- 
ber 1,  1926,  at  the  office  of  Drs.  Martin,  Rees, 
Moore  and  McDowell.  Members  and  visitors 
present  were  Drs.  Wood,  Renfro,  Ross,  Martin, 
Wells,  Mcllvain,  Carr,  Wyles,  Way,  Sanford,  N. 
W.  Moore,  Rees,  W.  B.  Moore,  Scott,  Harvey, 
Blount  and  Henry.  w 

Meetings  called  to  order  by  President  J.  M. 
Rees.  Minutes  of  October  meeting  approved  as 
read. 

J.  Martin  reported  complicated  labor  case. 
Occiput  posterior  and  baby  has  umbilical  hernia, 
larger  than  goose  egg.  Purse  string  suture  ap- 
plied and  baby  appears  to  be  doing  well. 

R.  W.  Wood  reported  case  of  pellagra.  On 
motion  seconded  and  carried.  President  selected 
J.  E.  Wells,  J.  Martin  and  W.  B.  Moore,  com- 
mittee to  appear  before  Fiscal  Court  and  request 
the  court  to  make  appropriation  of  $1,000  to 
Health  and  Welfare  League.  Committee  on 
water  works  asked  for  further  time  which  was 
reluctantly  granted. 

E.  Mcllvain,  Wells  and  W.  B.  Moore  appointed 
committee  to  arrange  for  December  meeting. 
Dr.  C.  Scott  read  the  paper  on  Myocardial  Dam- 
age in  Coronary  Occlusion.  Discussed  by’  Drs. 
Harvey,  Wells,  Martin,  Carr  N.  W.  Moore  and 
closed  by  Dr.  Scott. 

Meeting  adjourned. 

W.  B.  MOORE,  Secretary. 


Adair,  Green  and  Taylor  Counties:  The  Adair, 
Green  and  Taylor  County  Medical  Societies  held 
their  joint  annual  meeting  in  Campbellsville 
December  22,  1926.  After  a short  business  ses- 
sion the  meeting  adjourned  to  the  Merchants 
Hotel  where  a banquet  was  spread,  and  papers 
read. 

Because  of  high  water  no  representative  from 
Green  County  could  be  present.  S.  P.  Miller  and 
W.  J.  Flowers  of  Adair  County  were  present. 
Of  Taylor  County  E.  L.  Gowdy,  B.  T.  Black,  C. 

V.  Hiestand,  F.  I.  Buckner,  O.  H.  Shivley,  J.  L. 
Atkinson,  W.  B.  Atkinson,  O.  M.  Kelsay,  and 

W.  R.  Elrod  attended.  Irvin  Abell  was  the 
guest  of  honor.  Other  special  guests  were : 
Raymond  Evans  of  Louisville,  Baldrick  and 
Crenshaw  of  Lebanon,  R.  A.  Sanders,  D.D.S., 
S.  L.  Dunbar,  D.D.S.,  and  Henry  Moody,  M.D. 

Short  talks  were  made  by  Drs.  Hiestand, 
Flowers,  Baldrick,  Shivley,  Sanders  and  Gowdy. 
Raymond  Evans  read  a very  instructive  paper 
on  “Peptic  Ulcer”  covering  the  subject  in  a 
very  scientific  manner.  Irvin  Abell  delivered 
an  essay  on  “Surgical  Tuberculosis,”  thorough, 
concise  and  informing. 

W.  B.  ATKINSON,  Secretary. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 

For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract,  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References : The 

medical  profession  of  Nashville. 

JOHN  W.  STEVENS,  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TENN 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


HIGH  OAKS — Dr.  Sprague’s  -Sanatorium 


For  Mental  and 
Nervous  diseases 
drug  and  liquor 
addictions. 

Homelike  care 
under  expert  med 
ical  supervision. 
Attractive  new 
buildings  with 
modern  equip- 
ment for  treat- 
ment and  comfort 
of  patients.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
therapy  for  each 
patient.  Complete 
hydrotherapeu  tic 
equipment.  Ex- 
perienced nurses. 

For  rates'and  in 
formation  address 


Phone  302.  GEO.  P.  SPRAGUE,  M.D.,  Lexington,  Ky. 

•*»—  - : 


No  need  to  question  reliability  of  our  advertisers — all  are  guaranteed.  When  answering  ads  mention  this  Journal 
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Have  you  followed  the 
recent  developments  in 
treating  maliiuinxion  wMi 
Knox  Sparkling  Gelatine 
-and-milk  ? Our  lab- 
oratory reports  will  put 
the  facts  before  you.... 


AT  first,  laboratory  tests  proved  the  discovery. 

Then,  experiments  with  groups  of  children 
(such  as  the  one  recently  conducted  at  the  Christian 
Herald  Children’s  home)  confirmed  it.  And  now, 
physicians  in  all  sections  of  the  country  are  report- 
ing gratifying  results  in  treating  malnutrition  with 
Knox  Gelatine  and  milk.  When  the  gelatine  is  dis- 
solved and  added  to  the  milk,  its  protective  col- 
loidal ability  greatly  assists  full  digestion— it  in- 
creases the  available  nourishment  of  milk  about 
23  °Ic.  Became  it  is  unflavored,  uncolored  and  un- 
sweetened only  Knox  Gelatine  should  be  prescribed. 

Method  of  Combining  Gelatine  with  Milk : 

Add  one  teaspoonful  of  Knox  Sparkling  Gelatine — which 
should  first  be  soaked  ten  minutes  in  a little  cold  milk  and 
then  dissolved  over  hot  water  or  in  hot  milk — to  the  glass  of 
milk.  (In  infant  feeding  formulas  use  1 tablespoonful  of 
gelatine,  dissolved  as  above,  to  the  quart  of  milk.) 

From  raw  material  to  finished  product  Knox  Sparkling  Gela- 
tine is  constantly  under  chemical  and  bacteriological  control, 
andis  never  touched  by  hand  while  in  process  of  manufacture. 

Write  for  ourmedical  reports  and  booklets,  discussing 
malnutrition,  infant  feeding,  liquid  and  soft  diets, 
and  other  phases  in  gelatine’s  value  to  medicine. 

KNOX  GELATINE  LABORATORIES 

424  Knox  Ave.,  Johnstown,  N.  Y. 


Increases 
available 

\ nourishment] 
of  milk, 
about 

23% 

Aids 

"digestion,  and 
lends  a£]5etizind 
variety  to  all  kinds 
of  diets 


Prevents 
milk 
colic 
and  other 
baby 
ailments 


KNOX 


SPARKLING 

GELATINE 

"The  Highest  Quality  for  Health” 
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Just  Ready— Third  Edition 

Sollmann’s  Pharmacology 

The  hook  has  been  reset  from  cover  to  cover.  It  had  to  be!  First,  there  was  the 
new  revision  of  the  United  States  Pharmacopia.  This  necessitated  a thorough  re- 
view of  the  preparations,  making  them  conform  to  the  new  standard  and  chang- 
ing the  nomenclature  and  spelling  accordingly. 

Then,  the  accelerated  pace  of  pharmacologic  investigation  has  brought  into  thera- 
peutics many  essentially  new  drugs,  such  as  insulin,  ethylene,  and  parathyroid 
liormone.  In  many  subjects,  such  as  the  autonomic  system,  chemotherapy,  lead 
poisoning,  etc.,  new  conceptions  have  come  forward.  All  these  changes  necessitated 
a virtual  rewriting  of  the  entire  book. 

As  the  work  is  planned  to  be  of  use  in  clinical  medicine,  that  information  which 
has  a direct  bearing  upon  the  practice  of  medicine  has-been- put  in  the  larger-sized 
type,  while  data  of  less  frequent  use  have  been  relegated  to  a smaller-sized  type. 
This  arrangement  has  been  facilitated  by  the  generous  use  of  paragraph  headings. 
The  bibliography  remains  as  heretofore  a distinct  feature  of  this  book.  It  has  been 
revised  and  some  1200  new  titles  added.  In  the  Appendix  will  he  found  a check 
list  for  study  of  important  preparations  and  a tabulation  of  average  doses. 

Octavo  volume  of  1184  pages,  illustrated.  By  Tobald  Soplmann,  M,  D.,  Professor  of  Pharmacology  and  Materia 
Medica  in  the  School  of  Medicine.  Western  Reserve  University.  Cloth.  $7.50  net 

W.  B.  SAUNDERS  COMPANY  Philadelphia  and  London 
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CONTENTS 

The  Feeding  of  Well  Babies 

Mead's  Dextri-Maltose 

Certain  Types  of  Sick  Infants 

Casec,  with  Cow's  Milk  and  Water 
Diarrhoea  (Fermentative,  Summer) 
Non-Thriving  Breast-Fed  Babies 
Colic  in  Breast-Fed  Babies 
Breast-Fed  Babies  with  Loose, 

Green  Stools 


THIS  booklet,  “Bottle  Feeding  of  the 
Majority  of  Infants,”  outlines  how  cow’s 
milk  and  two  such  reliable  infant  feeding 
materials  as  Mead’s  Dextri-Maltose  and  Casec 
are  used  by  physicians  to  prescribe  feeding 
formulas  for  the  large  majority  of  well  .and 
sick  infants. 

The  reasons  why  Mead’s  Dextri-Maltose  has 
gained  its  reputation  for  dependability  are  also 
shown.  Some  of  the  items  of  Mead’s  infant 
feeding  service  are  described  in  detail  and  we 
believe  they  will  interest  the  physician  for  they 
offer  a number  of  time-saving  conveniences. 


Mead’s  Infant  Feeding  Service 

Pocket  Case  of  Feeding  Formulas 
Dextri-Maltose  Prescription  Blanks 
Casec  Prescription  Blanks 
Booklets,  “Instructions  for 

Expectant  Mothers" 


THE  MEAD  POLICY 

MEAD'S  infant  diet  materials  are  advertised  only  to 
physicians.  No  feeding  directions  accompany  trade 
packages.  Information  in  regard  to  feeding  is  supplied 
to  the  mother  by  written  instructions  from  her  doctor , 
who  changes  the  feedings  from  time  to  time  to  meet  the 
nutritional  requirements  of  the  growing  infant.  Litera- 
ture furnished  only  to  physicians. 


Mead  Johnson  & Co. 

Evansville,  Indiana 
Infant  Diet  Materials  Exclusively 
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EDITORIAL 


INFORMATION  PERTAINING  TO  THE 
ORGANIZED  RESERVES,  MEDI- 
CAL DEPARTMENT. 

1.  The  War  Department  has  directed  that 
the  Fifth  Corps  Area,  consisting  of  the  states 
of  Ohio,  Indiana,  Kentucky  and  West  Vir- 
ginia, furnish  2439  Medical  Reserve  Officers 
as  its  quota  in  the  National  Defense  Plan. 

2.  There  are  120  units  required  to  be  or- 
ganized and  these  consist  of  Medical  Regi- 
ments ; General,  Surgical,  Evacuation  and 
Station  Hospitals ; Hospital  Trains ; Surgical 
Groups;  and  various  Zone  of  the  Interior  in- 
stallations. 

3.  There  are  now  1079  physicians  commis- 
sioned in  the  Reserve  Corps  in  this  Corps 
Area,  leaving  1360  vacancies  to  be  filled. 

4.  Appointment  in  the  Reserve  Corps  is 
made  for  a period  of  five  years  and  any  li- 
censed physician  is  eligible  for  appointment. 

5.  Those  having  had  World  War  service 
are  entitled  to  a commission  one  grade  high- 
er than  held  during  the  war ; others  can  only 
be  commissioned  as  First  Lieutenants  and 
must  be  between  the  ages  of  21  and  36  years. 

6.  Reserve  Officers  cannot  be  ordered  to 
active  duty  without  their  consent  except  in 
time  of  a national  emergency  expressly  de- 
clared by  Congress. 

7.  Application  blanks  for  appointment 
and  further  information  may  be  obtained 
from  the  Surgeon,  Fifth  Corps  Area,  Colum- 
bus, Ohio. 

8.  If  you  are  already  an  officer  of  the 
Medical  Reserve  Corps  it  is  desired  that  you 
get  in  contact  with  phvsicians  in  your  vicini- 
ty who  are  not  in  the  Medical  Reserve  Corps, 
with  a view  of  getting  them  to  join. 

9.  If  you  are  not  a commissioned  officer 
in  the  Medical  Reserve  Corps  we  want  you  to 
join  if  you  come  within  the  provision  as  se'- 
forth  in  paragraph  5 o!  this  circular. 

10.  We,  as  American  citizens  (this  ap- 
plies also  to  the  Nationals  of  anv  other  coun- 
try or  state!  are  indebted  to  our  Govern- 
ment for  the  privileges  we  enjoy  in  the  mat- 
ter of  freedom,  liberty  and  protection  which 
is  guaranteed  to  us  under  our  flag,  the  sym- 
bol of  our  Government— a government  con- 
ceived in  liberty  and  dedicated  to  the  prop- 


osition that  all  men  are  created  equal.  Our 
Flag,  since  the  adoption  by  our  forefathers, 
has  never  been  lowered  to  any  foreign  nation 
or  potentate ; a flag  so  conceived  and  so  ded- 
icated can  never  be  supplanted  by  any  other 
flag  when  the  citizens  over  whom  it  floats  and 
affords  protection  remain  loyal  and  true.  In 
the  early  days  of  our  government  it  required 
all  able-bodied  citizens  between  the  ages  of  18 
and  40  years  to  assemble  once  a year  at  a ren- 
devous  for  muster  and  military  training  to 
the  end  that  all  such  could  receive  instruc- 
tions in  military  matters  in  case  their  services 
were  needed  in  an  emergency.  While  this  is 
no  longer  required  by  law  it  is  believed  that  it 
would  be  a great  national  asset  and  the  most 
effective  method  of  preventing  future  wars, 
if  all  able-bodied  citizens  were  required  to  de- 
vote 2 or  3 years  of  their  lives  to  military 
training  before  entering  upon  their  civilian 
duties.  Military  training  never  hurts  any- 
one. It  is  an  asset  to  the  youths  of  our  coun- 
try. It  teaches  discipline  and  obedience,  devel- 
ops physique  and  makes  them  respect  the  laws 
of  the  land  and  their  seniors  and  above  all 
makes  them  true,  loyal  and  law-abiding  citi- 
zens of  whom  we  have  not  too  many  nowa- 
days. We  of  the  medical  profession  are  by 
nature  of  things  the  guardians  of  the  health 
of  our  citizens  in  time  of  peace.  In  time  of 
war  we  have  a double  function — professional 
and  military.  For  the  proper  performance 
of  the  latter  we  must  he  trained  and  educat- 
ed in  our  duties.  The  uniform  does  not  make 
an  officer.  To  properl v perform  your  func- 
tions as  an  officer  of  the  Medical  Corns  you 
must,  be  trained.  Above  all  we  must  be  or- 
ganized so  that  when  the  dav  comes  each  and 
aH  of  ns  will  know  what  is  required  of  us. 
where  we  are  to  go  and  what  is  expected  of 
us.  We  must  be  organized  so  that  each  and 
all  of  ns  can  be  utilized  to  the  best  of  his  abil - 
itv  ami  nut  in  his  nroaer  nlace  in  accord- 
ance with  his  special  training  and  qualifica- 
tions— no  more  round  negs  in  square  holes 
must  occur  as  did  in  the  World  War.  We 
will  be  the  first  branch  of  the  service  that 
must  function  immodiatelv  and  efficientlv  on 
mobilization  dav.  Ro  mv  brothers  in  the  pro- 
fession T call  upon  von  to  do  vour  duty  to- 
ward prena redness  as  vou  are  now  doing  for 
your  patients  The  Medical  profession  has 
never  failed  the  public  in  the  performance  of 
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duty  in  time  of  need.  We  have  always  mani- 
fested a spirit  of  desiring  to  correct  mistakes 
when  discovered.  Let  us  now  get  busy  and 
organize  to  the  end  that  no  mistakes  made  in 
the  last  war  will  be  repeated  in  any  future 
war.  We  all  owe  this  much  at  least  to  our 
country  and  to  our  Flag.  The  work  of  Wash- 
ington was  not  finished  at  Yorktown;  the 
work  of  Lincoln  was  not  completed  at  Appo- 
mattox. They  live  in  our  institutions,  one 
in  the  Constitution  which  his  efforts  caused 
to  be  adopted,  the  other  in  the  Amendments 
which  his  sacrifice  caused  to  be  ratified.  Your 
work  was  not  all  done  on  the  sea  or  on  the 
fields  of  France. 

L.  T.  HESS,  Colonel,  Med.  Corps, 

U.  S.  Army,  Corps  Area  Surgeon. 

Fort  Hayes,  Columbus,  Ohio. 


TREATMENT  OF  BITES  BY  RABTD 
ANIMALS. 

The  recent  issue  of  Health  News,  pub 
lished  by  the  New  York  State  "Department  of 
Health,  contains  the  most  interesting  bit  of 
advice  on  the  treatment  of  persons  bitten  by 
rabid  animal  or  animals  suspected  of  being 
rabid.  The  Health  News  further  auotes  Dr. 
Anna  Williams  as  saying  that  nitric  acid  does 
not  cause  bad  scarring. 

Research  carried  on  in  the  New  York  City 
Department  of  Health  has  conclusively  shown 
that  cauterization  with  filming  nitric  acid  is 
the  best  known  methods.  According  to  its 
Weekly  Bulletin  dated  December  4,  1926,  this 
method  is  helpful  if  used  within  48  hours,  but 
the  earlier  the  better. 

“The  acid  should  be  applied  on  the  point 
of  a tapered  glassrod  or  drop  bv  drop  from 
a capillarv  pipette,  so  that  the  amount  may 
be  carefully  controlled.  Contact  with  bony, 
cartilaginous  or  bloodless  narts  should  be 
avoided,  if  possible.  To  these  narts  apply 
nure  carbolic  acid  and  the  fuming  nitric  acid 
to  the  other  tissues  adjacent.  Such  tissues 
heal  well,  after  the  use  of  nitric  acid. 

“The  actual  cauterv  is  effective  as  far  as 
it  reaches  the  parts  of  the  wound,  but  fuming 
nitric  acid  being  a fluid  reaches  the  deep 
crevices  which  the  hot  iron  mav  not  touch. 

“Pure  carbolic  "acid,  iodine,  silver  nitrate 
etc.,  have  but  little  value  in  the  treatment  of 
wound  made  bv  rabid  animals,  compared 
with  fuming  nitric  acid.” 


New  Measles  Germ. — Although  the  pleomor- 
phic gram-negative  bacillus  discovered  by  Thom- 
son in  the  throats,  conjunctiva  and  more  espec- 
ially in  the  skin  rash  of  measles  cases  is  very 
difficult  to  explain  away,  it  did  not  give  definite 
agglutination  with  the  serum  of  convalescent 
measles  cases,  nor  was  there  any  positive  com- 
plement fixation. 


ORIGINAL  ARTICLES 


OSTEOMYELITIS,  ACUTE  AND 
CHRONIC,  A STUDY  OF  FIFTY-EIGHT 
CASES.* 

By  Chas  C.  Garr,  M.  D.,  F.  A.  C.  S. 

Lexington  Clinic,  Lexington. 

I invite  your  attention  to  pyogenic  infec- 
tion of  bone  caused  by  metastasis  through  the 
blood  stream  from  some  focal  point.  I am 
leaving  out  of  consideration  in  this  discus- 
sion other  types  of  bone  necrosis,  such  as  tu- 
berculosis, syphilis,  blastomycosis,  typhoid  os- 
teitis, and  necrosis  due  to  extension  from  the 
soft  parts. 

Sixty  per  cent  of  the  cases  of  acute  osteo- 
myelitis I have  seen  have  been  treated  for 
rheumatism  from  two  to  ten  days  before  sur- 
gical aid  was  sought.  A lack  of  understand- 
ing of  the  nature  of  this  malady  plus  the  fact 
that  it  attacks  a bone  in  the  neighborhood  of 
a joint  is  responsible  for  this.  Attributing 
too  much  importance  to  a recent  and  slight 
traumatism  is  a frequent  cause  of  diagnostic 
error. 

A focus  of  invasion,  such  as  furunculosis, 
blisters,  abrasions,  infected  areas  on  hands  or 
feet,  slight  burns,  or  sore  throat,  can  be 
found  in  most  cases. 

The  symptoms  of  acute  osteomyelitis  are 
sudden  in  onset.  They  are : local  pain,  which 
becomes  worse,  very  little  swelling,  tempera- 
ture 1 01  to  1 04 : pulse  1 20  to  1 40.  rise  in 
local  temperature,  and  the  voluutarv  immo- 
bility of  the  part  affected  to  avoid  pain.  Af- 
ter two  davs  to  a week  with  a continuation  of 
the  svmptoms  of  onset,  swelling,  redness,  and 
the  evidence  of  acute  inflammation,  will  ap- 
pear. An  examination  of  the  patient  is  diffi- 
cult on  account  of  the  verv  great  pain  and  in- 
vestigation of  joint  motion  is  denied  bv  mus- 
cular rigiditv.  The  leucoe.vte  count  is  18.000 
to  26.000  with  85 91  to  95%  polymorphon- 
uclear count  in  nearly  all  cases.  In  one  case 
of  osteomyelitis  of  the  right  ilium  with  ab- 
scess in  the  iliac  fossa  T delayed  operation 
one  week  on  account  of  low  leucocyte  count 
end  positive  Widal  reaction.  So  leucocvtosis 
is  not  a one  hundred  per  cent  symptom. 

There  is  no  x-ray  evidence  in  the  first  few 
davs  of  the  disease,  and  the  w-r^eon  who 
waits  for  x-ray  findings  does  his  ent  a ma- 
terial damage.  When  the  process  has  de- 
veloped sufficiently,  that  is  6 or  7 days,  for 
the  x-rav  to  show  necrosis  or  seouestration. 
the  operation  will  disclose  a much  more  ex- 
tended area  of  disease  than  the  shadowgraph 
discloses.  To  mv  mind,  fever,  marked  ICfico- 
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cytosis,  and  extreme  local  tenderness  over  a 
limited  area  of  bone  is  sufficient  evidence  for 
exploration. 

. There  is  not  a unanimity  of  opinion  among 
surgeons  as  to  the  exact  location  of  the  be- 
ginning of  this  pathology.  For  years  we  have 
been  taught  that  the  medulla  of  the  bone  re- 
ceived the  infected  embolus.  In  recent  years 
it  is  believed  by  some  that  the  cancellous  tis- 
sue near  a joint  is  first  invaded  and  exten- 
sion takes  place  along  the  cartilage  to  the 
cortex,  pushing  the  periosteum  away  from  the 
shaft  and  that  the  medulla  is  secondarily  in- 
fected (by  extension  through  the  Ha  version 
canals.  Having  encountered  the  sub-perios- 
teal abscess  in  several  cases  with  no  apparent 
medullary  disease,  I am  led  to  believe  this  to 
be  the  means  of  extension. 

There  are  some  cases  of  acute  osteomyelitis 
in  which  the  bone  infection  is  but  one  symp- 
tom of  a graver  condition,  and  that  is  septi- 
cemia. When  the  blood  culture  proves  a bac- 
teriemia,  the  prognisis  is  grave,  multiple  bone 
lesions  are  to  be  expected,  as  well  as  pneu- 
monia. endocarditis  and  meningitis. 

The  femur  is  involved  in  50%  of  all  cases. 
Tn  mv  own  cases  the  tibia  heads  the  list  and 
the  femur  second. 

Chronic  osteomyelitis*  is  nothing  more  than 
the  results  of  an  acute  osteomyelitis.  Nature 
separates  the  dead  bone  from  the  living,  es- 
tablishes sinuses  through  the  skin  and  at- 
tempts to  liquify  the  sequestrum.  This  pro- 
cess continues  over  a period  of  many  months 
or  years.  The  size  of  sequestra  has  never 
been  satisfactorily  explained.  T do  not  know 
whether  seouestration  is  a result  of  the  me- 
dulla being  bathed  in  pus  or  whether  it  is  due 
to  a thrombus  of  the  nutrient  artery.  The 
size  of  the  seouestra  varies  from  small  spic- 
ules of  dead  hone  to  long  thin  spatula  like 
fragments  manv  inches  long. 

In  another  type  of  chronic  osteomyelitis  we 
have  a hone  abscess  surrounded  by  hard  dense 
bone  through  which  Nature  is  unable  to  bore 
a sinus.  This  is  the  Brodie  tvpe  of  abscess 
and  usually  contains  sterile  pus  or  that  of 
very  low  virulence.  It  often  is  a remnant 
left  over  from  bone  disease  manv  vears  be- 
fore. As  the  destructive  process  has  con- 
tinued within  the  bone,  the  periostium  pro- 
duces a new  and  denser  bone  on  the  surface 
so  that  these  old.  eases  show  a marked  thick- 
ening of  the  t,  sometimes  to  twice  its  nor- 
mal size. 

The  symptoms  of  chronic  osteomyelitis  are 
chieflv  discharging  sinus,  which  gives  pain 
when  the  sinus  plug,  swelling  induration,  and 
thickening  of  the  cortex.  The  x-rav  picture 
is  of  vast  import  in  the  chronic  tvpe  as  it  will 
show  the  size  and  location  of  seouestra  and 
the  extent  of  hone  destruction  and  bone  pro- 
liferation. The  patient  usually  shows  the  ef- 


fect of  long  continued  purulent  infection  and 
is  anemic  and  often  undernourished. 

The  prognosis  is  favorable  in  the  acute  cas- 
es in  the  absence  of  septicemia.  In  the 
chronic  cases  the  prognosis  is  not  grave  as  to 
life,  but  repeated  operations  are  often  neces- 
sary and  the  chief  danger  is  embolism  and 
extension  into  a joint.  Tn  my  experience  the 
mortality  is  12%  taking  all  caseS — acute, 
chronic,  and  those  with  septicemia. 

The  chief  symptoms  of  the  Brodie  abscess 
is  the  constant  dull,  boring  pain  localized  in 
the  affected  bone.  The  roentgenogram  dis- 
closes the  area  of  necrosis  surrounded  by 
very  dense  bone. 

The  treatment  is  surgical.  Early  opera- 
tion in  the  acute  cases  will  limit  the  amount 
of  bone  destruction  and  the  extension  into  a 
nearby  joint.  Some  surgeons  always  lift  the 
cortex  off  freely  while  others  believe  that  a 
drainage  of  the  periostium  should  first  be 
done  and  later  open  the  medulla,  if  neces- 
sary. Tn  my  cases  it  always  has  been  neces- 
sary to  open  the  medulla  at  first  or  later  and 
I believe  that  if  pus  is  found  under  the  per- 
iosteum. a part  of  the  cortex  should  be  re- 
moved at  that  time.  I think  early  sub-perios- 
tial  excision  of  a long  bone  is  contraindicated. 
The  wound  should  be  left  wide  open,  packed 
with  gauze  and  made  to  granulate  from  the 
bottom.  Tn  two  cases  of  Brodie  abscess  I 
have  tried  to  sterilize  the  cavity  with  carbolic 
acid  and  alcohol  and  effect  a primary  closure, 
but  was  not  successful  and  packing  was  later 
resorted  to.  In  the  chronic  cases  all  seques- 
tra must  be  removed  and  the  wound  left  open 
to  heal  from  the  bottom.  Too  early  a removal 
of  a large  seauestrum  will  likely  result  in  de- 
formity and  it  is  advisable  to  wait  a few 
months  to  get  the  splinting  effect  of  the  dead 
bone  while  Nature  molds  the  new  about  it. 

Many  surgeons  now  advocate  the  immobil- 
ization of  the  limb  in  Plaster-of-Paris  after 
seciuestrotomy  and  after  packing  the  cavity 
with  vaseline  gauze  strips,  leaving  the  pack- 
ing in  for  four  to  six  weeks  without  change. 
I have  tried  this  on  two  cases,  but  the  odor 
forced  me  to  change  the  dressings.  I think 
immobilization  is  a factor  in  prompt  healing. 

An  important  element  in  the  treatment  is 
the  prevention  of  deformities.  Flexion  of 
the  thigh  or  leg  can  be  controlled  bv  the  use 
of  splints  or  extension.  Horrible  deformities 
mav  result  in  neglected  cases  from  contracted 
muscles  or  through  loss  of  bone  or  ankylosis 
of  joints  in  bad  position.  It  is  often  neces- 
sary to  do  a second  or  third  operation  before 
the  infected  bone  will  heal. 

Between  July  1.  1920  and  Julv  1,  1926  I 
have  treated  58  cases  of  osteomvelitis  and  the 
following  data  is  taken  from  a studv  of  this 
series.  T have  not  included  a number  of  cases 
of  mandible  necrosis  due  to  extension  of  tooth 
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socket  infection  or  those  cases  due  to  exten- 
sion from  soft  tissue,  such  as  bone  felon,  in- 
fected fingers  and  hands,  or  traumatism  fol- 
lowed by  infection. 

There  were  20  cases  classified  as  acute  os- 
teomyelitis and  38  cases  classified  as  chronic 
osteomyelitis. 

In  the  acute  cases  the  duration  of  symp- 
toms varied  from  two  days  to  four  weeks.  The 
age  varied  from  14  months  to  67  years.  Omit- 
ting two  acute  jaw  cases,  one  of  whom  had 
septicemia,  the  average  age  was  13  plus  years. 
Fifty  per  cent  of  the  acute  cases  occurred  be- 
fore 15  years  of  age. 

Tn  the  chronic  cases  the  duration  of  symp- 
toms varied  from  a few  months  to  53  years. 
The  youngest  patient  with  chronic  osteomve- 
litis  was  6 years  of  age  with  symptoms  of  five 
weeks  duration.  The  oldest  patient,  who  was 
70  years  of  age,  had  a discharging  sinus  for 
53  years. 

Tn  the  58  cases  there  were  69  bones  in- 
volved. Fifty  eases,  or  8691.  had  pathology 
in  but  a single  bone.  Fight  cases  had  multi- 
ple bony  lesions  involving  19  bones.  Of  the 
cases  with  multiple  lesions,  seven  presented 
destruction  in  two  bones  each,  while  in  the 
eighth  case  five  bones  were  involved.  No  two 
cases  of  multiple  lesions  were  similar  in  the 
bones  attacked.  The  seven  two-bone  cases 
were  as  follows: 

1.  Tibia  and  lower  mandible. 

2.  Femur  and  ilium. 

3.  Clavicle  and  parietal. 

4.  TTlna  and  tibia. 

5.  'Radius  and  ilium. 

6.  Tibia  and  phalanx  of  finger. 

7.  Clavicle  and  sternum. 

Tn  the  last  case  T believe  the  sternum  was 
Evolved  by  direct  extension  rather  than  by 
Vend  stream. 


Tibia  20  "Radius  3 

Femur  10  Metacarpals  3 

5 TTlna  2 

Clavicle  4 Ts;hium  2 

Tjower  mandible  ..  4 T?ihs  2 

Humerus  3 Metatarsals  1 

Scapula  3 Parietal  1 

Carp,  phalanx  1 Sternum  1 

Of  the  58  cases  tabulated  51  had  surgical 
treatment  as  follows: 

Scnuestrotomv  28 

Cprettage  with  Drainage  17 

Fxcision  3 

Partial  excision  2 

Amputation  1 


51 

Tn  three  cases  operation  was  refused  and 
in  one  with  septicemia  operation  was  not  ad- 
vised. Two  patients  were  practically  healed 
when  advice  was  sought  and  one  with  Brodie 


abscess  of  twenty  years’  duration  went  away 
to  think  about  an  operation. 

In  the  acute  type  of  the  disease  six  pa- 
tients had  septicemia  as  proven  by  blood  cul- 
ture. Three  of  the  six  died  following  opera- 
tive intervention  and  one  died  without  oper- 
ative intervention.  Two  were  cured.  The 
other  fourteen  acute  cases  were  cured  or  im- 
proved on  leaving  the  hospital.  Eight  pa- 
tients required  a secondary  operation. 

Tn  the  chronic  type  one  patient  died  two 
months  after  leaving  hospital  because  of  an 
invasion  of  the  knee  joint  from  the  lower  ex- 
tremity of  the  femur.  Amputation  was  ad- 
vised in  this  man  of  70  years,  but  it  was  re- 
fused. Tn  19  cases,  or  50%,  of  the  chronic 
types  T have  been  able  to  state  a cure  was 
effected.  Others  have  drifted  away,  returned 
to  a distant  home,  or  are  still  under  treat- 
ment. 

The  mortality  of  the  58  cases  in  this  series 
was  12%.  The  mortality  in  51  eases,  which 
had  operation,  was  7.8%.  Omitting  the  cases 
complicated  bv  septicemia  there  was  but  one 
death,  which  is  a mortality  of  1.9%. 

The  tibia  was  resected  from  upper  to  lower 
epiphysis  in  two  cases. 

One  patient  had  a chronic  osteomyelitis  of 
the  lower  femur  with  abscess  around  the 
bone  and  in  the  popliteal  space  for  two  years 
without  sinus  formation.  One  patient  nursed 
a sequestrum  protruding  from  the  anterior 
surface  of  the  leg  for  six  years  before  seeking 
surgical  aid. 

The  incidence  of  sex  was  33  males  and  25 
females:  and  the  right  and  left  sides  of  the 
bodv  were  eouallv  involved. 

Only  one  patient  was  a negro.  Fifty-seven 
whites  to  one  of  color  would  indicate  that 
hematogenous  osteomyelitis  is  another  disease 
to  which  the  negro  race  is  not  readily  suscep- 
tible. _____ 

Tn  conclusion  T beg  to  repeat  that  with  a 
child  suffering  with  pain  in  or  near  a joint 
and  with  fever  and  leueoevtosis.  in  vour  con- 
sideration of  rheumatism,  think  alwnvs  of 
aente  osteomyelitis  and  not  wait  for  positive 
x-ray  findings. 

Carcinoma  of  Cervix:  Prognosis. — Personal 

study  of  many  hundred  sections  leads  Plaut  to 
the  conclusion  that  there  is  no  reliable  basis 
for  a histologic  prognosis  in  cerical  carcinoma. 
The  histologic  picture  of  cancer  of  the  cervix 
does  not  permit  the  establishing  of  well  defined 
groups  according  to  the  type  of  cancer  cell.  The 
constitutional  factors  must  he  considered  in  de- 
termining prognosis.  The  influence  of  age  must 
be  studied  anew,  since  the  existing  data  are  un- 
satisfactory. The  clinical  classication  of  car- 
cinoma of  the  uterine  cervix  is  still  the  best  aid 
in  making  a prognosis. 
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EVOLUTION  OF  THE  PATHOGENESIS 
OF  SYMPATHETIC  OPHTHALMIA 
WITH  REPORT  OF  AN  UN- 
USUAL CASE* 

By  Adolph  0.  Pfingst,  Louisville. 

It  is  an  interesting  and  almost  incompre- 
hensible tact  that  the  medical  profession  of 
earlier  days  did  not  recognize  sympathetic 
ophthalmia  as  a clinical  entity  as  we  do  today, 
when  we  consider  the  many  references  of  the 
earlier  writers,  as  far  back  as  the  16th  cen- 
tury, to  eases  in  which  an  injury  to  one  eye 
or  an  operation  was  followed  by  involvment 
of  the  other  and  subsequent  blindness.  Sym- 
pathetic ophthalmia  was  first  described  in  a 
definite  way  by  Mackenzie  in  1810  (.1).  It  is 
true  .that  even  today  there  exists  some  doubt 
whether  the  iridoeylitis  which  occurs  in  an 
eye  secondary  to  an  injury  or  disease  in  the 
other  can,  strictly  speaking,  be  attributed  to 
the  inflammatory  process  in  the  injured  eye, 
for  we  know  that  no  form  of  cyclitis  is  typi- 
cal of  sympathetic  ophthalmia  and  that  the 
microscopic  changes  found  in  tubercular  cy- 
clitis are  practically  indentical  with  those 
most  frequently  seen  in  sympathetic  inflam- 
mation. The  profession  is  wont  to  accept  the 
observation  of  Fuchs  that  a dense  infiltra- 
tion of  lymphocytes  takes  places  in  the  uvea 
of  the  exciting  eye,  the  cells  being  largely 
grouped  in  nodules  along  the  course  of  the 
blood  vessels  and  that  in  some  instances  epith- 
eloid  cells  and  giant  cells  are  present.  Fuchs, 
who  also  speaks  of  this  as  a proliferative  uve- 
itis and  does  not  regard  a fibro-plastic  pro- 
cess as  essential  to  the  disease,  assumes  that 
the  pathological  changes  in  the  sympathizing 
eye  are  identical  with  those  found  in  the  ex- 
citing eye. 

The  question  of  the  association  between  the 
exciting  and  the  sympathizing  eye  has  been 
the  subject  of  much  conjecture  and  research 
and  yet  remains  an  unsolved  problem.  Based 
upon  the  direct  anatomical  connection  be- 
tween the  two  eyes  by  way  of  the  optic 
nerves  and  commissure  it  was  perhaps  a nat- 
ural inference  on  the  part  of  Mackenzie  that 
the  inflammation  extended  by  continuity  of 
structure  from  one  eye  to  the  other.  How- 
ever, Mackenzie  also  suggested  the  possibil- 
ity of  the  transmission  of  the  inflammation 
by  way  of  the  blood  stream  or  through  the 
ciliary  nerves.  The  hypothesis  of  transmission 
by  continuity  along  the  optic  nerve  tract  was 
soon  abandoned  as  the  observation  was  made 
that  sympathetic  inflammations  do  not  begin 
with  the  clinical  picture  of  an  optic  neuritis' 
but  that  they  always  involve  the  ciliary  re- 
gion primarily. 

Many  theories  regarding  the  paths  by 
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which  sympathetic  ophthalmia  is  transmitted 
nave  ueen  promulgated  since  Mackenzie's 
time,  me  iirst  of  uiese  to  receive  considera- 
tion was  tne  nypotnesis  propounded  uy  Muel- 
ler (Zj  tnat  an  irritant  was  transmitted  xrom 
eye  to  eye  tnrougn  tne  ciliary  nerves  and  tnat 
tnis  irritation  nnany  culminated  in  a true 
lnllammatory  process.  JLaboratory  researcn 
failed  to  upnoid  tins  tlieory,  microscopic  ex- 
aminations of  the  ciliary  nerves  revealing  no 
patnology  along  the  course  of  tlie  nerves.  The 
anatomical  fact  tliat  tne  ciliary  nerves  are  in 
no  way  directly  connected  would  hardly  up- 
hold tne  theory  of  a direct  extension  of  tne 
mllammation  along  tne  nerves  but  would 
rather  suggest  in  the  irritation  of  the  sympa- 
thizing eye  the  manifestation  of  a reflex  act. 
Clinical  oDservations  would  also  not  uphold 
the  ciliary  nerve  theory  inasmuch  as  there 
have  been  many  instances  of  prolonged  and 
severe  ciliary  inflammation  in  one  eye  which 
was  not  associated  with  involvment  of  the 
other  eye,  and  conversely  cases  with  little  or 
no  reaction  in  the  injured  eye  have  been  as- 
sociated with  sympathetic  involvment  of  the 
other  eye  in  numerous  instances,  even  after 
removal  of  the  injured  eye.  Nevertheless,  the 
ciliary  nerve  theory  held  sway  until  the  ad- 
vent of  bacteriology  in  1880  when  various  my- 
cotic theories  were  advanced. 

Berlin  (3)  was  the  first  to ‘suggest  that  in- 
fectious micro-organisms  of  one  eye  find  their 
way  through  the  blood  stream  into  the  sym- 
pathizing eye  without  effecting  the  rest  of 
the  body,  where  conditions  favorable  to  their 
development  exist.  The  idea  that  sympa- 
thetic ophthalmia  is  an  infectious  disease  led 
to  much  laboratory  and  animal  experimenta- 
tion. One  theory  superseded  another.  Leber 
(4)  suggested  an  extension  along  the  optic 
nerve  or  its  sheath.  This  hypothesis  of  bac- 
terial migration  along  the  nerve  was  worked 
out  thoroughly  by  Deutschman  (5)  and  hence 
is  known  as  the  Deutschman  theory.  Deutsch- 
man was  able,  by  injecting  bacteria  of  several 
species  (bacillus  fumigatus-staphyiococcus 
aureus)  into  the  viteous  of  one  eye,  to  cre- 
ate an  inflammation  in  the  other  eye.  While 
Deutschman  had  many  followers,  his  views 
were  not  altogether  convincing.  Many  observ- 
ers, among  them  Schirmer,  Sattler,  Greeff 
and  others,  were  unable  to  corroborate  the 
bacterial  migration  theory.  In  fact,  it  w^s 
demonstrated  that  the  injectiou  of  irritating 
chemicals  into  the  vitreous  or  into  the  vaginal 
sheath  would  bring  about  a similar  reaction  as 
followed  bacterial  injections.  In  the  few  in- 
tances  in  which,  microscopic  examination  of 
the  optic  nerve  of  the  sympathizing  eye  could 
be  made  it  was  observed  that  pathological 
changes  of  the  nerve  diminished  the  further 
backward  one  went,  rather  than  increasing 
as  one  would  expect  to  find  it  with  the  in- 
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flammatory  process  coming  from  behind. 

Greeff  (6)  found  that  attempted  cultures 
from  a resected  piece  of  optic  nerve  taken 
from  an  eye  affected  with  sympathetic  oph- 
thalmia remained  sterile.  The  clinical  obser- 
vation that  in  cases  where  the  optic  nerve  was 
severed  from  the  eyeball  at  the  time  of  the 
original  injury  sympathetic  ophthalmitis  fol- 
lowed in  the  other  eye  would  not  conform  the 
theory  of  bacterial  extension  along  the  optic 
nerve.  The  failure  of  panophthalmitis  to 
cause  sympathetic  ophthalmia  was  also  offer- 
ed as  evidence  contradictory  to  bacterial  ex- 
tension. 

A modified  ciliary  nerve  theory  promulgat- 
ed by  Sehmidt-Rimpler  (7)  soon  after 
Deutschman’s  migration  theory,  also  had 
many  adherents.  It  assumed  a vasomotor  and 
metabolic  disturbance  in  the  uveal  tract  of 
the  sympathizing  eye,  resulting  from  impuls- 
es through  the  ciliary  nerves,  which  predis- 
posed this  area  to  bacterial  invasion  by  way 
of  the  circulation.  At  the  time  the  theory 
seemed  tenable  because  sympathetic  ophthal- 
mia occurred  after  resection  of  the  optic 
nerves  and  because  the  anterior  segment  of 
the  eye  was  always  the  first  to  be  affected  in 
sympathetic  ophthalmia.  However,  the  cases 
in  which  sympathetic  ophthalmia  occurs  some 
time  after  removal  of  the  exciting  eye  would 
rather  refute  the  theory. 

Another  theory,  which  had  some  adherents 
was  advanced  iby  Motais  in  19  0 4 (8) 

Motais  believed  that  bacterial  transmission 
took  place  through  the  veins  by  virtue  of  the 
anastomoses  of  the  veins  of  the  orbits  in  the 
nose,  and  saw  in  the  absence  of  valves  in  the 
veins  of  these  parts  a probability  of  this 
avenue  of  communication.  There  is  no  clini- 
cal evidence  to  support  this  view. 

The  Deutschman  hypothesis  was  generally 
popular  until  Roemer  (9)  in  1903  advanced 
the  idea  of  metastatic  bacterial  invasion.  Roe- 
mer believed  that  during  the  inflammation 
of  the  primary  eye  some  of  the  micro-organ- 
isms enter  the  general  circulation  and  by 
some  peculiar  power  of  selection  become  de- 
posited in  the  sympathizing  eye,  causing  a 
metastatic  inflammation.  He  believed  that 
the  micro-organisms  reach  the  other  eye  early 
in  the  course  of  the  cyclitis  of  the  injured  eye 
and  that  they  remain  dormant  for  weeks  be- 
fore creating  an  inflammatory  reaction,  and 
saw  in  this  the  explanation  of  the  cases  in 
which  the  sympathizing  eye  did  not  become 
involved  for  some  time  after  enucleation  of 
the  offending  eye. 

Recent  developments  would  indicate  that 
the  bacterial  origin  of  sympathetic  ophthal- 
mia is  open  to  question.  It  fails  to  explain 
sympathetic  ophthalmia  resulting  from  non 
infectious  disorders  of  the  eye,  such  as  intra- 
ocular trauma  with  sterile  objects,  subcon- 


junctival ruptures  and  degenerating  intra- 
ocular sarcoma. 

The  inability  to  demonstrate  bacteria  in 
the  sympathizing  eye  led  Bellmanarinoff  to 
the  conclusion  tiiat  toxines  liberated  in  the 
primary  eye  find  their  way  along  the  optic 
nerve  to  the  other  eye  and  cause  tiie  ophthal- 
mia. 

Meller  (10)  is  credited  as  the  first  to  of- 
fer, as  a complete  departure  from  all  of  the 
cited  theories  of  ectogenous  origin  of  sympa- 
thetic ophthalmia,  the  hypothesis  that  there  is 
some  hidden  endogenous  cause  for  tiie  disease. 
He  believed  that  some  micro-organism,  prob- 
ably of  ultra-microscopic  size,  with  a special 
affinity  for  the  uveal  structures  of  the  eye, 
has  its  port  of  entry  into  the  body  elsewhere 
than  in  the  eye,  possibly  through  lesions  of 
the  skin  or  througn  some  of  the  mucous  mem- 
branes, and  that  it  first  attacks  the  diseased 
or  injured  eye  with  its  supposedly  lower  re- 
sistance, and  finally  by  way  of  metastasis 
reaches  the  other  eye.  He  saw  in  this  theory 
an  explanation  of  the  cases  occurring  without 
a perforating  injury  to  the  exciting  eye,  such 
as  sarcoma  of  the  choroid  and  in  subconjunc- 
tival rupture  of  the  sclera. 

Golovine  (11),  in  1905,  offered  an  entirely 
new  hypothesis  in  regard  to  the  cause  of  sym- 
pathetic ophthalmia  in  direct  contrast  to  the 
mycotic  idea.  He  believed  that  when  the 
uveal  tract  is  injured  or  inflamed  degenera- 
tive changes  occur  in  the  epithelium  which 
liberates  substances  which  he  called  cytotox- 
ines.  He  assumed  that  this  auto-cytogen 
reaches  the  sympathizing  eye  through  the 
blood  stream  where  it  displays  a peculiar  af- 
finity for  the  uveal  tract  of  the  sympathiz- 
ing eye  and  there  sets  up  a uveal  inflamma- 
tion. It  was  found  that  emulsions  made  of 
the  inf  lammed  eye  and  injected  into  the  other 
eye  brought  about  a fibrino-serous  inflamma- 
tion of  the  iris  but  not  a real  sympathetic 
ophthalmia.  The  experiments  of  Golovine 
were  confirmed  by  Brown  Pusey  (12)  LaPlay 
(13)  and  others.  As  in  all  of  the  other  theor- 
ies objections  were  offered  So  this  idea. 
Schirmer,  for  instance,  called  attention  to  the 
fact  that  noxious  elements  anywhere  in  the 
body  after  removal  of  the  primary  focus  of 
infection,  gradually  diminish  in  toxicity, 
hence  he  saw  in  the  cases  of  sympathetic  oph- 
thalmia which  develop  some  time  after  re- 
moval of  the  injured  eye  and  those  cases  of 
recurrent  exacerbations  in  the  sympathizing 
eye  for  months  after  removal  of  the  offend- 
ing eye  marked  evidence  contradicting  this 
hypothesis. 

Harb ridge  (14)  in  his  thesis  also  subscribed 
to  the  view  that  the  causative  noxious  agent 
of  sympathetic  ophthalmia  pre-exists  in  the 
body.  He  believes,  like  Meller,  that  injury 
to  the  ciliary  regions  in  the  offending  eye 
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merely  prepares  a fertile  soil,  for  these  toxic 
elements  anti  tliat  the  resulting  toxmes  lind 
conditions  in  the  fellow  eye  favorable  for 
tlieir  development.  Me  sees  in  the  frequent 
relapse  of  tne  inflammation  in  tne  sympa- 
thizing eye  long  after  enucleation  of  the  of- 
fending eye  evidence  that  there  are  contribu- 
tory foci  of  infection  in  the  body.  With  our 
increasing  knowledge  of  the  relation  between 
foci  of  infection  and  a variety  of  bodily  af- 
fections the  etiological  possibility  of  focal  in- 
fection in  sympathetic  ophthalmia  has  natur- 
ally been  considered.  Auto-intoxication,  es- 
pecially from  the  lower  bowel,  has  also  been 
considered  as  an  etiological  or  at  least  as  a 
contributory  factor  in  sympathetic  ophthal- 
mia. 

The  latest  theory  regarding  sympathetic 
ophthalmia  was  advanced  in  1910  by  Blschnig 
(15)  who  saw  in  sympathetic  ophthalmia  an 
i.naphylatic  phenomenon.  He  assumed  that 
some  portion  of  the  disintegrated  uvea  of  the 
exciting  eye  enters  the  circulation  and  creates 
a hypersensitivity  of  the  body,  more  especial- 
ly of  homologous  structures  in  the  uvea  of 
the  other  eye.  He  further  assumed  that  as 
absorption  from  the  disintegrated  uvea  con- 
tinues intoxication  of  the  sensitized  uvea  of 
the  sympathizing  eye  takes  place  and  mani- 
fests itself  clinically  as  uveitis.  He  main- 
tained that  the  chief  role  in  the  process  was 
taken  by  the  uveal  pigment.  Elschnig,  in  ex- 
plaining the  involvment  of  the  sympathizing 
eye,  assumed  some  anomalous  condition  of  the 
body  as  auto-intoxication  from  the  alimen- 
tary tract,  diabetes,  nephritis,  etc,  with  con- 
sequent lowered  resistance  as  a contributory 
factor  of  the  disease.  He  supported  his  theo- 
ry with  animal  experimentation,  based  upon 
compliment  fixation  or  the  latent  period  of 
two  weeks  or  longer  elapsing  between  the  re- 
ceipt of  the  injury  and  the  outbreak  of  the 
inflammation  in  the  other  eye  far  better  than 
any  other  hypothesis.  It  can  also  be  accepted 
regardless  of  whether  the  disturbance  in  the 
exciting  eye  resulted  from  bacterial  infection 
or  from  other  causes.  The  theory  of  Elseh- 
nig  met  with  as  much  criticism  as  have  all  of 
the  previous  hypotheses. 

Gifford  (16)  who  has  given  the  question 
of  sympathetic  ophthalmia  much  thought  and 
study,  does  not  look  upon  the  anaphylactic 
theory  with  much  favor.  Among  other  ob- 
jections he  points  out  that  anaphylactic  man- 
ifestations are  generally  sudden  in  their  on- 
set, and  that  they  differ  in  this  from  the 
usual  course  of  sympathetic  ophthalmia.  He 
also  believes  that  if  sympathetic  ophthalmia 
can  be  explained  on  the  anaphylactic  theory 
■we  should  expect  sympathetic  ophthalmia 
from  other  chronic  eye  diseases  and  injuries 
of  the  uveal  pigment  without  penetrating 
wounds.  Gifford  points  out  that  the  assump- 


tion of  Elschnig  that  a-  lowered  resistance  of 
the  body  is  essential  to  the  occurrence  of 
sympatnetic  ophthalmia  is  controverted  by 
tne  trequent  occurrence  of  the  disease  in  in- 
dividuals otherwise  healthy. 

.Perhaps  no  one  has  done  as  much  research 
work  in  an  endeavor  to  substantiate  the  the- 
ory of  Elschnig  and  to  further  the  study  of 
the  pathogenesis  of  sympathetic  ophthalmia 
as  Alan  C.  Wood  of  Baltimore.  He  was  able 
to  confirm  in  a general  way  Elschnig ’s  ex- 
periments. He  also  demonstrated  that  by  in- 
jecting dogs  with  uveal  pigment  an  ocular 
sensitization  to  the  pigment  could  be  estab- 
lished. He  was  able  by  injecting  uveal  pig- 
ment in  the  vitreous  of  dogs  eyes,  and  then 
two  weeks  later  by  giving  a large  peritoneal 
injection  of  the  same  substance,  to  bring 
about  an  iridocyclitis  in  the  other  eye.  Not- 
withstanding these  observations  Wood  is  not 
ready  to  accept  fully  the  assumption  that  the 
diseace  is  an  anaphylactic  manifestation.  1 
would  quote  from  his  address  before  the  In- 
ternational Congress  of  Ophthalmology  in 
London  last  year  (17)  in  which  he  said  that 
“it  does  not  appear  reasonably  certain  that 
there  is  commonly  an  allergic  phase  in  sympa- 
thetic ophthalmia,  yet  it  is  far  from  certain 
that  this  is  the  only  phase  of  this  mysterious 
disease.  It  is  quite  possible  -hat  other  utterly 
unknown  factors  may  play  an  important  role 
in  its  outbreak.” 

I would  submit  the  following  unusual  case : 
A trained  nurse,  female,  married,  aged  36, 
weight  200  pounds,  and  to  all  outward  ap- 
pearance in  perfect  health,  consulted  me  on 
July  12,  1924.  The  history  was  elicited  that 
on  July  5th,  while  in  the  act  of  removing  a 
tray  of  instruments  from  the  sterilizer,  a tube 
of  catgut  which  was  among  the  instruments 
exploded  projecting  something,  presumably 
glass,  into  her  left  eye.  She  was  seen  immed- 
iately by  a competent  general  surgeon  from 
whom  I obtained  the  history  that  he  found 
a corneal  wound  of  the  left  eye  and  some 
blood  in  the  anterior  chamber,  but  no  pro- 
lapse of  the  iris.  A sterile  dressing  was  ap- 
plied, and  atropine  was  instilled.  As  it  was 
uncertain  whether  or  not  a foreign  body  had 
penetrated  the  eye  the  patient  was  kept  un- 
der observation.  On  July  11th,  when  the  pa- 
tient for  the  first  time  complained  of  pain, 
she  was  sent  to  the  city  for  treatment.  When 
I saw  her  I could  elicit  no  further  history 
than  that  obtained  from  her  physician,  ex- 
cept that  she  had  lost  the  vision  of  the  injured 
eye  at  the  time  of  the  accident. 

Patient  gave  a personal  history  of  having 
had  measles,  and  mumps  during  childhood,  a 
miscarriage  in  1906  with  resulting  pus  tubes 
which  were  removed  in  1918.  She  had  never 
had  any  trouble  with  her  eyes. 

Her  father  is  53  years  old  and  in  good 
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health;  mother  died  of  pulmonary  tubercu- 
losis at  35  years.  There  are  four  brothers  and 
three  sisters,  all  in  good  health. 

Examination  on  July  12th  revealed  a 
wound  in  the  left  cornea,  extending  from  the 
lower  pupillary  margin  downward  and  out- 
ward (at  “4  o’clock”).  The  pupil  was  drawn 
downward,  the  iris  against  the  corneal  wound 
which  had  united.  There  was  no  prolapse  of 
tho  iris.  The  anterior  chamber  had  reestab- 
lished, but  was  shallow,  the  iris  being  pushed 
forward  by.  the  swollen  cararactous  lens. 
There  was  considerable  percorneal  injection, 
and  the  pupil  was  moderately  wide.  Tension 
taken  by  palpation  seemed  slightly  increased. 
X-ray  examination  was  negative.  Patient 
could  recognize  movements  of  the  hand  and 
had  rapid  and  accurate  projection.  The  right 
eye  was  normal,  V 20-15. 

General  physical  examination  revealed  no 
abnormality.  Blood  Wassermann  negative; 
urine  normal. 

On  July  12th  the  swollen  lens  was  extract- 
ed in  the  hope  of  finding  a foreign  body  and 
relieving  pain.  The  lens  contained  no  for- 
eign body  and  respite  from  pain  lasted  only 
24  hours.  The  eye  was  then  enucleated  (July 
5th).  Quite  a large  piece  of  thin  glass  was 
found  in  the  vitreous  chamber  just  behind  the 
lens  and  ciliary  body.  The  eye  was  preserved 
in  three  per  cent  formalin  solution.  The  pa- 
tient made  an  uninterrupted  recovery.  When 
she  left  the  infirmary  five  days  later  after  the 
operation  the  right  eye  was  apparently  nor- 
mal in  every  way. 

Microscopic  examination  of  the  enucleated 
eye  (made  after  the  other  eye  became  in- 
volved) revealed  a proliferative  uveitis.  There 
was  a marked  infiltration  of  the  choroid  and 
ciliary  body  with  mononuclear  lymphocytes 
and  a slight  .infiltration  of  the  retina.  No 
giant  cells  or  karyokinetic  figures  were  found. 

On  August  11th,  during  my  absence  from 
the  city,  the  patient  returned  and  was  seen 
by  the  late  Dr.  Isaac  A.  Lederman.  From  Dr. 
Lederman’s  records  I note  that  the  patient 
gave  the  history  of  having  had  no  discomfort 
after  reaching  home  until  a week  before  she 
returned,  which  was  jud  three  weeks  aft^r 
enucleation  of  the  injured  eye.  At  that  time 
the  right  eye  became  sensitive  to  light  and 
since  then  she  experience  1 an  almost  constant 
dull  ache  in  the  eye  and  an  occasional  throb- 
bing pain.  Her  vision  had  rapidly  grown  de- 
fective until  she  could  hardly  recognize  peo- 
ple. Examination  by  Dr.  Lederman  showed 
marked  pericorneal  redness,  numerous  white 
deposits  on  Descemit’s  membrane.  The  iris 
was  discolored,  its  anterior  surface  irregular. 
The  pupil  was  narrow  and  responded  slightly 
and  irregularly  to  instillations  of  1 per  cent 
atropine.  The  vitreous  was  hazy — fundus  not 


visible.  The  eyeball  was  soft  and  tender  to 
palpation.  Vision  was  reduced  to  5-200  cen- 
tral and  20-200  excentric.  Differential  blood 
count  showed  normal  relation  of  red  and 
white  cells.  No  increase  in  eosinophile  cells. 
Diagnosis  of  sympathetic  ophthalmia  was 
made  and  treatment  instituted.  This  consist- 
ed in  purgation,  followed  by  large  doses  of 
salicylate  of  soda,  and  later  injections  of  mer- 
cury. She  was  also  given  milk  injections. 
Locally,  atropine  and  hot  applications  were 
given.  The  case  went  from  bad  to  worse  and 
when  1 returned  from  my  vacation  on  Septem- 
ber fith  I found  a closed  pupil  with  cataract- 
ous  lens,  iris  retracted  at  the  periphery,  and 
tension  reduced.  She  could  still  count  fingers 
at  six  feet.  At  present  she  has  only  a per- 
ception of  light  with  slow  projection. 

While  my  contribution  offers  nothing  orig- 
inal regarding  the  pathogenesis  of  sympathet- 
ic ophtfialmia,  I felt  that  the  included  case 
should  be  recorded  on  account  of  its  two  un- 
usual features,  viz:  the  injury  of  the  excit- 
ing eye  with  a foreign  body  known  to  be  ster- 
ile and  the  occurrence  of  the  sympathetic  in- 
flammation three  weeks  after  tiie  injured  eye 
was  enucleated.  As  f^r  as  i could  determine 
from  the  literature  a case  in  which  the  injury 
to  the  exciting  eye  was  caused  by  a foreign 
body  known  to  be  sterile  has  never  been  re- 
corded. Schirmer  in  his  essay  on  sympathet- 
ic ophthalmia  expressed  the  belief  that  me  dis- 
ease could  not  follow  an  injury  with  a sterile 
foreign  body.  Although  the  possibility  of  the 
entrance  of  some  infectious  element  at  the 
time  of  the  injury  or  subsequently  could  not 
be  positively  excluded,  the  case  would  seem  to 
indicate  that  the  exciting  cause  of  the  sympa- 
thetic inflammation  pre-existed  either  in  the 
injured  eye  or  elsewhere  in  the  body.  We 
know  that  the  occurrence  of  sympathetic  in- 
flammation at  a variable  time  after  enuclea- 
tion of  the  injured  eye  is  rather  infrequent, 
yet  we  find  quite  a number  of  such  cases  on 
record.  While  I would  not  venture  an  opin- 
ion as  to  the  significance  of  these  delayed 
cases,  advocates  of  the  anaphylactic  theory  re- 
garding the  relation  between  the  injured  and 
the  sympathetic  eye  are  wont  to  see  in  these 
cases  evidences  substantiating  this  theory. 
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DISCUSSION 

Frank  Pirkey,  Louisville:  Dr.  Pfingst  has  cer- 
tainly given  us  a splendid  resume  of  existing 
theories  concerning  the  pathogenesis  of  sympa- 
thetic ophthalmia.  Unfortunately  we  yet  know 
very  little  about  the  actual  causes  of  sympathet- 
ic ophthalmia.  There  are  a great  number  of 
theories,  some  of  which  seem  to  explain  the  ori- 
gin of  certain  cases,  but  others  they  do  not  ex- 
plain. 

I heard  Fuchs  lecture  on  this  subject  several 
years  ago.  He  was  then  inclined  to  accept  the 
bacterial  theory.  He  described  the  condition 
found  in  eyes  enucleated  during  infection.  Ex- 
amination showed  the  presence  of  degenerated 
areas,  plasma  cells,  epithelial  cells,  bacteria,  etc. 
As  he  also  found  similar  conditions  in  the  sympa- 
thetic eye  on  two  occasions,  he  reasoned  that  the 
same  organism  was  responsible  for  both  infec- 
tions, and  suggested  it  was  probably  one  similar 
to  the  tubercle  bacillus  which  does  not  excite 
active  inflammation  but  acts  slowly.  He  was  un- 
able at  the  time  to  explain  how  infection  reached 
the  other  eye. 

It  seems  rather  easy  to  expain  on  the  infect- 
ious theory  the  sympathetic  ophthalmia  occur- 
ring within  one  to  three  ways  after  injury,  but 
based  upon  any  of  the  prevailing  theories  it  is 
difficult  to  explain  how  infection  in  the  sympa- 
thizing eye  can  occur  many  years  afterward.  I 
recently  had  under  observation  a woman  with 
sympathetic  ophthalmia  who  received  an  injury 
to  her  eye  in  1883,  and  the  eye  originally  in- 
jured had  not  been  removed.  Such  cases  are 
fairly  common.  How  bacterial  infection  can  re- 
main in  the  body  that  long  without  causing  trou- 
ble, or  how  anaphylaxis  can  act  as  a causative 
factor  in  such  cases,  it  is  difficult  to  understand. 

About  all  we  are  justified  in  saying  based  upon 
the  present  state  of  our  knowledge  is  that  we 
must  recognize  the  fact  that  sympathetic  may  de- 
velop under  a great  variety  of  circumstances, 
that  it  occurs  most  frequently  following  perfor- 
ated wounds  of  the  eye  especially  those  involving 
the  ciliary  body;  and  that  despite  the  observance 
of  all  known  precautions  at  time  of  the  injury, 
we  may  be  unable  to  prevent  the  development  of 
svmpathetic  ophthalmia.  We  must  simply  real- 
ize that  we  do  not  know  the  cause  of  sympathet- 
ic ophthalmia,  and  therefore  must  make  the  best 
use  we  can  of  what  knowledge  we  have  concern- 
ing it. 

John  O.  McReynolds,  Dallas,  Texas:  There 

could  be  no  subject  of  greater  interest  than  the 
pathogenesis  of  sympathetic  ophthalmia  which 
has  been  so  ably  presented  by  Dr.  Pfingst.  The 
records  show  that  in  very  few  instances  has  the 
disease  been  dependent  upon  retained  foreign 
bodies;  nearly  all  cases  have  been  due  to  punc- 
tured wounds  which  for  the  most  part  had  healed 
promptly. 

In  preparing  a paper  for  the  Buffalo  (New 
York)  meeting  of  the  American  Academy  of 


Ophthalmology  and  Otolaryngology,  I addressed 
communications  to  more  than  one  hundred  lead- 
ing ophthalmologists  in  this  country  and  abroad 
requesting  their  views  as  to  the  actual  causative 
factor  in  sympathetic  ophthalmia,  but  succeeded 
in  securing  little  information  of  importance. 
Elschnig  presented  at  that  meeting  his  theory  as 
to  the  cause  of  sympathetic  ophthalmia,  with 
lantern  slide  illustrations. 

I agree  with  Dr.  Pfingst  that  we  have  yet  no 
proven  facts  regarding  the  actual  cause  of  sym- 
pathetic ophthalmia,  but  there  are  some  things 
which  seem  to  have  a bearing  on  its  origin.  For 
example,  it  has  been  suggested  that  it  may  be  due 
to  an  organism  somewhat  similar  to  the  tetanus 
bacillus.  The  organism  has  a period  of  incuba- 
tion that  is  different,  but  has  a selective  affinity 
for  certain  kinds  of  tissue  and  is  persistent  in  its 
action  like  the  organism  of  tetanus.  For  the 
most  part  it  has  been  found  in  clean  wounds  and 
not  in  suppurative  wounds.  I am  quite  sure  that 
Harold  Gifford  has  given  the  world  a clue  to 
the  origin  of  sympathetic  ophthalmia  in  his  sug- 
gestions regarding  ts  management. 

I agree  that  it  is  difficult  to  understand  how 
cases  can  develop  after  a long  number  of  years. 
Gifford,  and  doubtless  all  of  us,  have  cured  cases 
of  sympathetic  ophthalmia  by  religiously  follow- 
ing the  treatment  he  has  recommended. 

Personaly  I have  seen  only  one  case  of  sym- 
pathetic ophthalmia  after  cataract  extraction, 
performed  by  a colleague,  followed  by  a need- 
ling. I have  seen  one  case  in  which  sympathetic 
ophthalmia  followed  a well  devised  and  perfect- 
ed executed  operation  for  glaucoma. 

Samuel  G.  Dabney,  Louisville:  Through  the 
courtesy  of  Dr.  Pfingst  I had  the  opportunity  of 
seeing  the  case  he  has  reported,  on  the  occasion 
of  her  first  visit  here.  Dr.  Pfingst  asked  me 
then  whether  I agreed  with  him  that  removal  of 
the  cataractous  lens  of  the  injured  eye  was  worth 
trying.  I agreed  perfectly  with  his  judgment 
that  it  was.  I did  not  see  the  patient  after  that 
time  as  I was  out  of  the  city.  We  are  told  by 
Dr.  Pfingst  that  enucleation  of  the  eye  became 
necessary  twelve  days  after  the  injury,  and  sym- 
pathetic ophthalmia  in  the  other  eye  started 
three  weeks  after  enucleation.  I think  the  great 
majority  of  us  would  feel  that  we  were  well 
within  the  bounds  of  safety  if  we  removed  an 
injured  eye  within  twelve  days  after  reception  of 
an  injury.  I think  it  is  very  exceptional  for 
sympathetic  ophthalmia  to  develop  in  the  other 
eye  when  the  injured  eye  is  removed  within 
twelve  days  after  injury.  I eonfass  that,  in  the 
case  Dr.  Pfingst  has  reported,  T would  have  giv- 
en a favorable  prognosis  as  to  the  other  eye.  If 
I were  to  remove  an  eye  twelve  days  after  injury, 
T would  be  disposed  to  say  that  it  was  not  ab- 
solutely impossible  but  very  ‘mpiohable  that  the 
other  eye  would  become  involved  in  sympathetic 
ophthalmia. 

The  point  that  impresses  me  most  in  the  de- 


88 


KENTUCKY  MEDICAL  JOURNAL 


[March,  1927 


velopment  of  sympathetic  ophthalmia  is  the  ov- 
erwhelming number  of  cases  in  which  the  eye 
has  been  opened  by  the  injury  or  by  operation. 
Of  course,  I am  aware  of  the  fact  that  cases  have 
been  reported  where  tumors  within  the  eyeball 
were  present  prior  to  the  development  of  sympa- 
thetic ophthalmia.  In  these  cases  tumors  of  the 
eyeball  produce  iridocyslitis  with  shrinkage  of 
the  eyeball  and  not  the  usual  sequence  of  glauco- 
ma. I am  under  the  impression  that  cases  are 
rare  in  which  sympathetic  ophthalmia  is  due  to 
tumors.  I have  sometimes  wondered  whether 
in  these  rare  cases  the  disease  in  the  other  eye 
was  truly  sympathetic  and  if  perhaps  the  growth 
had  made  a minute  opening  in  the  eyeball.  An 
overwhelming  number  of  sympathetic  ophthal- 
mias follow  perforating  wounds,  and  I have  won- 
dered whether  it  is  not  always  necessary  for  a 
perforation  to  occur.  If  we  could  establish  the 
necessity  of  perforation  in  these  cases  it  would 
seem  to  me  a very  strong  argument  in  favor  of 
the  bacterial  origin  of  the  disease. 

I have  greatly  enjoyed  Dr.  Pfingst’s  paper  and 
hope  the  constant  investigations  that  are  being 
made  will  finally  give  us  more  positive  data  than 
at  present  obtains. 

J.  A.  Stucky,  Lexington:  I wish  Dr.  Pfingst 

would  tell  us  in  closing  whether  in  his  judgment 
immediate  enucleation  is  indicated  where  the 
roentgen-ray  reveals  a foreign  body  in  the  eye. 
My  reason  for  asking  this  is  that  patients  are 
sometimes  referred  to  us  with  old  eye  troubles 
by  the  Compensation  Board,  with  indications 
of  long-standing  plastic  iritis,  etc.,  where  there  is 
slight  irritation  of  the  opposite  eye  and  the 
workmen  claim  they  were  recently  injured  by  be- 
ing struck  in  the  eye  by  some  object.  I recall 
two  such  instances  where  roentgen-ray  examina- 
tion disclosed  a foreign  body  in  the  eye.  In  one 
according  to  history  obtained  from  the  patient, 
the  foreign  body  had  remained  in  the  eye  four 
or  five  years,  and  in  the  other  eleven  or  twelve 
years.  In  both  there  was  some  irritation  of  the 
other  eye,  but  not  enough  to  justify  the  diagnos- 
is of  sympathetic  ophthalmia,  and  enucleation 
was  not  advised.  What  was  eventually  done  about 
the  injured  eye  I do  not  know,  except  that  in 
one  case  the  eye  still  remains  in  situ  and  four 
or  five  years  have  now  elapsed.  If  I mistake 
not  Ayers,  Williams,  Knapp,  Sr.  and  many  others 
recommend  enucleation  under  circumstances 
such  as  I have  related  where  there  is  any  irrita- 
tion of  the  opposite  eye. 

I recall  some  years  ago  having  referred  a pa- 
tient with  obscure  ocular  trouble  to  Dr.  Ayers 
and  Dr.  William  Cheatham,  of  Louisville.  There 
was  a contracted  globe,  but  the  patient  had  one 
of  the  largest  eyes  I have  ever  seen,  and  there 
was  decided  irritation  of  the  other  eye.  Both 
consultants  advised  enucleation  which  was  done. 
The  condition  appeared  to  be  one  of  glaucoma 
with  beginning  atrophy,  but  I did  not  know  ex- 
actly what  is  was.  After  enucleation  of  the  eye 
under  water  revealed  total  calification  of  the 


choroid,  the  first  and  only  one  I had  seen.  I 
have  observed  a few  cases  in  which  there  was 
partial  calcification. 

I would  like  to  know  if  Dr.  Pfingst  would  rec- 
ommend enucleation  in  all  cases  where  the  roent- 
gen-ray  shows  a foreign  body  in  the  eye,  without 
any  complaint  of  pain  in  the  injured  eye,  and 
with  no  positive  symptoms  of  sympathetic  oph- 
thalmia in  the  other  eye. 

J.  G.  Carpenter,  Stanford:  I can  add  nothing 
to  what  Dr.  Pfingst  has  said  in  regard  to  the 
pathogenesis  of  sympathetic  ophthalmia,  but  a 
few  personal  experiences  may  I e of  interest. 

I saw  a man  of  50,  who,  when  15  years  old, 
received  a knife  wound  of  his  right  eye.  This 
was  followed  by  shrinkage  of  the  globe  and  later 
the  formation  of  a cataract.  When  he  was  50 
years  old  sympathetic  ophthalmia  developed  in 
the  opposite  eye  with  great  pain  and  mental  ob- 
servation present.  I performed  abscission  and 
evisceration  of  the  right  eyeball.  The  patient  re- 
covered, the  vision  of  the  left  eye  was  saved  and 
has  remained  good.  Examination  of  the  enucleat- 
ed eye  showed  that  the  lens  had  undergone  cal- 
careous degeneration.  Six  weeks  after  the  opera- 
tion this  man  went  squirrel  hunting  and  brought 
home  a dozen  squirrels.  He  had  an  artificial  eye 
to  match  the  good  eye,  with  as  perfect  rotation 
of  the  artificial  eye  as  in  the  good  one. 

Several  years  ago  I saw  a negress  with  tra- 
choma who  had  a staphyloma  of  the  left  eye 
which  had  become  blind.  The  blind  eye  was  an- 
ucleated  and  trachoma  of  the  right  eye  traated 
and  cured.  She  recovered  and  vision  in  the  re- 
maining eye  is  good. 

A man  of  35  came  to  me  saying  “he  had  some- 
thing growing  in  his  right  eye.”.  After  examina- 
tion I made  the  clinical  diagnosis  of  sarcoma. 
He  had  decided  symptoms  of  sympathetic  oph- 
thalmia in  the  other  eye.  The  diseased  eye  was 
enucleated  and  he  has  since  enjoyed  freedom 
from  symptoms  of  sympathetic  ophthalmia  with 
good  vision  in  the  remaining  eye. 

These  are  merely  some  of  the  things  that  hap- 
pen in  the  daily  life  of  a country  doctor. 

D.  M.  Griffith,  Owensboro:  I have  greatly  en- 
joyed the  splendid  paper  presented  by  Dr. 
Pfingst.  There  is  only  one  feature  I desire  to 
mention,  and  that  is  to  inquire  whether  there  is 
any  relationship  between  the  mysterious  disease 
which  we  call  sympathetic  ophthalmia,  and  that 
equally  mysterious  disease,  cancer?  What  part 
does  irritation  alone  play  as  an  exciting  cause  in 
the  production  of  sympathetic  ophthalmia? 

We  know  that  in  the  majority  of  instances 
cancer,  particularly  of  the  female  breast,  cervix 
uteri,  etc.,  is  preceded  by  irritation,  although  the 
disease  may  not  actually  manifest  itself  for  many 
years. 

In  sympathetic  ophthalmia,  since  the  uveal 
tract  seems  to  be  the  area  primarily  involved,  is 
it  not  possible  that  irritation  of  this  tract  may  act 
as  an  excitant  in  the  production  of  this  condi- 
tion? , 
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Adolph  O.  Pfingst,  Louisville  (in  closing) : I 
have  been  very  much  pleased  with  the  discussion 
of  my  paper  and  appreciate  it. 

Many  animal  experiments  have  been  made  in 
trying  to  solve  the  problem  of  sympathetic  oph- 
thalmia. However,  thus  far  animal  experiments 
have  furnished  no  reliable  data. 

As  to  the  influences  of  syphilis:  We  know 

that  lues  may  cause  various  ocular  diseases,  and 
that  syphilis  and  sympathetic  ophthalmia  may 
coexist  in  an  individual.  I believe  syphilis  mere- 
ly acts  in  lessening  vital  resistance  and  not  as  a 
specific  cause  of  sympathetic  inflammation. 
Blood  cultures  have  been  uniformly  negative  for 
bacterial  life  in  cases  of  sympathetic  ophthal- 
mitis. 

Regarding  sympathetic  irritation  as  an  indica- 
tion for  enucleation:  Some  years  ago  I thought 
irritation  of  the  other  eye  was  always  an  indica- 
tion for  enucleation  of  the  injured  eye,  but  I 
have  changed  my  mind  about  this.  Sympathetic 
irritation  may  occur  in  various  simple  affections 
of  the  eye,  even  in  ordinary  conjunctivitis.  I do 
not  believe  we  are  justified  in  recommending 
enucleation  of  the  injured  eye  just  because  of  a 
slight  irritation  of  the  other  eye. 

It  is  unfortunate  that  we  know  so  little  about 
the  pathology  and  bacteriology  of  this  condition. 
It  is  true  there  is  a great  similarity  in  the  micro- 
scopic findings  of  sympathetic  ophthalmia  and 
disease  of  the  uveal  tract  due  to  tubercular  in- 
fection. We  have  nothing  definite  by  which  to 
judge  whether  the  uveitis  in  a given  case  is 
really  sympathetic  ophthalmia.  The  general  ac- 
cepted idea  of  sympathetic  ophthalmia  is  that  we 
have  in  the  first  an  injured  eye  and  inflammation 
that  is  associated  with  great  infiltration  of  lym- 
phocytes along  the  blood  vessels,  often  in  nodu- 
lar formations,  and  that  the  changes  in  the  sym- 
pathizing eye  are  identical  with  these. 

As  to  bacterial  origin  of  the  disease:  It  is  pos- 
sible that  the  cause  for  sympathetic  uveitis  is  an 
ultra-microscopic  organism  which  has  not  yet 
been  found.  The  more-  frequent  occurrence  of 
sympathetic  ophthalmia  before  the  advent  of  bac- 
teriology and  aseptic  surgery  rather  argues  in 
favor  of  the  bacterial  origin  of  the  disease. 

In  reply  to  Dr.  Stucky,  I would  say  that  I 
would  unhesitatingly  remove  an  eye  with  an  un- 
removable foreign  body  in  the  presence  of  pain 
or  inflammation,  even  though  the  other  eye  were 
entirely  normal.  In  cases  where  the  foreign 
body  is  fixed  and  the  eye  quiet  I believe  that  we 
would  be  justifiable  in  advising  against  enuclea- 
tion, especially  if  the  eye  were  not  blind,  provid- 
ed the  case  could  be  kept  under  observation. 
Encysted  foreign  bodies  have  been  known  to  re- 
main dormant  and  harmless  for  many  years. 

I was  surprised  that  no  one  spoke  to  that  fea- 
ture in  my  case  of  the  development  of  the  sympa- 
thetic inflammation  three  weeks  after  enuclea- 
tion of  the  injured  eye.  Cases  of  this  kind  have 
been  recorded,  but  they  are  uncommon.  This 


late  occurrence  after  removal  of  the  injured  eye 
hardly  seems  to  bear  out  a bacterial  extension 
to  the  other  eye. 


SYMPOSIUM.  ON  PARA  NASAL  SINUSES 

THE  SYMPTOMS  AND  DIAGNOSIS  OF 
ACCESSORY  SINUS  DISEASE.* 

By  S.  B.  Marks,  M.  D„  F.  A.  C.  S. 

Lexington. 

Since  virtually  all  symptoms  of  accessory 
sinus  disease  are,  to  a lesser  or  greater  degree, 
common  to  all,  it  has  been  deemed  wise  to 
study  these  symptoms  comparatively,  partic- 
ularizing upon  special  points  and  procedures 
for  each  sinus. 

The  one  symptom  which  oftenest  presents 
itself  of  chiefest  importance  to  the  patient  is 
pain  or  headache.  The  pain  of  acute  frontal 
sinus  disease  varies  from  the  severe  almost 
unbearable  pain  or  feeling  of  pressure  in  the 
region  of  the  involved  sinus,  when  there  is 
obstruction  to  any  retained  secretion,  to  a 
mild  dull  ache  or  sense  of  pressure  where 
drainage  is  free.  This  pain  often  radiates  to 
the  whole  side  of  the  head  upon  the  involved 
side,  to  the  opposite  frontal  region,  or  the  eye 
hall. 

Of  whatever  character  the  pain  is  usually 
much  more  intense  one  or  two  hours  after 
rising  and  lasting  from  four  to  eight  hours 
or  longer.  Where  drainage  is  obstructed  it 
may  persist  for  the  entire  twenty-four  hours. 
The  pain  is  made  worse  upon  exertion,  mental 
or  physical,  upon  leaning  over  and  often  up- 
on overeating  and  using  alcohol  and  tobacco. 

Not  infrequently  the  patient  complains  of 
dizziness  and  vomiting  during  the  height  of 
the  headaches.  There  is  also  often  mentioned 
a swelling  over  the  sinus  and  in  the  eyelids. 

The  headache  of  chronic  frontal  sinus  dis- 
ease is  universally  present,  nearly  always  con- 
fined to  Urn  region  of  fhe  affected  sinus,  and 
usuallv  occurs  only  for  six  or  eight  hours  in 
the  middle  of  the  day.  In  the  presence  of 
a mite  exacerbations  it  assumes  the  characters 
of  that  of  an  acute  condition. 

The  pain  of  the  so-called  vacuum  frontal 
sinus  is  similar  to  that  of  chronic  disease,  be- 
ing caused  by  a simple  block -to  the  sinus  out- 
let from  any  cause. 

One  occasionallv  finds  the  pain  of  any  fron- 
tal sinus  condition  assuming  the  character  of 
a supraorbital  neuralgia,  due  to  tbe  close  re- 
lation of  the  sinus  to  this  nerve. 

The  headaches  of  acute  ethmoid  disease 
mav  assume  the  character  of  an  acute  frontal 
sinus  infection  though  rarelv  so  severe,  wdiieh 
is  described  as  being  between  tbe  eves,  at  the 
root  of  the  nose,  back  of  the  eyes,  in  the  tem- 
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pie,  or  it  may  involve  the  whole  side  of  the 
face.  The  most  characteristic  site  is  at  the 
root  of  the  nose  being  described  more  often 
as  a pressure,  which  varies  in  intensity,  as  to 
whether  the  drainage  is  free  or  not. 

Headache  of  anterior  ethmoid  origin  is  al- 
most entirely  confined  to  the  acute  infections 
or  to  exacerbations  of  a chronic  condition, 
there  being  little  or  no  headache  in  chronic 
ethmoid  disease  unless  some  cell  or  the  out- 
let to  the  frontal  sinus  is  obstructed  by  result- 
ant changes. 

Pain  in  maxillary  sinus  disease  even  in 
acute  conditions,  is  not  constant  in  its  appear- 
ance nor  is  its  location  so  characteristic  as  in 
frontal  or  even  ethmoid  disease.  When  pain 
is  present  it  mav  he  referred  to  the  sinus  it- 
self as  a feeling  of  pressure  and  pain  of  vary- 
ing intensities  which  may  or  may  not  radiate 
to  one  or  more  of  the  upper  teeth.  The  most 
characteristic  headaches  of  disease  of  this 
sinus  is  referred  above  the  brow  upon  tbe 
same  side,  being  as  a rule  bigber  than  that  of 
frontal  sinus  disease  and  is  most  consistently 
found  in  chronic  empyema. 

Quite  often  the  pain  of  maxillarv  disease 
acute  or  chronic,  is  mashed  bv  a toothache  or 
by  tbe  pain  of  an  adjacent  sinus  which  is  dis- 
eased. 

Because  of  tbe  close  anatomical  and  path- 
ological relation  of  the  posterior  ethmoid  and 
sphenoid  sinuses,  thev  will  for  tbe  sake  of 
clarity  be  orouped  together. 

Headache,  in  either  acute  or  chronic  dis- 
ease of  these  sinuses,  is  not  a constant  symp- 
tom and  when  present  often  lends  great  dif- 
ficulty to  its  proper  interpretation.  When 
present  in  acute  infections  it  is  usually  tem- 
poral or  behind  the  eves  being  often  referred 
to  the  yertex  or  the  occiput  or  to  both  loca- 

+ JoT)S. 

Such  pains  may  he  very  intense,  is  made 
Averse  upon  change  of  posture  such  as  lying 
down  or  leaning  over  and  many  times  is  ac- 
companied hv  dizziness  and  vomiting  render- 
ing the  patient  unfit  for  mental  or  phvsieal 
exertion  of  any  great  degree.  Here  again  the 
pain  mav  involve  the  whole  side  of  the  face 
and  head. 

The  characteristics  of  acute  posterior  eth- 
moid and  sphenoid  headache  are  ver\r  often 
confused  with  that  of  other  acutely  infected 
sinuses  as  such  infection  so  often  is  in  the 
presence  of  an  acute  pan-sinusitis. 

Headaches  in  chronic  poster^.r  ethmoid  dis- 
ease are  rare  as  an  entit\7  and  is  usually  in- 
volved with  that  of  adjacen*  structures, 
caused  by  pressure  and  extension  ; hut  that  of 
chronic  sphenoid  disease  is  most  varied  in  bs 
ramifications  due  to  the  frequent  association 
of  neuralgia  referred  from  the  sphenopala- 
tine ganglion  which  lving  upon  the  anterior 
wall  of  the  sphenoid  sinus  and  being  enclosed 


ir  a bony  cavity  subjects  all  of  its  sensory 
and  sympathetic  branches  of  distribution  to 
inf(  ction  and  neuritis  causing  pain  over  the 
mastoid  region,  (about  an  inch  posterior  to 
it  jp  most  cases)  and  to  th . cervical  plexus 
in  its  distribution  to  the  neck  and  to  the  up- 
per extremity. 

Ordinarily  the  typical  chronic  sphenoid 
headache  is  at  the  occiput  and  is  referred  to 
the  side  of  the  head  and  to  a rather  small  area 
upon  the  vertex ; which  areas  are  frequently 
tender  to  touch  or  pressure.  Sphenoid  head- 
aches is  often  of  a nocturnal  character  and  is 
usually  made  worse  upon  lying  down  and 
quite  frequently  disappears  soon  after  the 
erect  posture  is  assumed. 

Tenderness  is  usually  present  in  frontal 
sinus  diseases,  acute  or  chronic,  and  is  most 
marked  just  behind  the  supraorbital  margin 
particularly  in  the  region  of  the  pulley  for 
the  superior  oblique  muscle,  the  hone  of  the 
sinus  floor  being  much  thinner  than  the  an- 
terior surface,  although  tenderness  is  some- 
times found  over  this  surface  where  the  hone 
is  not  thick:  this  is  best  brought  out  hv  fin- 
ger percussion.  The  lachrymal  hone  in  quite 
often  a point  for  tenderness  which  site  is  not 
unusuallv  tender  in  acute  ethmoid  infections 
Avhere  the  anterior  or  lachrymal  cells  are  well 
d cAmloned. 

Tenderness  of  maxillarv  sinus  disease, 
rarelv  present  in  chronic  conditions,  is  most 
frocment  beneath  the  cheek  over  the  thin  hone 
r ■-  thp  canine  fossa  where  thp  eof+  parts  mav 
he  swollen.  Tenderness  ovpr  the  sinus 
thmnrrP  fPp  opppk  is  rancH  found 

"NTr>  p-reas  of  tenderness  are  found  in  nos- 
terior  ethmoid  and  sphenoid  dispose  eveppt 

sensitiveness  in  the  sealn  ovrer  certain  hend- 
achp  sites. 

The  next  most  prominent  of  sinus  disease  is 
the  discharge  of  pus.  mueo-pus  or  mucus  and 
in  some  instances  of  serum  or  other  watery 
exudate. 

The  problem  in  anAr  supporting  condition, 
acute  (including  exacerbations)  or  chronic,  is 
an  exact  determination  of  the  sinus  from 
AArhieh  such  discharge  emanates.  The  patient’s 
storAr  is  often  valuable  for  as  a rule  the  dis- 
charge from  the  frontal  and  anterior  ethmoid 
sinuses  is  blown  out  into  a handerchief.  hut 
this  is  not  alwavs  the  ease  as  manv  times  the 
structure  of  the  middle  turbinate,  the  pres- 
ence of  anterior  nasal  blockage  or  polyps  or 
other  mucous  membrane  hATpertronhies  caus- 
ing a blockage  at  the  anterior  lip  of  the  hiatus 
semilunaris  will  divert  the  flow  nosteriorlv 
and  the  hulk  of  the  discharge  wjll  he  hawked 
and  expectorated.  Again  the  discharge  of  an 
pmmmma  of  the  antrum,  ouite  frequently,  or 
that  of  posterior  ethmoid  or  pvpn  sphenoid 
suppuration,  though  rarelA\  will  find  its  way 
forward  and  he  blown  out  instead  of  accum- 
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ulating  or  dropping  posteriorly  to  be  expec- 
torated. All  have  seen  cases  oi  antral  em- 
pyema where  the  patient  will  use  iilteen  to 
twenty  handkerchiefs  daily  to  care  for  it. 

The  character  of  the  pus,  usually  muco-pus, 
varies  in  color  from  yellow  or  greenish  yel- 
low, often  pink  in  acute  irontal  and  etiimoid 
cases,  to  the  well  known  brownish  color  so  of- 
ten found  in  the  maxillary  antrum ; while 
many  times  in  chronic  conditions  it  is  of  a 
thin  or  even  quite  coarse  granular  character. 
Early  in  acute  conditions  the  discharge  may 
be  serous  and  in  chronic  conditions  it  may  be 
a thin  glairy  mucus.  In  many  instances  of 
chronic  hyperplasia,  especially  of  the  poster- 
ior group,  it  will  be  thin,  watery  and  acrid. 

Upon  rhinoscopie  examination,  where  vis- 
ion and  drainage  are  \mimpaired,  the  source 
of  tne  discharge  in  frontal  sinus  disease  is 
readily  apparent  being  found  well  forward 
in  the  middle  meatus  and  high  in  the  infund- 
ibulum, drying  in  a thin  layer  over  the  edge 
of  the  middle  turbinate,  being  only  confused 
with  that  from  the  infundibular  cells  of  the 
ethmoid.  Where  such  discharge  is  found  un- 
der good  vision  by  wiping  it  away  its  source 
is  readily  seen  and  it  only  remains  to  exclude 
or  include  other  sinuses.  The  same  can  be 
said  for  the  anterior  ethmoid  where  under 
ideal  conditions  the  discharge  when  profuse, 
bathing  the  middle  meatus  about  the  hiatus 
and  the  middle  turbinate  and  often  driving 
about  the  anterior  half  of  this  body.  Here 
again  by  careful  wiping  and  study,  with  the 
'assistance  of  the  probe  and  suction  the  source 
of  the  discharge  is  easily  discovered. 

Where  the  nose  is  narrow  or  partially 
blocked  by  polyps,  mucous  membrane  hyper- 
trophies or  a large  polypoid  or  cystic  middle 
turbinate  or  a defected  septum,  the  problem 
assumes  great  difficulties  and  the  source  of 
the  secretion  can  only  be  found  by  careful 
shrinking,  washing  and  probing  and  often 
some  operative  procedures  must  be  resorted 
to,  as  removal  of  polyps  and  hypertrophies, 
breaking  and  shoving  the  middle  turbinate 
over  against  the  septum,  opening  and  exen- 
terating  those  cells  blocking  the  hiatus  anter- 
iorly or  the  infundibulum  and  possibly  a re- 
section of  the  septum,  before  one  can  deter- 
mine if  the  disease  is  of  the  frontal  or  anter- 
ior ethmoid. 

’ One  of  the  easiest  ways  to  get  a good  view 
is,  of  course,  the  removal  of  a portion  of  the 
middle  turbinate  bone,  but  this  should  be 
postponed  until  the  before  mentioned  exped- 
ients are  tried,  for  even  though  very  often 
this  procedure  will  arrest  the  condition,  in  a 
very  few  years  in  many  cases  hypertrophies 
of  the  uncinate  process  and  the  ethmoid  bulla 
will  cause  a recurrence  of  the  infection  and 
one  will  wish  for  the  presence  of  the  middle 
turbinate. 

Many  times  our  labors  will  be  rewarded  by 


finding  an  involvement  of  both  the  frontal 
and  anterior  ethmoid  and  antrum  as  well. 
Tacking  the  middle  meatus  with  cotton  soaked 
in  argyrol  followed  by  suction  will  be  found 
of  great  assistance  in  reaching  a diagnosis  es- 
pecially when  preceded  by  a thorough  nasal 
lavage.  One  is  often  surprised  at  the  large 
amount  of  secretion  coming  from  the  frontal 
and  large  ethmoid  cells  and  the  rapidity  with 
which  it  is  re-secreted  and  unless  painstaking 
methods  are  used  a mistaken  diagnosis  will 
be  made. 

Fortunately,  as  it  is  so  frequently  the  seat 
of  disease,  both  acute  and  chronic,  the  maxil- 
lary sinus  due  to  its  anatomy  and  its  location 
lends  itself  readily  to  special  methods  of  diag- 
nosis. The  history  is  most  valuable  being 
that  so  often  of  tiie  persistence  of  an  upper 
respiratory  infection  or  following  an  abcessed 
tooth ; or  a persisting  nasal  or  postnasal  dis- 
charge with  repeated  coryzas  and  not  infre- 
quently associated  with  considerable  laryn- 
geal irritation  due  to  the  constant  accumula- 
tion of  this  secretion  about  the  larynx. 

Again  the  nose  can  be  well  washed  out  and 
suction  applied,  and  in  the  presence  of  secre- 
tion of  any  considerable  amount  suspicion  is 
immediately  directed  to  this  sinus.  Here 
transillumination  is  at  its  best  and  lastly  irri- 
tation of  the  sinus,  either  the  middle  meatus, 
through  the  natural  or  accessory  opening  or 
one  artificially  made,  or  through  the  inferior 
meatus. 

This  procedure  obtains  secretion  varying 
from  small  pieces  of  muco-pus  in  latent  chron- 
ic conditions  to  the  free  pus  or  muco-pus  in 
large  amounts  in  empyema  either  acute  or 
chronic. 

My  preference  in  this  procedure  is  through 
the  inferior  meatus  which  in  careful  hands  is 
safe,  if  the  size  and  contour  of  the  maxilla  is 
considered  and  free  drainage  is  assured  by 
properly  freeing  the  hiatus  by  shrinking  or 
breaking  over  the  middle  turbinate;  one 
should  also  avoid  the  entrance  of  air  into  the 
sinus,  be  assured  the  needle  or  cannula  is 
not  blocked  against  any  structure  and  avoid 
too  great  pressure,  (using  a hand  bulb  or 
syringe)  and  where  the  return  flow  is  ob- 
structed to  cease  operations  until  a later  date 
or  to  determine  the  cause  and  relieve  it  by 
suction  or  other  procedure. 

The  discharge  or  washing  is  very  often  of 
an  extremely  foul  odor  in  chronic  empyema, 
especially  so  when  the  infection  is  of  dental 
origin  and  at  its  worst  where  a piece  of  loose 
or  dead  hone  or  broken  tooth  root  finds  its 
way  into  the  cavity.  The  patient  notices  this 
odor  as  well  as  a foul  taste..  The  discharge 
from  other  sinuses  rarely  smells  bad  and  then 
to  a lesser  degree  than  that  of  the  maxillary. 

The  possibility  must  always  be  borne  in 
mind  that  an  empyema  of  the  maxillary  and 
sphenoid  sinuses  and  a chronic  suppuration  of 
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tlie  anterior  ethmoid  may  be  only  a pyo-sinus 
condition  arising  from  the  fact  that  another 
sinus  may  be  draining  into  them;  it  must  al- 
so be  remembered  that  secretion  from  any  sin- 
us draining  posteriorly  will  often  deluge  the 
larynx  giving-  rise  to  cough,  hoarseness  and 
expectoration.  Too,  this  secretion  will  dry 
upon  the  pharyngeal  and  naso-pharyngeai 
wall  causing  characteristic  changes  in  this 
mucous  membrane  and  thick  masses  of  mater- 
ial collect  here  which  are  very  difficult  to 
dislodge. 

The  discharge  of  posterior  ethmoid  and 
sphenoid  disease  presents  itself  posteriorly  in 
the  olfactory  fissure,  the  spheno-ethmoid  re- 
cess and  upon  the  posterior  naso-pharyngeal 
wall  while  under  favorable  conditions  it  can 
be  seen  issuing  from  the  sphenoid  ostium. 

Great  difficulty  is  often  found  especially  in 
chronic  cases  in  determining  whether  the  dis- 
charge is  from  the  posterior  ethmoid  or  sphe- 
noid, but  where  a good  view  of  the  sphenoid 
opening  is  to  be  had  probing  and  washing  and 
watching  for  the  continuous  presence  of  the 
discharge  in  the  olfactory  fissure  and  sphen- 
oid-ethmoid recess  is  of  great  value,  for  when 
it  is  continually  present  it  comes  from  the 
ethmoid,  and  should  it  not  be  so  and  again 
soon  appear  at  the  ostium  then  evidently  it 
comes  from  the  sphenoid. 

To  exclude  the  sphenoid  as  a reservoir  to  a 
posterior  ethmoid  condition  one  must  wash 
the  sphenoid,  plug  the  ostium  for  twelve  to 
twenty-four  hours  and  upon  removing  the 
plug,  if  the  sphenoid  is  clean  and  the  olfac- 
tory fissure  or  spheno-ethmoid  recess  filled 
with  pus,  then  it  is  a reservoir,  and  should 
discharge  be  found  here  and  also  from  the 
sphenoid  then  both  are  infected,  or  if  only 
from  the  sphenoid,  then  the  sphenoid  alone 
is  infected.  Where  the  sphenoid  ostium  is 
not  seen,  in  order  to  determine  the  source  of 
the  secretion  one  is  compelled  to  expose  it  by 
removing  a part  or  the  whole  middle  turbin- 
ate 'bone  or  by  resorting  to  surgery  upon  the 
posterior  ethmoid  and  later  the  sphenoid 
should  the  infection  not  prove  amenable  to 
other  treatment. 

All  chronic  suppurating  conditions  in  the 
accessory  sinuses  are  very  prone  to  develop 
a hyperplastic  condition  of  all  tissues  involv- 
ed including  the  hone,  and  are  prone  to  exten- 
sive suppuration  or  to  polyposis  with  little 
discharge,  the  latter  rare  in  the  posterior 
ethmoid  and  very  rare  in  the  sphenoid.  In 
many  instances  of  prolonged  suppuration  the 
mucous  membrane  atrophies  and  loses  its 
glands  and  their  secretion,  the  discharge  be- 
coming very  thick,  drying  easily  and  the 
whole  cavity  especially  high  upward  becomes 
filled  with  foul  crusts,  particularly  is  this 
true  of  the  posterior  group,  and  unless  cor- 
rected becomes  a chronic  atrophic  rhinitis  or 


ozena. 

This  hyperplasia,  mentioned  above,  must 
not  be  confused  with  that  of  the  spheno-eth- 
moid region  so  ably  described  by  Sluder,  with 
its  far-reaching  disturbance  of  the  spheno- 
palatine or  Meckel’s  ganglion.  This  condi- 
tion often  occurs  almost  spontaneously,  in  his 
opinion,  as  a chronic  one.  The  more  l study 
these  cases  the  more  I am  convinced  that  ade- 
noids which  are  attended  with  prolonged 
nasal  suppuration  with  obstructed  drainage 
and  ventilation  in  children  are  responsible 
for  many  of  these  cases  which  are  often  seen 
even  before  adult  life.  One  must  rely  wholly 
upon  postnasal  examination,  best  made  with  a 
mirror  and  a very  strong  white  light  (an  arc 
light  is  preferable)  to  recognize  the  changes 
found  in  this  condition ; namely,  a mucous 
membrane  which  over  the  sphenoid,  superior 
turbinates  and  often  over  the  posterior  ends 
of  the  middle  turbinate,  has  lost  its  character- 
istic pink,  moist,  velvety  appearance  but  is 
red  or  usually  very  pale,  quite  wet  and  in 
addition  the  posterior  edge  the  septum,  (or 
plica  septi),  shows  on  each  side  a distinct 
pale,  wet  enlargement  high  and  bilateral, 
which  in  some  instances  extends  well  down- 
ward on  the  plica  and  often  is  large  enough  to 
impinge  upon  the  superior  and  middle  tur- 
binate bones.  The  discharge  is  thin,  rarely 
profuse,  hut  often  causes  a like  change,  but 
here  very  dry  in  the  mucous  membrane  of  the 
pharyngeal  walls  and  posterior  tonsillar  pil- 
lars and  often  causes  cough,  hoarseness  and 
laryngeal  irritation.  Very  often,  too,  Eusta-’ 
chian  tube  changes  are  noted  which  many 
times  will  disappear  under  treatment  of  the 
spheno-ethmoid  condition.  There  is  no  con- 
dition found  in  rhlnology,  in  my  opinion,  the 
careful  study  of  which  will  be  of  greater  ben- 
efit to  the  patient  or  of  more  satisfaction  to 
the  rhinologist  than  this  one. 

There  are  many  other  pathological  condi- 
tions of  the  accessory  sinuses  which  will  only 
be  enumerated:  mucocele,  tuberculosis,  syph- 
ilis, osteomyelitis  and  malignant  growths  all 
of  which  must  many  times  be  considered.  I 
recently  saw  a ease  with  a basal  cell  carcino- 
ma originating  in  the  posterior  ethmoid. 

Abscesses  occurring  in  the  middle  turbin- 
ate, whether  by  inclusion  or  from  cysts,  and 
in  the  bulla  ethmoid  or  uncinate  process,  are 
not  infrequent. 

One,  too,  must  carefully  analyze  the  his- 
tory, both  past  and  present  and  gravely  con- 
sider symptoms  of  focal  infection  and  general 
mental  and  physical  upsets.  Other  diagnos- 
tic aids  of  inestimable  value  are  .transillumin- 
ation of  the  anterior  sinuses  and  careful  x-ray 
examination,  not  only  of  the  sinuses  but  of  the 
teeth  where  antral  disease  might  be  present 
or  where  unaccountable  headache  is  complain- 
ed of. 
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The  sinuses  should  also  be  carefully  studied 
in  any  eye  condition  affecting  the  stricture 
of  the  globe  and  particularly  in  all  lesions  of 
the  optic  nerve.-  More  remote  conditions  are 
meningeal  irritation,  meningitis  and  brain 
abscess. 

The  complications  of  accessory  sinus  dis- 
ease, though  of  greatest  importance,  will  not 
be  discussed  as  the  time  allotted  will  not  allow 
it. 

The  points  to  be  emphasized  are  a careful 
consideration  of  the  history  both  local  and 
general ; a careful  and  repeated  search  for  the 
cause  of  any  headache,  in  many  instances  of 
which  use  of  laboratory  methods,  as  urinaly- 
sis, Wassermann  examination,  x-ray,  etc.,  and 
quite  often  a careful  refraction  and  ophthal- 
moscopic examination,  will  reveal  the  source 
of  the  headache ; for  one  must  remember  all 
headaches  are  not  of  accessory  sinus  origin. 


DISEASES  OF  THE  NASAL  ACCES- 
SORY SINUSES  FROM  A DENTAL 
STANDPOINT* 

By  E.  C.  IIume,  D.  D.  S.,  Louisville. 

Mr..  President  and  Gentlemen  of  the  Ken- 
tucky State  Medical  Society:  It  is  indeed  a 
pleasure  and  an  honor  to  be  invited  to  partic- 
ipate in  your  program.  The  relationship  be- 
tween the  doctor  of  medicine  and  the  doctor 
of  dentistry  should  be  mqst  cordial,  especially 
should  this  be  true  between  the  rhinologist 
and  the  dentist.  It  has  been  my  good  for- 
tune to  have  have  associated  with  a number  of 
men  in  your  specialty  and  1 have  always 
found  them  fair  and  courteous. 

A complete  examination  is  essential  for 
accurate  diagnostic  work.  The  nasal  accessory 
sinuses,  especially  the  maxillary  sinuses,  are 
so  closely  associated  anatomically  with  the 
teeth  and  the  tissues  of  the  mouth  that  it  is 
very  easy  to  have  disease  involving  both, — 
originating  in  the  sinus  and  involving  the 
tissues  of  the  mouth  and  teeth,  or,  originating 
in  or  around  the  teeth  and  involving  the  max- 
illary sinuses.  The  chief  causes  of  such  in- 
volvements that  originate  in  the  mouth  are 
apical  abscesses,  pyorrhea  infections  and  im- 
pacted or  unerupted  teeth.  Syphilis  and  tu- 
berculosis may  involve  these  sinuses,  but  such 
cases  are  rare.  In  all  cases  of  maxillary  sinus 
infection,  I feel  that  the  teeth  and  alveolar 
process  under  the  sinus  should  be  carefully 
examined  by  a competent  dentist.  Teeth  with 
large  fillings  or  crowns  and  spaces  where 
teeth  are  supposed  to  have  been  removed  or 
never  erupted,  should  be  carefully  examined 
by  .the  roentgen-ray  for  it  is  here  we  find  ne- 
crotic areas  in  the  bone  and  broken  pieces  of 
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roots  of  teeth  that  are  abscessed,  unerupted 
or  impacted  teeth,  and  cysts.  This  type  of 
x-ray  work  is  an  essential  part  of  the  exam- 
ination; it  is  very  difficult  and  requires  an 
exacting  technique  if  the  radiographic  find- 
ings are  to  be  of  any  value.  A careful  record 
has  been  kept  by  some  of  the  very  best  men  in 
the  country  and  they  find  that  about  one  in 
every  twenty  x-ray  pictures,  as  they  are  gen- 
erally made  of  the  posterior  superior  teeth,  is 
interpretable.  Few  of  them  show  the  rela- 
tionsnip  of  root  ends  to  floor  of  sinus,  or  the 
relationship  of  impacted  or  unerupted  teeth 
to  the  sinus.  It  is  impossible  to  make  a com- 
plete radiographic  examination  of  the  human 
mouth,  that  is,  one  of  any  value,  unless  the 
technician  makes  at  least  id  or  more  films  of 
t lie  teeth  and  alveolar  processes  in  each  case. 
It  is  difficult  enough  to  interpret  good  films, 
and  impossible  to  gain  very  much  informa- 
tion from  films  unless  correctly  made. 

Many  cases  of  maxillary  sinusitis  do  not  re- 
spond when  Lie  naso-antral  wall  has  been 
opened  and  treated  through  this  opening,  un- 
til diseased  teeth  have  been  removed  and  the 
necrotic  tissue  around  root  ends  curretted 
away,  i am  convinced  that  the  proper  pro- 
cedure for  the  treatment  of  most  diseased  max- 
illary sinuses  is  to  open  through  the  naso-an- 
tral  wall  instead  of  through  the  mouth.  I 
do  not  believe  it  is  safe  to  leave  devitalized 
teeth  under  the  floor  of  these  sinuses,  due 
to  the  close  proximity  of  root  ends  to  sinus 
and  the  lowered  resistance  of  tissue  around 
the  root  ends  of  such  teeth.  They  may  re- 
main quiescent  for  a period  of  time,  but  when 
the  patient’s  resistance  is  lowered  these  con- 
ditions are  apt  to  become  acute  and  the  ab- 
scess rupture  into  the  sinus.  When  such 
teeth  are  then  removed  organisms  which  are 
always  present  in  the  mouth  complicate  the 
sinus  condition  by  entering  it  through  the 
root  sockets  which  do  not  close  readily,  often 
requiring  plastic  operations  to  close.  That 
many  sinus  infections  are  of  nasal  origin  is 
undebatable.  The  percentage  of  infections 
of  maxillary  sinuses  that  have  their  origin  in 
the  tissues  of  the  mouth  has  been  variously 
estimated  from  25  to  75  per  cent.  I think 
Dr.  Waldron  has  fully  explained  this  in  his 
article  in  the  Journal  of  the  A.  M.  A.  in 
which  he  says  he  believes  the  great  difference 
of  opinion  is  due  to  men  working  in  differ- 
ent fields. 

There  was  a time  when  the  mouth  and  teeth 
were  given  little  consideration  by  medical 
men  in  their  routine  examination  of  patients, 
but  I am  glad  to  say  that  such  conditions  do 
not  exist  today  as  is  evidenced  by  the  fact 
that  practically  all  first-class  hospitals  have 
a completely  equipped  dental  department 
with  a resident  dentist  in  charge  who  makes 
routine  examinations  of  all  patients  entering 
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the  institution  and  reports  the  oral  condition 
to  the  attending  physician.  Dr.  John  B. 
Deaver,  Philadelphia,  says:  “No  Surgical 
Clinic  is  in  complete  and  its  patients  have  not 
gotten  the  benefit  of  the  best  that  can  be  done 
for  them,  that  does  not  have  a dental  surgeon 
who  is  a member  of  and  who  cooperates  with 
the  medical  staff.”  Dr.  Manfred  Call,  Dean, 
Medical  College,  Richmond,  Va.,  in  speaking 
of  the  dental  interne  says:  “ Until  all  patients 
charity  and  pay,  can  have  the  benefit  of  such 
talents  and  the  staff  of  all  general  hospitals 
are  strengthened  by  the  addition  of  such 
men,  we  as  a profession  have  failed  in  an  obli- 
gation to  the  patient,  the  institution  and  our- 
selves. ’ ’ i 

No  dentist  should  attempt  radical  maxil- 
lary sinus  work  until  he  has  been  thoroughly 
trained,  and  then  he  will  get  the  best  results 
by  co-ordinating  his  work  with  the  rhinolo- 
gist.  The  failure  of  wounds  connecting  the 
mouth  and  sinus  to  close  until  the  proper  sur- 
gery has  been  done  on  the  naso-antral  wall  or 
the  obstruction  to  the  normal  opening  re- 
moved, makes  it  necessary  for  close  co-oper- 
ation in  this  work.  This  has  been  stressed 
by  many  of  the  best  writers  on  the  subject, 
notable  among  these  are  Drs.  Waldrons,  of 
Minneapolis;  Lynch,  of  New  Orleans;  Skill- 
ern,  of  Philadelphia;  Schambaugh,  of  Chica- 
go, and  others  familiar  to  all  of  you.  Dr. 
Waldron’s  article  in  the  Journal  of  the  A.  M. 
A.  stressed  the  co-operation  between  the  den- 
tist and  the  rhinologist.  His  case  reports 
were  very  complete  and  the  results  obtained 
must  have  been  most  pleasing  to  patients,  in 
that  a number  of  chronic  cases  that  had  re- 
sisted treatment  over  a period  of  time  when 
attacked  from  either  the  mouth  or  the  nose 
only,  were  cured  when  the  broken  root  ends 
of  teeth,  necrotic  bone  or  impacted  teeth 
were  removed  in  some  cases,  and  the  naso- 
antral  wall  opened  sufficiently  for  aeration 
and  irrigation  in  others. 

Some  of  my  friends  in  the  dental  profes- 
sion believe  that  small  pieces  of  tooth  roots 
will  do  no  harm  when  left  in  the  alveolar 
process.  This  is  a mistake,  as  it  has  been 
proven  that  practically  100  per  cent  of  these 
when  later  removed  and  cultured  will  pro- 
duce a positive  bacterial  growth. 

There  is  a difference  of  opinion  as  to  what 
teeth  when  abscessed  may  open  into  the  max- 
illary sinus.  It  is  usually  the  molars  or  bi- 
cuspids that  produce  such  complications,  but 
I have  had  cases  where  the  lateral  incisor  and 
cuspid  have  opened  into  this  cavity,  due  to  an 
abnormally  large  sinus  or  the  pus  burrowing 
through  the  bone  for  some  distance  then  open- 
ing into  the  sinus. 

In  chronic  infections  about  the  root  ends 
of  teeth  often  there  is  a total  absence  of  symp- 
toms that  would  direct  one’s  attention  to 
them,  and  it  is  easy  to  overlook  the  offending 
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teeth  unless  the  roentgen-ray  is  used  as  a rou- 
tine procedure  in  examinations. 

In  acute  maxillary  sinus  infections  of  den- 
tal origin  it  is  my  routine  practice  to  remove 
the  otfending  teeth  and  irrigate  with  warm 
normal  saline  solution  and  it  prompt  recov- 
ery does  not  then  occur  to  refer  the  patient 
to  a rhinologist  for  completion  of  the  work. 

Careful  team  work  by  the  rhinologist  and 
dentist  will  give  the  best  results. 

MEDICAL  AND  SURGICAL  TREAT- 
MENT OE  SINUS  DISEASES.* 

By  W.  P.  Draice,  M.  D.,  Bowling  Green. 

Disease  of  the  accessory  sinuses  merits  our 
most  careful  consideration  for  many  reasons. 
We  know  that  disease  of  the  accessory  sin- 
uses of  the  nose  is  very  common,  and  that 
it  is  the  underlying  cause  of  a great  deal  of 
poor  health. 

In  a great  majority  of  cases  the  patient  is 
not  conscious  of  any  pain,  the  discharge  is  not 
noticeable,  and  there  may  be  no  obstruction 
to  breathing.  The  cause  of  this  trouble  is  ob- 
scure, and  he  is  liable  to  “slip  through  our 
fingers”  to  our  shame  with  his  troubles  un- 
diagnosed. Therefore,  1 want  to  plead  the 
cause  of  the  patient  who  is  not  sick  enough 
to  go  to  bed,  who  is  on  his  feet  but  dragging 
aiound,  who  has  no  appetite,  “no  pep”, 
whose  digestion  is  disordered,  whose  color  is 
bad,  and  who  is  very  nervous. 

This  is  the  patient  who  is  given  a careful 
physical  examination,  but  with  whom  noth- 
ing abnormal  can  be  found.  He  is  told  (hat 
he  is  ‘ ‘ run  down,  ’ ’ and  that  he  has  been  work- 
ing too  hard,  that  he  is  allowing  trifles  and 
petty  details  to  irritate  him  unduly  and  that 
what  he  needs  is  rest  and  a tonic.  This  pa- 
tient is  a potential  victim  of  nephritis,  endo- 
carditis, rheumatism,  arthritis,  ulcer  of  the 
stomach,  cholecystitis, — and  above  all,  the 
deadly  acute  respiratory  disease  pneumonia 
in  all  its  form,  influenza,  bronchitis,  asthma, 
etc.” 

The  indications  for  surgical  or  medical 
treatment  of  the  nasal  sinuses  vary  consider- 
ably in  different  cases,  and  according  to  the 
sinus  affected. 

Certain  features  of  any  sinus  suppuration 
are  common  to  all  cavities,  and  should  be 
studied  together;  but  each  sinus  requires  in- 
dividual consideration. 

The  treatment  of  acute  sinus  disease  is 
mainly  medical ; we  try  to  tide  the  patient 
over  the  acute  stage.  Operative  procedure 
has  been  followd  by  a fatal  issue  all  to  often 
in  cases  of  this  kind.  Sometimes  operations 
cannot  be  avoided,  but  it  should  be  a last  re- 
sort. As  the  French  say,  “We  prefer  to  op- 
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erate  in  the  cold.” 

The  principal  objects  in  the  treatment  of 
acute  sinusitis  are  to  faciliate  the  discharge 
and  to  control  the  pain.  These  may  be  ac- 
complished by  rest  in  bed,  by  sprays  of  a 
weak  cocaine-adrenalin  solution  to  shrink  the 
swollen  tissue,  or  by  packing  the  nose  with 
pledgets  of  cotton  soaked  with  20  per  cent 
silvol  or  argyrol  solution.  Frequently  the 
patient  will  need  some  of  the  coal  tar  pro- 
ducts to  relieve  the  pain. 

To  attempt  to  irrigate  through  the  natural 
openings  of  the  sinuses  is  a difficult  and  un- 
trustworthy method.  However,  where  there 
is  sufficient  space,  T have  found  irrigation  of 
the  spheniod  sinus  far  easier  than  our  text- 
books would  lead  us  to  believe.  Tf  it  is  a 
maxillary  sinus  that  we  are  dealing  with,  it 
is  easy  to  cocainize  under  the  anterior  end  of 
the  inferior  turbinate,  puncturing  the  an- 
trum with  a needle,  and  washing  the  antrum 
with  a phvsiologieal  salt  solution,  after  which 
one  may  inject  through  the  same  needle  about 
a drachm  of  of  1-250  solution  of  acriviolet, 
or  the  same  amount  of  2 to  5 per  cent  solution 
of  mereurochrome,  allowing  this  to  remain 
until  the  next  irrigation.  Five  or  six  such 
irrigations  should  he  tried  before  resorting  to 
surgery. 

At  times  we  have  cases  where  a single  lav- 
age through  the  inferior  meatus  has  been  fol- 
lowed by  a complete  cessation  of  suppuration. 
Tt  is  therefore  wise  to  defer  further  treat- 
ment until  pus  is  again  evident  in  the  nasal 
chamber.  No  doubt  the  success  of  a single 
treatment  is  due  to  the  fact  that  the  case  was 
really  a recent  one  undergoing  spontaneous 
cure.  Such  a case  in  elderly  people  should 
he  viewed  with  suspicion,  as  there  is  a pos- 
sibility that  it  is  connected  with  a malignant 
growth,  and  especially  is  this  apt  to  be  true 
if  the  teeth  on  the  affected  side  become  loose 
or  fall  out. 

In  the  July  number  of  the  Archnes  of 
Otolaryngology  for  1926,  Dr.  Arthur  W.  Pro- 
etz,  of  St.  Louis,  describes  his  method  of  dis- 
placement of  irrigation  of  nasal  sinuses. 

The  patient  is  placed  in  a supine  position 
with  his  head  projecting  beyond  the  top  of 
the  treatment  chair  or  table,  the  head  being 
extended  to  that  position  which  places  the 
sphenoid  sinus  so  that  its  ostium  is  unturned. 
The  fluid  to  be  introduced  is  now  allowed  to 
flow  into  the  nostrils  from  a syringe,  and 
comes  to  rest  in  a “V”  shaped  pocket  formed 
by  the  face  of  the  sphenoid  with  the  cribri- 
form plate  of  the  ethmoid.  The  fluid  does 
not  enter  the  sinuses  as  their  ostia  are  of  in- 
sufficient size  to  permit  the  escape  of  air  con- 
tained ; gentle  suction  is  now  applied  inter- 
mittently to  one  nostril,  the  other  being  closed 
and  the  palate  and  tongue  being  held  in  the 
“K”  position  to  seal  the  pharynx. 


When  the  suction  is  first  applied,  a bub- 
ble of  air  escapes  from  the  sinus  through  the 
upturned  ostium ; on  releasing  the  suction, 
this  air  is  replaced  by  a drop  of  the  overly- 
ing fluid ; the  process  is  repeated  until  the 
sinus  is  full.  About  a dozen  alterations  is 
usually  necessary  to  accomplish  this.  The 
patient  is  returned  to  the  erect  position  and 
it  is  claimed  that  the  fluid  remains  in  the 
cavity  of  the  sinus  from  several  hours  to  days. 
Various  astringents  and  antiseptic  solutions 
mav  be  used  in  the  same  manner. 

The  value  of  vaccines  as  a method  of  treat- 
ment is  still  a disputed  question.  Stock  vac- 
cines as  well  as  polyvalent  autogenous  vac- 
cines may  well  be  dismissed  from  considera- 
tion. Their  value  because  of  multiple  protein 
content  can  scarcelv  be  specific  in  any  case 
and  probablv  denends  on  the  stimulant  action 
of  foreign  protein  upon  the  blood  and  its  de- 
fensive mechanism. 

Tn  the  December  number  of  the  Annals  of 
Otologv.  Fhinologv  and  Larvngologv  for 
1925.  T?.  A.  Fenton  gave  a detailed  descrip- 
tion of  vaccine  treatment  in  a series  of  fiftv 
cases  of  snheno-ethmoid  disease  of  which  sur- 
gery had  failed  to  effect  a cure.  Autogenous 
vaccines  from  haemolytic  cocci  secured  hy 
loop  inoculation  of  human  blood  media  were 
found  curative  in  73  per  cent  of  cases  of  ob- 
stinate snheno-ethmoid  disease.  Autogenous 
vaccines  from  non -haemolytic  streptococci  se- 
cured by  loop  inoculation  of  human  blood 
media  were  found  curative  in  30  per  cent  of 
cases  of  obstinate  spheno-ethmoid  disease. 

The  injection  of  vaccines  made  with  haem- 
olytic cpcci  is  recommended  for  cases  of 
snheno-ethmoid  disease  which  are  unsuitable 
for  or  fail  to  respond  to.  the  established  pro- 
cedures of  surgical  and  antiseptic  treatment. 

No  doubt  errors  in  diet  nlav  an  important 
part  in  causing  paranasal  sinus  infection,  and 
correction  of  these  errors  is  a most  important 
therapeutic  agent.  There  has  been  some  dis- 
cussion as  to  wbv  some  individuals  have 
more  Ivmnhoid  tissue  in  the  upper  respira- 
torv  tract  than  others.  Whether  the  cause  is 
dietetic,  muscular,  or  nhvsical  environment. 
- — whether  one  or  all. — it  has  been  found  that 
lvmphoid  tissue  is  present  in  the  upper  res- 
piratorv  tract  in  proportion  as  fats  are  ab- 
sent from  the  diet.  Tt  has  been  demonstrated 
that  babies  fed  on  formulas  low  in  fat  show 
signs  of  mastoid  and  sinus  infection.  Where 
fats  have  been  added  to  the  diet,  we  can  ob- 
serve a decrease  in  tbe  amount  of  lvmphoid 
tissue  with  a subsidence  of  cough  and  expec- 
toration and  with  a gain  in  weight  without 
additional  treatment.  There  seems  also  to  be 
an  increase  in  the  size  and  redness  of  the  tur- 
binates and  a sub-acute  laryngitis  where  there 
is  an  excess  of  sweets  in  the  dieb  Tf  there  is 
a lack  of  a proper  amount  of  vegetable  foods. 
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there  seems  to  be  a catharrhal  discharge  from 
the  nose  and  throat  such  as  often  accompan- 
ies eases  of  impaired  hearing.  A granular 
condition  of  the  posterior  pharyngeal  wall  of- 
ten appears  when  there  is  an  excess  of  foods 
made  from  flour.  • 

A great  deal  has  been  written  with  refer- 
ence to  the  benefit  our  patients  receive  from 
a change  of  climate.  It  is  unfortunate,  how- 
ever, that  the  statistical  information  as  to 
what  climate  is  best  adapted  to  a definite 
pathologic  condition,  and  where  it  is  to  be 
found,  is  not  available  for  scientific  discus- 
sion. 

We  have  tubercular  sanitoriums  east,  west, 
north  and  south  that  will  send  you  convinc- 
ing literature  pertaining  to  the  influence  of 
climate  on  all  so-called  non-surgical  cases  of 
infections  of  the  nose  and  throat,  emphasizing 
particularly  the  latitude  and  longitude  of 
their  respective  locations.  Even  when  pa- 
tients are  benefitted  bv  a radical  change  of 
environment  there  is  a question  whether  this 
is  due  entirelv  to  climatic  changes  and  the 
out  of  door  life;  or  whether  it  may  not,  in 
part  at  least,  be  due  to  a change  in  habits, 
both  Oriental  and  physical.  If.  as  the  result 
of  a proper  climatic  environment,  anv  dis- 
ease processes  were  modified  or  cured,  they 
should  be  those  with  mucous  membrane  in- 
fections. as  these  would  be  brought  directly 
in  contact  with  the  healing  atmosphere. 

Therefore,  we  can  expect  in  a properlv  se- 
lected climate  benefit  in  all  functional  disor- 
ders and  in  cases  in  which  the  infection  is 
confined  to  the  mucosa  : and  it  is  also  a val- 
uable adiunet  in  the  treatment  of  those  cas- 
es in  which  the  deeper  structures  are  in- 
volved. 

We  have  all  served  our  term  in  trviug  to 
cure  chronic  empvema  of  the  sinuses  bv  med- 
io?d  treatment.  The  whole  gamut  of  spravs. 
topical  applications,  suetion.  and  the  various 
methods  recommended  for  dealing  with 
chronie  empvema  of  the  sinuses,  have  been 
used.  Tt  is  mv  judgment  and  conviction  that 
the  onlv  wav  to  deal  with  chronic  suppura- 
tion of  the  sinuses  is  bv  surgical  treatment, 
Maxtt/larv  Sinus. 

It  has  Ion"  been  recognized  that  for  the 
cure  of  the  maioritv  of  cases  of  chronic  in- 
flammation of  the  maxillarv  sinus  nothing 
short  of  a radical  operation  will  suffice.  It 
is  conceded  that  the  nasal  puncture  and  lav- 
age will  cure  most  of  the  acute  cases,  but 
where  the  mucous  membrane  has  become 
chronicallv  thickened  and  has  become  the  seat 
of  polypoid  degeneration,  with  or  without 
bone  necrosis,  puncture  and  lavage  have  lit- 
tle effect. 

Puncture  and  lavage  will  assist  us  in  es- 
tablishing a diagnosis  in  the  presence  of  free 
pus,  but  may  entirely  fail  to  do  so  when  the 


disease  is  manifested  chiefly  by  the  presence 
of  solid  granulation  tissue  Establishment  of 
a free  antra-nasal  drainage  hy  the  formation 
of  a large  opening  in  the  antra-nasal  wall  in 
a great  many  cases  will  be  sufficient.  Howev- 
er, in  long-standing  cases,  nothing  is  nearly 
so  satisfactory  for  diagnosis  and  treatment 
as  exposure  of  the  interior  of  the  sinus  to  dir- 
ect inspection  and  palpation  through  an 
opening  of  the  buccal  wall,  that  is,  the  so- 
called  Caldwell-Luc  operation.  This  permits 
a removal  of  diseased  tissues  by  direct  in- 
spection, the  operation  being  completed  by 
establishment  of  permanent  nasal  drainage 
into  the  inferior  meatus  through  a resection 
of  the  nasal  wall  and  a final  closure  of  the 
original  buccal  opening. 

I believe  in  all  cases  of  maxillary  suppura- 
tion associated  ivith  bronchial  asthma  that 
the  Caldwell-Luc  operation  should  be  per- 
formed, for  it  has  been  rather  definitely  de- 
termined that  the  accompanying  hypertro- 
phies and  polvpi  play  the  greater  role  in  pro- 
ducing bronchial  asthma  than  does  the  em- 
pyema. 

Objections  have  been  registered  against 
these  radical  operations  in  that  they  f r e- 
quentlv  result  in  permanent  damage  to 
bealthv  teeth.  It  is  advisable  for  one  doing 
the  Caldwell-Luc  operation  to  avoid  expos- 
ure of  the  roots  of  the  teeth  bv  the  removal 
of  the  hone  covering  them,  or  bv  destruction 
of  the  vascular  or  nerve  suppIv.  It  is  a gen- 
erally known  fact  that  if  the  supporting  al- 
veolar process  and  pericemental  membrane 
about  a tooth  are  destroved  bv  iniurv  or  dis- 
ease. thev  will  never  be  replaced.  A focus 
of  infection  will  usuallv  set  up  and  the  root 
will  he  eventuallv  lost.  In  doing  the  Cald- 
well-Luc operation,  if  the  incision  through 
the  buccal  plate  be  too  low.  the  roots  of  some 
of  the  teeth  near  the  apices  mav  he  exposed 
and  thus  converted  into  necrotic,  foreign  bod- 
ies from  the  loss  of  nourishing  and  sunuort- 
ing  tissue.  Such  an  iniurv  to  the  teeth 
would  probahlv  interfere  with  the  success  of 
the  antrum  operation  bv  soffin"  up  a new 
focus  of  infection.  Therefore,  the  bnceal 
opcnin"  should  he  well  above  the  apices  of  the 
roots  and  care  should  be  taken  not  to  remove 
the  hone  too  far  downward.  Crauting  that 
an  occasional  damage  to  a tooth  d’d  result, 
this  in  itself  should  not  cause  condemnation 
of  an  operation  which  is  the  onlv  satisfaetorv 
operative  procedure  in  many  cases  of  chronic 
maxillarv  sinusitis. 

"Whatever  tvpe  of  operation  the  individual 
operator  wishes  to  choose  effective  removal 
of  all  the  diseased  parts  is  the  end  to  he  at- 
tained. Personallv.  I feel  that  uersistenev 
of  discharge  and  continuation  of  previous 
svmptoms  are  due.  in  a large  percentage  of 
cases,  to  an  incomplete  exenteration  of  dis- 
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cased  parts.  In  other  words,  thoroughness  is 
the  object ; whatever  form  of  operation  is 
chosen. 

Packing  is  rarely  used  in  nasal  operations 
except  where  there  is  a tendency  to  hemor- 
rhage. Exceptions  will  no  doubt  have  to  be 
made  to  this  rule  after  an  operation  is  per- 
formed on  the  maxillary  sinus.  If  packing  is 
used,  it  should  be  removed  not  later  than  for- 
ty-eight hours  after  the  operation.  It  was 
the  former  practice  to  repack,  but  such  pro- 
cedure only  adds  to  the  discomfort  of  the  pa- 
tient and  nothing  to  the  end-results.  The 
sinus  should  be  left  absolutely  alone  for  four 
or  five  days.  At  the  end  of  that  time  it 
should  be  irrigated  with  some  sterile  saline 
solution  to  remove  any  clots  that  may  have 
remained.  Nothing  more  should  be  done  to 
the  sinus  in  the  way  of  irrigation,  as  water 
is  irritating  to  the  mucous  membrane. 

If  the  discharge  is  profuse  or  unnecessar- 
ily prolonged,  I have  injected  about  a drachm 
of  20  per  cent  solution  of  nitrate  of  silver  in- 
to the  antrum,  allowing  it  to  remain  several 
minutes,  then  neutralizing  with  a normal  salt 
solution  with  good  results. 

It  is  very  important,  as  we  all  know,  to 
lessen  granulations  and  to  keep  the  sinus  op- 
ening from  closing.  For  this  purpose  I have 
used  nitrate  of  silver,  trichloracetic  acid  and 
chromic  acid  to  advantage. 

Frontal  Sinus. 

By  far  the  most  serious  of  all  sinus  sup- 
purations is  emovema  of  the  frontal  sinus. 
Perhaps  no  problem  of  surgery  has  been  tbe 
object  of  more  world  wide  study,  and  even 
m.  yet  more  investigation  is  necessarv  in  tbe 
future,  before  success  can  crown  these  ef- 
forts. 

In  the  January  number  of  the  Larvnsro- 
scope  for  1921.  Dr.  R.  C.  Lynch,  of  New  Or- 
leans, describes  the  technioue  of  a froutal 
sinus  operation  which  he  had  devised  bv  tak- 
ing details  of  technioue  from  a number  of 
operators.  He  bas  reported  75  or  more  cas- 
es and  the  results  seem  satisfactory  and  per- 
manent. He  does  not  touch  the  anterior 
wall,  therefore  no  deformitv  results.  He  re- 
moves the  entire  floor  of  the  frontal  sinus 
and  the  paper  plate  of  the  ethmoid,  thus  se- 
curing a large  drainage  area  into  the  nose. 
Anparentlv  Dr.  Lynch  has  devised  an  opera- 
tion on  the  frontal  sinus  that  Ts  as  satisfac- 
tory as  a simple  mastoid  opera+ion  How- 
ever. we  arc  becoming  more  convinced  that  it 
is  seldom  necessarv  to  do  a radical  frontal 
sinus  operation,  unless  the  symptoms  show  a 
brain  involvment. 

"We  believe  that  if  the  natural  opening  is 
enlarged  enough  to  give  free  drainage  and 
the  discharge  removed  bv  suction,  if  neces- 
sary. this  treatment  will  show  the  highest 
percentage  of  recoveries.  Tt  is  extremely 


simple  to  enlarge  the  frontal  sinus  opening 
by  placing  the  cutting  forceps  just  under  the 
anterior  attachment  of  the  middle  turbinate, 
with  the  tip  of  the  movable  blade  pointing 
toward  the  internal  canthus.  Pressure  in 
this  direction  will  break  into  the  anterior  eth- 
moid cells.  The  cells  are  bitten  away  to  the 
frontal  plate  and  backward  as  far  as  the  pos- 
terior wall  of  the  anterior  ethmoid,  which  is 
recognized  in  nearly  every  case  by  the  firm- 
er partition.  This  space  is  smoothed  by  the 
straight  end  of  the  curette.  The  angle  end 
of  the  curette  is  now  inserted  with  the  cup 
pointing  forward  and  curetting  motions  are 
made  in  an  are  toward  the  tip  of  the  nose. 
The  smooth,  firm  bone  will  be  recognized  as 
soon  as  all  the  cells  have  been  broken  and  re- 
moved. 

If  one  is  careful  to  remove  the  extreme 
anterior  ethmoid  cells  and  to  enlarge  the 
space  upward  to  the  frontal  sinus  with  the 
angle  end  of  the  curette,  it  will  not  be  neces- 
sary to  use  sharp  rasps  for  this  purpose,  as 
recommended  by  Dr.  Good  many  years  ago. 

Packing  is  not  necessary  and  irrigation  is 
superfluous.  Drainage  of  the  frontal  sinus 
is  faciliatcd  bv  its  location  and  very  little 
after-treatment  is  required,  except  to  prevent 
the  opening  from  closing. 

Ethmoids. 

Most  text  books  speak  often  of  fronto-eth- 
moid  infection,  but  fail  to  include  the  maxil- 
lary sinus  in  this  category.  It  was  our  for- 
mer belief  that  the  majority  of  cases  of 
chronic  catarrh  resulted  from  suppurative 
ethmoditis.  Tt  is  highlv  probable  that  eth- 
moiditis  was  the  original  source  of  infection 
in  the  antrum.  Ethmoiditis  mav  temporarily 
be  cured,  with  or  without  local  treatment,  on- 
ly to  be  reinfected  from  an  overflow  of  pus 
and  secretion  from  the  antrum.  In  our  early 
exuprience  it  was  our  custom  to  attack  the 
ethmoids  but  it  has  been  found  that  in  a great 
man-  cases,  even  after  a thorough  exentera- 
tion of  the  ethmoids.  the  polvni  recurred  in 
more  ^malignant  form  than  before.  Tt  is  in 
this  tvre  of  case  that  we  find  maxillarv  sin- 
usitis ulavs  a very  important  part.  Tt  is  im- 
material whether  the  disease  originates  in 
the  maxillarv  antrum  nr  becomes  seeondarilv 
in  nasal  nathologv.  Tt  is  surprising  how 
disease  fronto-ethmoidal  suppuration  i s 
much  henefitted  or  cured  bv  establishing 
drainage  of  the  maxillary  antrum.  Person- 
ally. T believe  that  we  should  shift  from  our 
former  nractice  of  primarv  attacks  upon  the 
ethmoid  labvrinth  to  surgery  of  the  antrum 
and  sentum.  Correction  of  defects  in  the 
septum  should  receive  our  first  consideration 
in  nasal  pathologv.  Tt  is  surprising  how 
manv  cures  are  effected  by  this  treatment 
alone. 

When  we  do  consider  a primary  operation 
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on  the  ethmoids,  none  of  us  would  deliberate- 
ly choose  the  external  route  without  having 
grave  reasons  for  so  doing.  It  is  only  after 
internasal  procedures  have  failed  to  bring 
about  an  amelioration  of  the  symptoms,  or 
where  there  is  external  ruptures  with  forma- 
tion of  a fistula,  or  where  actual  orbital  or 
cerebral  complications  exist,  that  we  resort 
to  external  operation.  If,  however,  our  de- 
cision be  in  favor  of  the  external  route,  the 
operation  should  be  one  in  which  the  entire 
labyrinth  from  the  lachrymal  to  the  presphe- 
noidal  cell  is  to  be  exenterated — and  not 
iyerely  one  in  which  a simple  opening  is 
made  through  the  rim  of  the  orbit,  and  hap- 
hazard removal  of  a few  cells  lie  within  easy 
grasp  of  the  forceps.  It  should  be  approach- 
ed with  the  idea  of  exenterating  the  entire 
capsule  from  the  foremost  infundibular  cell 
to  the  sphenoid  area,  and  from  the  fovea  of 
the  ethmoidalis  to  the  lamina  papyracea,  for 
unless  this  is  done  we  shall  find  ourselves  in 
the  same  predicament  as  if  we  had  perform- 
ed an  incomplete  internasal  operation.  How- 
ever, let  us  remember  that  radical  operations 
on  the  accessory  sinuses  do  not  all  result  in 
radical  cures. 

It  is  easy  to  see  that,  in  contrast  with  the 
external  operation,  the  internasal  route  wall 
he  chosen  bv  most  operators.  In  some  cases, 
the  preliminary  resection  of  the  middle  tur- 
binate followed  by  appropriate  treatment  and 
careful  observance  will  be  all  that  is  neces- 
sary. Yet  it  may  often  be  essential  to  under- 
take further  operative  work. 

Then  what  type  of  operation  shall  we  per- 
form? Shall  we  remove  all,  part,  or  none, 
of  the  middle  turbinate?  In  my  opinion  ex- 
cept wide  noses,  it  is  better  to  remove  a por- 
tion of  the  middle  turbinate ; since  I believe 
that  aeration  in  ethmoid  work  is  as  important 
as  drainage  and  that  sufficient  areation  can- 
not be  obtained  without  removing  at  least  a 
portion  of  the  middle  tuibinate. 

If  the  patient  has  a deflected  septum,  it  is 
necessary  to  do  a submucous  resection  before 
attempting  any  operation  on  the  ethmoid.  By 
this  procedure,  sufficient  space  is  created  to 
nerform  the  internasal  ethmoid  operation — 
in  a great  many  cases  without  removal  of  the 
middle  turbinate. 

It  is  believed  that  in  doing  the  Halle  or 
Mosher  operation  more  of  the  mucous  mem- 
brane is  sacrificed  than  is  best.  I feel  that 
one  can  accomplish  a thorough  exenteration 
of  the  ethmoid  cells  by  any  good  biting  for- 
ceps, but  it  must  be  emphasized  that  the  op- 
erator should  have  a well  developed  sense  of 
touch  and  a clear  vision  of  everv  bite  made. 
Furthermore,  it  is  doubtful  if  any  operator 
in  the  progress  of  the  operation  can  deter- 
mine whether  any  certain  cell  left  will  regen- 
erate sufficiently  not  to  give  further  trouble 


or  infect  neighboring  cells  or  sinuses.  There- 
fore, when  in  doubt,  such  cells  should  be  re- 
moved. 

My  personal  preference  is  for  forceps  with 
the  universal  handle,  because  the  lower  lip  is 
stationary  and  the  blade  can  he  placed  just 
where  it  is  wished  to  cut,  and  there  is  no  pull- 
ing back  in  the  action. 

The  ethmoidal  operation  is  performed  un- 
der local  anaesthesia.  If  only  one  side  is  to 
be  operated  on,  two  applications  are  taken 
and  wound  with  a small  piece  of  cotton  and 
moistened  with  adrenalin  1 to  1000  and  ap- 
plied to  flaked  cocaine  until  saturated.  One 
applicator  is  placed  as  high  as  possible  on  a 
line  with  the  anterior  end  of  the  middle  tur- 
binate, which  blocks  the  anterior  ethmoidal 
nerve.  Another  is  placed  under  the  posterior 
end  of  the  middle  turbinate  which  blocks  the 
spheno-palatine  ganglion.  Applicators  should 
remain  from  20  to  30  minutes.  This,  with  the 
application  of  cocaine  to  the  septum  and  the 
operative  field,  will  be  sufficient  for  the  op- 
eration to  be  performed  without  pain  and, 
in  the  majority  of  cases,  with  very  little 
bleeding. 

Tn  nerfonning  the  ethmoidal  operation,  the 
natient  is  placed  in  a sitting  position,  with 
the  head  well  thrown  backAvard.  The  open 
cutting  forceps  are  placed  under  the  middle 
turbinate  with  the  upper  blade  just  under 
the  anterior  attachment  and  pressure  made 
on  a line  with  the  internal  canthus.  breaking 
into  the  anterior  ethmoidal  cells,  biting  back- 
ward as  Ion?  as  am7  soft  bone  is  encoun- 
tered. As  we  progress  backward  for  a com- 
nlete  exenteration,  the  head  is  brought  for 
ward  so  we  can  follow  along  the  plate  of  th“ 
skull : and  then  with  the  straight  end  of  the 
curette  and  with  a firm  but  gentle  stroke  in 
everAr  direction,  curette  awa\r  all  of  the  soft 
tissue.  The  anterior  cells  are  removed  with 
the  angle  end  of  the  curette.  bA>-  curetting  in 
an  arc  toward  the  tip  of  the  nose,  thus  re 
vneviucr  the  anterior  cells  and  enlarging  +hp 
sna«p  uuAvard  toward  the  frontal  sinus  "We 
now  cut  aAvav  the  floor  of  the  eansple.  givinn 
freo  drainage  under  the  entire  leno-th  of  the 
mirlrllp  turbinate.  Thp  eayitw  is  wined  with 
swabs  of  cotton  with  iodine-glvcerine.  or  anv 
othpr  preparation  the  operator  mav  wish  to 
choose.  The  eavitv  is  not  packed,  but  a fing- 
er leno-fh  niece  of  cotton  maw  be  put  into  the 
nose  as  far  backward  as  the  anterior  attach- 
ment of  thp  middle  turbinate.  This  should 
he  remowpd  in  from  4 to  fi  hours.  After-treat- 
vn  pn  t following  ethmoidal  operations  is  high- 
’w  important. 

RpTTF^nTn  Stotts. 

Biseasp  of  the  sphenoid  sinus  presents  dif- 
fieultv  in  diagnosis  on  account  of  its  situa- 
tion in  thp  hodAr  of  the  snbenoid  bone.  The 
natural  opening  of  the  sphenoid  sinus  is  hid- 
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den  by  the  posterior  tip  of  the  middle  turbin- 
ate so  that  pus  is  issuing  from  it  is  hard  to 
detect.  Because  of  so  many  overlying  struc- 
tures, a satisfactory  shadow  upon  an  X-ray 
plate  is  difficult  to  secure.  But  once  a diag- 
nosis is  made,  the  sphenoid  responds  kindly 
to  surgical  treatment.  In  the  great  majority 
of  cases  it  will  he  necessary  to  remove  the 
middle  turbinate  before  operating  on  the 
sphenoid ; but  in  some  cases  there  will  be 
sufficient  space  to  permit  the  operation  with- 
out removal  of  the  middle  turbinate.  One 
should  attempt  to  locate  the  natural  open- 
ing. This  is  not  difficult  aud  it  is  much  eas- 
ier to  enlarge  the  natural  ostium  than  to 
break  through  the  sphenoid  wall.  After  co- 
cainizing and  shrinking  the  natural  opening, 
the  anterior  wall  Of  the  sphenoid  is  removed 
by  means  of  punch  and  biting  forceps,  giving 
ample  drainage  and  resulting,  as  a rule,  in  a 
cures  of  the  empyema.  The  sphenoid  sinus  is 
more  prone  to  close  than  any  of  the  other 
sinuses  and  it  is  very  essential  to  bite  away 
any  granulations  and  make  use  of  any  rem- 
edies that  may  prevent  its  closure. 

DISCUSSION: 

Shehcn  Watkins,  Louisville:  I have  enjoyed 

very  much  the  three  interesting  papers  read  by 
Doctor  Marks,  Doctor  Hume  and  Doctor  Drake. 
As  my  name  is  on  the  program  to  discuss  Doc- 
tor Marks’  paper  on  the  symptoms  an  l diagnos- 
is of  accessory  sinus  diseases,  I wit!  limit  my  re- 
mark to  it. 

Headache  and  nasal  discharge  are  the  most 
common  symptoms  ot  acute  sinusitis  but  neither 
is  very  reliable  in  making  a differential  diag- 
ncs.s,  because  they  are  so  widespread.  Usually 
most  of  the  head  aches  and  the  nose  is  filled 
with  discharge.  In  fact,  it  is  not  necessary  to 
determine  just  which  sinus,  or  sinuses,  are  in- 
volved in  an  acute  infection,  because  the  treat- 
ment for  all  is  practically  the  same.  Of  course, 
should  an  empyema  or  serious  complication 
arise,  a differential  diagnosis  is  required. 
Among  the  symptoms  of  empyema  there  are 
two  which  are  quite  reliable:  namely,  when  the 
maxillary  sinus  is  involved  there  is  a heavy 
feeling  in  the  cheek  on  leaning  forward;  and 
vertigo  is  usually  present  in  empyema  of  the 
sphenoid. 

The  chronic  cases  are  the  ones  that  give  us 
the  most  trouble  in  making  a diagnosis.  The 
symptoms  frequently  are  very  slight.  Probably, 
the  most  common  symptom  is  post-nasal  dis- 
charge. Sometimes  the  patient  does  rot  know 
that  he  has  a sinus  infection,  and  the  symptoms 
of  which  he  compains  are  due  to  a secondary  in- 
fection, as  of  the  pharynx,  larynx  or  some  dis- 
tant part  of  the  body.  Headache  is  usually  ab- 
sent, unless  there  is  an  obstruction  to  drainage 
from  one  of  the  sinuses.  The  most  important 
point  is  to  locate  the  origin  of  the  discharge  and 
often  that  is  not  easy  to  do.  It  is  often  neces- 


sary to  make  a prolonged  examination  and  some- 
times several. 

In  the  anterior  group  it  is  often  found  that 
the  antrum  acts  as  a reservoir  for  discharge 
from  the  anterior  ethmoidal  or  frontal  sinuses, 
or  both,  and  we  must  not  overlook  this  fact. 
After  irrigating  the  antrum  one  must  watch  for 
reappearance  of  the  discharge.  If  no  discharge 
is  noticed  in  the  middle  meatus  within  fifteen 
to  twenty  minutes,  we  know  it  is  not  coming 
from  the  antrum,  because  it  would  take  much 
longer  than  this  for  it  to  accumulate  in  the  an- 
trum and  overflow  through  the  orifice.  If  after 
the  frontal  sinus  is  irrigated  and  the  duct  block- 
ed off,  the  discharge  reappears  within  a short 
time  in  the  middle  meatus,  we  have  limited  the 
source  of  infection  to  the  anterior  ethmoidal 
cells.  It  must  not  be  forgotten,  however,  that 
more  than  one  of  the  sinuses  may  be  infected  at 
once.  The  anterior  ethmoidal  cells  and  the 
frontal  sinus  are  frequently  involved  at  the 
same  time,  because  the  former  form  most  of  the 
floor  of  the  latter.  The  same  process  of  diag- 
nosis by  elimination,  is  carried  out  in  the  poster- 
ior group.  Here  the  sphenoidal  sinus  frequent- 
ly acts  as  a reservoir  for  discharge  originating 
m the  posterior  ethmoidal  cells. 

Another  important  step  in  localizing  the 
source  of  infection  in  chronic  cases  is  to  re- 
move part,  or  all,  if  necessary,  of  the  middle 
turbinate,  in  order  to  get  better  exposure  and 
drainage.  Sometimes  the  discharge  is  from  a 
misplaced  ethmoidal  cell  located  in  the  middle 
turbinate.  Also,  it  may  be  necessary  to  open 
the  bulla  ethmoidalis  or  the  cells  posterior  to 
the  infundibulum  in  the  uncinate  process  to  find 
the  source  of  the  discharge.  As  a rule  the  in- 
fection in  the  ethmoids  is  limited  to  one  or  a 
few  cells.  We  do  not  often  see  involvment  of 
all  of  them. 

In  making  the  diagnosis  I would  mention  lav- 
age as  of  first  importance.  I do  not  consider 
roentgen-ray  examination  to  be  necessary  in 
acute  cases,  unless  there  are  symptoms  of  a com- 
plication. In  chronic  cases  x-ray  films  are  of- 
ten very  helpful  and  I believe  should  be  made. 
The  stereoscopic  films  are  especially  good. 
Transillumination  is  valuable  in  acute  cases  but 
of  less  importance  in  chronic  ones.  The  most 
important  point  to  be  emphasized  about  the  dif- 
ferential diagnosis  is  a careful  and  prolonged  ex- 
amination and,  when  in  doubt,  two  or  more  ex- 
aminations. Next,  it  is  important  to  remove 
every  structure  in  the  nose  that  is  in  the  way. 
This  includes  enlargements  of  the  middle  tur- 
binate, polypoid  formations  and  deflections  of 
the  septum. 

Joseph  D.  Heitger,  Louisville:  It  is  rather  in- 

teresting to  note  the  change  of  opinion  that  has 
occurred  in  this  section  from  that  expressed 
several  years  ago.  It  was  formerly  thought  that 
the  roentgen-ray  was  a most  important  adjunct 
in  the  diagnosis  of  accessory  sinus  diseases.  We 
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now  place  much  less  confidence  in  the  roentgen- 
ray  diagonsis  of  sinsus  disease  and  rely  more 
on  the  clinical  findings.  In  acute  cases  with- 
out complications  roentgen-ray  examination  is 
seldom  necessary,  but  in  chronic  cases  it  gives 
information  that  is  most  essential.  We  must 
know  whether  the  sinus  is  present  or  absent,  al- 
so its  general  contour  and  size.  However,  when 
it  comes  to  actually  making  the  diagnosis  of 
sinus  disease  with  the  roentgen-ray,  I am  from 
Missouri  and  must  be  shown. 

Referring  especially  to  Dr.  Marks’  paper 
where  he  speaks  of  pain:  One  must  not  lose 
sight  of  the  fact  that  pain  in  disease  of  the 
sphenoid  sinus  may  simulate  the  pain  of  any 
other  sinus  infection,  or  pain  originating  entire- 
ly outside  of  the  accessory  sinuses,  very  often 
simulates  pain  due  to  mastoid  infection.  A num- 
ber of  cases  of  this  type  were  reported  by  Lille 
before  the  rhinological  section  of  the  A.  M.  A. 
meeting  at  St.  Louis  in  1922.  At  that  time  he 
issued  a warning  against  mastoidectomy  based 
on  the  manifestation  of  pain  alone.  In  many 
cases  of  sinus  disease  pain  is  referred  to  other 
localities. 

As  to  the  location  of  pus  and  tracing  it  to  its 
source:  One  must  always  be  careful  to  differ- 
entiate between  dry  crusts  which  may  become 
visible  as  a deposit  on  the  mucous  membrane 
and  pus  that  comes  from  the  sinus  cavity.  Crusts 
removed  from  the  mucous  membrane  are  not 
re-formed  for  many  hours,  whereas  pus  that 
comes  from  a sinus  reappears  within  a few  min- 
utes. 

It  was  formerly  thought  that  chronic  sup- 
purative inflammation  of  the  frontal  sinus  ex- 
isted without  involvement  of  the  other  sinuses: 
When  I was  abroad  this  summer  both  Halle  and 
Hajek  stated  they  had  come  to  the  conclusion 
that  in  frontal  infection  the  anterior  ethmoid 
is  practically  always  involved.  In  making  the 
diagnosis  by  irrigation  Hajek  mentioned  the  fact 
that  after  he  has  irrigated  the  antrum,  if  in  fif- 
teen minutes  or  half  an  hour  pus  reappears  in 
the  middle  meatus,  one  may  be  sure  that  there 
is  frontal  and  anterior  ethmoidal  involvement. 

Concerning  Dr.  Hume’s  paper,  there  are  a 
few  points  I wish  to  emphasize:  He  quite  prop- 
erly stresses  the  fact  that  the  alveolar  process 
should  be  examined  in  all  antral  infections. 
That  is  something  which  must  always  be  borne 
in  mind.  Another  statement  which  may  seem 
radical  to  some  of  us,  and  yet  there  is  ample 
evidence  to  support  it,  is  that  it  is  unsafe  to 
have  devitalized  teeth  under  the  antrum  un- 
less it  is  absolutely  certain  there  is  a wide  area 
of  bone  above.  A narrow"  bone  and  a devital- 
ized tooth  is  a dangerous  combination.  Hajek 
in  his  recent  book  (1926)  shows  two  cases 
where  very  fine  sinuses  extended  from  such 
teeth  through  a thick  alveolar  process  allowing 
antrum  infection,  the  sinuses  disappearing  as 
soon  as  the  teeth  were  extracted.  These  sinus- 


es went  directly  through  the  thick  alveolar  pro- 
cess and  infected  the  antrum.  In  neither  case 
did  the  antrum  show  any  local  disease.  Of 
course  such  cases  are  exceptional.  This  may  be 
better  appreciated  when  one  recalls  that  in  nine- 
ty per  cent  of  antral  cases  the  infection  must 
go  through  the  natural  or  an  accessory  opening 
with  the  mucous  membrane,  and  one  can  read- 
ily see  that  this  mucous  membrane  on  account 
of  the  resulting  hyperplasia  is  no  longer  a func- 
tioning mucous  membrane  but  becomes  a for- 
eign body  and  must  be  removed  regardless  of 
whether  there  is  a devitalized  tooth,  granuloma 
or  what  not  with  it.  Very  frequently  the  exo- 
dontist  removes  an  infected  tooth  thereby  pro- 
ducing an  opening  into  the  antrum.  Such  cases 
must  be  traced  through  the  natural  opening, 
an  accessory  opening,  or  a artificial  opening 
made  in  the  antrum  from  the  nose.  This  is  not 
an  infrequent  occurrence  and  should  always  be 
kept  in  mind  in  dealing  with  antral  infection. 
A great  many  of  these  cases  will  not  heal  until 
an  accessory  antral  opening  is  made.  Dr.  Hume 
and  myself  have  had  several  such  cases. 

With  especial  reference  to  dental  cases:  Dr. 

Hume  will  recall  the  case  of  a middleaged  wom- 
an from  Indiana  whom  we  saw  last  summer. 
For  ten  days  she  had  suffered  intense  pain  from 
an  iritis  which  large  doses  of  morphine  did  not 
relieve.  She  first  consulted  me,  and  at  the  out- 
set stated  that  all  her  teeth  had  been  extracted 
and  she  had  been  wearing  a plate  for  eight 
months.  I referred  her  to  Dr.  Hume  who  found 
three  necrotic  roots  on  the  right  side  which  had 
been  left  when  her  teeth  were  extracted.  He 
removed  these  under  local  anesthesia,  and  that 
night  the  patient  had  perfect  relief  from  pain 
for  the  first  time  in  ten  days.  In  two  weeks  she 
made  an  uneventful  recovery. 

Dr.  Drake  spoke  of  change  of  climate  as  being 
beneficial  In  certain  cases  of  sinus  disease: 
That  is  something  that  has  always  puzzled  me. 
All  of  us  who  have  visited  our  colleagues  over 
the  country  know  they  are  treating  the  same 
kind  of  cases  we  are  with  few  exceptions.  Lynch, 
of  New  Orleans,  does  not  see  so  many  patients 
with  mastoiditis  as  we  do  in  this  part  of  the 
country,  and  we  do  not  see  so  many  as  our  col- 
leagues in  the  New  England  states.  Dean,  of 
Iowa,  sees  more  infected  sinuses  in  children 
than  we  do,  and  for  that  reason  he  is  always  on 
the  lookout  for  them,  and  his  colleagues  in  gen- 
eral practice  in  their  examinations  of  children 
discover  many  cases  of  sinus  infection.  This 
may  not  be  true  in  other  parts  of  the  country. 
When  we  come  to  consider  change  of  climate, 
we  must  also  consider  change  in  diet  and  habits 
which  may  have  something  to  do  with  the  re- 
lief obtained  in  sinus  infections. 

In  regard  to  surgery:  There  are  certain  cases 
of  sinus  disease,  both  suppurative  and  nonsup- 
purative, that  get  well  with  good  aeration  and 
drainage;  and  there  are  others  that  will  not  re- 
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cover  under  tne  more  conservative  methods  and 
require  obliteration. 

ur.  Lraxe  mentioned  tne  .Lynch  operation 
wnicn  suggests  anotner  line  oi  tnougnt:  While 
or.  Lyncn  nas  secured  better  resuits  from  the 
radical  irontai  operation  tnan  any  otner  man 
in  tne  country,  ne  attributes  ms  success  to  two 
or  tnree  ractors:  in  tne  first  place,  he  does  a 

very  radical  removal,  he  leaves  nothing  hut  the 
anterior  piate — wnicn  ne  leaves  in  practically 
an  cases — unless  tnere  nas  been  a previous  op- 
eration and  tne  plate  removed  wmch  necessi- 
tates a piastic  operation,  tie  always  gets  good 
exposure  m all  cases  and  determines  beiorenand 
tne  condition  of  the  maxillary  antrum  which 
usually  requires  radical  surgery.  This  radical 
antrai  operation  is  done  iirst  and  the  radical 
operation  on  tne  trontai  sinus  is  periormed  ten 
uays  subsequently.  With  the  miected  antrum 
out  ot  tne  way,  he  can  better  approach  the  tis- 
sues oi  the  irontai  sinus  and  obliterate  the  cav- 
ity much  more  readily  and  thoroughly.  Lynch 
aiso  trunks  ne  gets  a certain  amount  oi  benefit 
in  the  obliteration  by  packing  tor  several  min- 
utes during  the  operation  with  tincture  oi 
iodine,  ioilowing  the  investigations  oi  two  Jap- 
anese observers. 

in  regard  to  iniected  antra:  Oskar  Hirsch, 

oi  Vienna,  has  recently  suggested  a very  inter- 
esting point  whicn  should  be  emphasized.  I am 
sure  all  oi  us  have  seen  cases  oi  recurrent  poly- 
posis in  which  the  ethmoid  has  been  operated  on 
ivpeatedly  and  the  polypi  reappeared  just  the 
same,  lie  has  shown  that  where  ior  a great 
many  years  we  have  blamed  the  ethmoid  ior 
polyposis,  the  actual  condition  is  that  the  mu- 
cous membrane  oi  the  antrum  incarcerated  at 
che  natural  or  accessory  opening  is  responsible 
ior  polyond  iormation,  that  this  is  iaciliated 
by  irrigation  oi  the  discharge  as  it  passes  over 
the  covering  oi  the  ethmoid,  and  that  results  in 
polyposis  oi  the  concave  surface  of  the  middle 
turbinate,  the  covering  of  the  ethmoid,  and  the 
middle  meatus.  An  interesting  fact  is  that  his 
report  confirms  the  findings  of  Zuckerkandl  in 
regard  to  the  blood  supply.  The  blood  supply 
of  the  mucous  membrane  of  the  antrum  and 
outer  covering  of  the  ethmoid,  the  middle  meat- 
us, etc.,  comes  largely  from  the  sphenopalatine 
artery.  The  mucous  membrane  becomes  in- 
volved in  repeated  attacks  of  rhinitis.  The  eth- 
moid has  an  additional  blood  supply  from  the 
ethmoidal  arteries.  Polypi  are  not  confined  to 
the  ethmoid  interior,  their  formation  occurs 
more  from  the  surface. 

Dr.  Drake  stated  that  the  criticism  has  been 
made  of  the  Halle  operation  that  it  sacrifices 
too  much  of  the  mucous  membrane:  That  can 
hardly  be  true  because  Halle  circumcises  the 
whole  ethmoid  before  he  does  anything  else,  and 
does  it  in  such  way  that  he  makes  a clean-cut 
surface  and  sacrifices  less  mucous  membrane 
than  by  any  other  method  of  attack  on  the  eth- 


moid proper.  Also  in  the  frontal  operation  he 
uses  his  flap  method  which  gives  much  greater 
protection  against  closure  of  the  nasofrontal 
opening  than  by  any  other  operation.  In  the 
last  few  years  he  has  also  called  attention  to 
the  fact  that  a great  many  ethmoid  operations 
are  unsuccessful  because  in  a large  percentage 
oi  cases  there  is  a second  layer  of  cells  in  the 
ethmoidal  roof  which  are  not  opened.  One  must 
use  more  care  in  fhe  roof  of  the  ethmoid  in 
'looking  for  the  second  layer  of  cells. 

J.  A.  Stucky,  Lexington:  1 fully  agree  with 
what  Dr.  Marks  said  about  the  diagnosis  of  ac- 
cessory sinus  diseases.  There  is  a difference 
between  the  pain  from  negative  pressure  and 
from  positive  pressure.  I think  the  pain  from 
negative  pressure  is  more  severe  than  that  from 
positive  pressure,  and  if  we  resort  to  surgery 
within  the  sinus  to  relieve  pain  due  to  negative 
pressure  we  will  be  disappointed  in  the  results. 

Dr.  Marks  described  the  character  of  the  dis- 
charge in  relation  to  symptoms:  Where  there  is 
a slight  sanguineous  and  not  a thick  mucous  dis- 
charge, we  have  an  acute  sinus  infection  with 
sepsis.  The  profuse  discharge  which  we  some- 
times see  is  an  exudate  not  a secretion,  and 
when  we  stimulate  the  mucous  membrane  to  se- 
crete freely  the  patient  is  relieved. 

In  acute  cases  I seldom  perform  turbinotomy 
until  I have  tried  fracturing  and  pushing  the 
middle  turbinate  to  one  side  to  give  more  room. 
I believe  the  probe  and  suction  should  be  rarely 
used.  This  was  impressed  upon  me  at  the  Na- 
tional Convention  in  Montreal  more  than  any 
one  thing.  Many  of  the  speakers  stated  they 
found  less  and  less  use  for  probing  and  the  suc- 
tion apparatus. 

I was  particularly  interested  in  what  Dr. 
Hume  said  about  the  relationship  of  the  teeth 
to  accessory  sinus  disease.  The  cases  of  apical 
abscess,  unerupted  teeth,  impacted  teeth  and 
necrotic  roots  that  are  left  in  extractions  are  the 
ones  that  cause  the  most  trouble.  I want  to 
mention  a remark  made  by  Dr.  C.  E.  Rice  at  the 
Montreal  meeting  about  curettage  of  the  tooth 
socket  after  extraction.  I am  sure  that  I am 
seeing  unfavorable  results  from  the  too  free 
curettage,  the  cutting  away  of  bone,  etc.,  after 
the  tooth  is  extracted.  Dr.  Rice  says  curettage 
of  the  tooth  socket  is  seldom  necessary,  it  is  of- 
ten dangerous,  and  should  be  practiced  with  cau- 
tion. 

I agree  with  Dr.  Drake  that  operation  should 
be  the  last  resort  in  disease  of  the  nasal  acces- 
sory sinuses.  I am  aware  of  no  part  of  the  hu- 
man anatomy  that  nature  will  take  better  care 
of  (if  she  is  given  a chance  and) , if  we  give 
needed  assistance  than  the  ethmoid  and  other 
accessory  sinus  regions.  What  nature  wants  is 
ventilation  and  drainage  and  when  we  provide 
these  the  condition  improves.  In  acute  cases 
our  efforts  should  be  confined  to  methods  for 
faciliating  these  and  relieving  pain. 
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In  chronic  sinus  disease  surgical  treatment  is 
usually  indicated.  1 no  longer  use  packs  of  co- 
caine-adrenalin, but  i do  use  tne  hypotonic  so- 
lution recommended  by  JSiuder.  ine  majority 
of  these  patients  are  recaleiiied,  they  need  hy- 
peralKalimzation.  i\otning  auds  more  to  the 
comlort  of  the  patient  tnan  an  alkaline  drink 
several  times  a hay,  and  tor  tms  purpose  I am 
partial  to  kalak  water. 

Samuel  <j.  Dabney,  Louisville:  It  seems  to  me 
that  the  roentgen-ray  as  a diagnostic  measure 
in  accessory  sinus  disease  is  limited  to  a tew 
cases.  One  is,  ot  course,  to  determine  the  pres- 
ence or  absence  ot  the  sinus,  and  especially  tne 
contour  of  the  frontal  sinus  preliminary  to  ex- 
ternal operation.  Another  is  to  determine  the 
relationship  between  tne  teeth  and  the  antrum. 
This  is  probably  the  most  important.  Here  the 
roentgen-ray  is  invaluable  and  the  only  method 
of  determining  the  existing  conditions.  I think 
Sinclair  Thompson  in  the  latest  issue  of  his 
book  says  that  the  x-ray  in  antral  disease  has 
been  shown  to  be  unnecessary  and  is  often  mis- 
leading. That  is  exactly  what  I have  found  to 
be  true.  Roentgen-ray  examination  in  antral 
disease  does  not  necessarily  exclude  inflamma- 
tion, and  it  seems  to  frequently  show  evidence 
of  inflammation  where  none  exists. 

Formerly  the  most  of  us  were  very  enthus- 
iastic about  transillumination  in  sinus  disease. 
This  method  may  also  be  misleading,  although  I 
find  it  of  great  value  in  disease  of  the  antrum, 
slight  value  in  the  frontal,  and  none  in  the 
other  sinuses. 

Some  of  my  x-ray  friends  claim  to  be  able  to 
make  the  diagnosis  of  disease  in  the  sphenoid 
and  posterior  ethmoid  by  the  roentgenogram, 
but  I do  not  feel  sure  that  it  is  of  much  value 
here.  Except  for  outlining  the  frontal  previous 
to  external  operation,  and  except  for  dental  ex- 
amination in  antrum  disease,  I get  more  out  of 
transillumination  than  out  of  the  x-ray. 

I was  particularly  interested  in  what  Dr. 
Stucky  said  about  surgery  in  sinus  disease,  and 
agree  with  him  thoroughly.  There  has  recently 
been  a tendency  to  the  performance  of  entirely 
too  much  surgery  of  a radical  character  in  sinus 
infections.  In  many  cases  ventilation  and  drain- 
age will  be  sufficient.  In  acute  cases  operation 
is  unnecessary.  In  chronic  cases  and  in  existing 
obstruction  of  the  sinus,  an  opening  must  be 
made  for  drainage. 

I have  never  been  very  enthusiastic  about 
either  probing  or  suction.  Acute  cases  can  be 
relieved  by  the  simpler  measures,  chronic  cases 
by  opening  and  drainage. 

I was  greatly  interested  in  the  immediate  re- 
lief of  pain  obtained  by  the  patient  mentioned 
by  one  of  the  speakers  after  the  removal  of  the 
roots  of  three  teeth.  I understand  from  his  re- 
marks that  the  infectious  process  from  the 
teeth  had  extended  to  the  maxillary  sinus.  I 
think  the  relief  of  pain  in  adjacent  organs,  like 


the  eye,  when  it  comes  almost  immediately  (a 
few  hours  or  less)  must  be  due  to  the  removal 
of  a reflex  irritant.  I can  hardly  think  a tox- 
emia could  be  relieved  so  quickly. 

C.  A.  Lester,  Louisville:  While  the  roentgen- 

ray  findings  are  of  value  in  accessory  sinus  dis- 
eases, they  are  not  by  themselves  sufficient  to 
warrant  any  operative  procedure  unless  the  clin- 
ical symptoms  agree  with  those  findings.  On 
the  other  hand,  the  clinical  symptoms  may  not 
always  justify  operation  without  confirmation 
by  roentgen-ray  examination. 

Sometimes  things  happen  which  are  difficult 
of  explanation.  A few  years  ago  a member  of 
my  own  family,  female,  then  aged  40,  had  the 
most  intense  irritation  of  both  eyes,  there  was 
much  redness  and  congestion,  she  was  unable 
to  read,  and  had  great  susceptibility  to  cold.  I 
did  not  know  what  was  the  matter  as  I could 
find  nothing  wrong  with  her  eyes.  She  finally 
became  extremely  nervous.  I had  her  examined 
by  several  well-known  specialists — clinicians, 
neuorologists,  ophthalmologists,  otologists,  rhin- 
ologists,  laryngologists — but  no  diagnosis  was 
made.  We  were  then  living  in  a small  town  in 
Minnesota,  and  I took  her  to  Minneapolis  once 
each  week  for  more  than  three  months  for  ob- 
servation and  treatment.  While  out  of  doors 
she  had  to  keep  her  head  well  covered  as  a pro- 
tection against  cold  and  because  her  eyes  were 
so  painful.  About  that  time  I had  another 
friend  of  mine  examine  her  and  he  suspected 
necrotic  tooth  roots  as  the  cause  of  her  trouble. 
Several  of  her  teeth  had  been  extracted  some 
years  previously.  Roentgen-ray  examination 
was  made  and  one  root  discovered.  This  was  ex- 
tracted and  from  that  day  she  had  no  further 
symptoms. 

Another  point:  Patients  with  chronic  sinus 
disease  generally  have  toxemia.  Toxins  accumu- 
late in  the  blood  and  must  be  eliminated  through 
the  excretory  organs.  These  patients  are  fre- 
quently the  subjects  of  toxic  symptoms,  the 
heart,  kidneys,  etc.  giving  evidence  of  irritation. 
In  the  presence  of  sinus  infection  a complete 
physical  examination  of  the  patient  should  be 
made.  The  more  I see  of  these  cases  the  more 
I am  convinced  that  even  in  adults  the  tonsils 
are  infected  oftener  than  we  have  hitherto  sup- 
posed and  they  are  not  going  to  get  well  until 
the  tonsils  are  removed.  The  tonsils  must  be 
carefully  examined  in  all  cases  with  especial 
reference  to  the  submerged  type.  Many  pa- 
tients who  have  been  ill  for  months  rapidly  im- 
prove after  the  tonsils  are  removed. 

J.  D.  Williams,  Ashland:  I want  to  express 

my  appreciation  of  the  papers  presented  by  Drs. 
Marks,  Hume  and  Drake. 

I quite  agree  with  the  gentleman  who  said  he 
did  not  believe  in  too  radical  surgical  treatment 
of  acute  sinus  affections.  There  has  been  en- 
tirely too  much  drastic  surgery  attempted  in 
cas^  s of  sinus  disease  in  general.  The  result  is 
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sometimes  too  much  aeration.  I have  seen  many 
causes  of  ethmoiditis  where  the  entire  ethmoid 
labryrinth  was  removed  and  afterward  the  pa- 
tients were  much  worse  than  before.  I do  not 
be'lieve  any  sinus  should  be  entirely  and  per- 
manently uncovered;  it  is  quite  natural  for  the 
mucous  membrane  to  resist  that. 

So  far  as  the  frontal  sinus  is  concerned: 
Most  frequently  the  pus  can  be  removed  and  the 
condition  of  the  patient  restored  to  normal  by 
simple  drainage,  medicinally  first,  perhaps  mild 
intra-nasal  surgery  afterward. 

In  regard  to  the  maxillary  antrum:  I rarely 
pack  the  antrum  any  more.  I have  not  done  so 
for  at  least  five  years. 

As  to  the  type  of  operation:  I really  prefer 
the  Denker  method  although  it  is  more  diffi- 
cult than  some  of  the  other  procedures  recom- 
mended. By  this  method  a straight  opening  is 
made  into  the  antrum  which  can  then  be  inspect- 
ed by  direct  vision,  and  for  that  reason  the  Den- 
ker operation  seems  preferable. 

In  this  connection:  We  all  know  how  fre- 
quently an  opening  the  size  perhaps  of  half  an 
inch  will  almost  close  within  a few  days  so  the 
antrum  cannot  easily  be  irrigated.  To  prevent 
this  I have  been  in  the  habit  of  introducing  a 
large  rubber  tube  into,  the  sinus  through  the 
nose  and  leaving  it  in  situ  for  a week  or  ten 
days. 

I agree  that  transillumination  is  preferable  to 
roentgen-ray  examination.  I have  had  very  lit- 
tles  satisfaction  from  the  roentgen-ray,  partic- 
ularly in  mastoid  work.  It  has  been  very  con- 
fusing there. 

S.  B.  Marks.  Lexington  (in  closing) : I have 

certainly  enjoyed  the  oapers  of  Drs.  Hume  and 
Drake  as  well  as  the  discussion. 

I was  glad  to  hear  Dr.  Hume  speak  of  the  im- 
uortance  of  roentgen-rav  examination  in  niaxil- 
larv  sinus  infections.  I have  seen  a great  manv 
urtients  with  sinus  disease  who  w re  susnected  of 
having  some  tvne  of  focal  infection,  and  it  is 
narticularlv  in  that  type  of  case  that  I have 
made  it  a rule  to  have  an  exodontist  assist  in  in- 
terpreting the  roentgenogram,  and  to  have  eden- 
tulous gums  x-raved.  We  have  been  surnrised 
at  the  number  of  cases  in  which  unerunted  mo- 
lars have  been  found  communicating  with  the 
maxillary  sinus.  Sometimes  we  see  'a  patient 
with  an  unerunted  molar  tooth  with  no  patho- 
logy about  it.  In  closing  I wish  Dr.  Hume  would 
sav  something  about  such  teeth. 

"Referring  especially  to  Dr.  Drake’s  paper:  I 

do  not  like  to  remove  the  middle  turbinate,  and 
in  many  cases  it  is  unnecessary.  It  is  surprising 
the  ease  with  which  the  middle  turbinate  can 
be  displaced  toward  the  midline  by  using  Slud- 
er’s heavy  speculum.  With  the  nose  well  co- 
cainized we  can  sometimes  do  wonders  with  this 
instrument.  We  can  push  the  septum  toward 
either  side,  cleanse  the  ethmoid,  and  explore 
other  places  which  could  not  be  done  without 


such  an  instrument. 

In  ethmoid  cases  a point  of  great  value  is  to 
work  well  forward  at  the  same  time  removing 
all  the  anterior  ethmoid  cells  and  thus  avoid 
post-operative  obstruction. 

In  sphenoid  operations  I think  too  much  stress 
cannot  be  placed  upon  the  importance  of  remov- 
ing the  superior-posterior  ethmoid  cells. 

I appreciate  Dr.  Watkins’  remarks  about  the 
advisability  of  letting  acute  sinus  infections 
alone.  All  operative  procedures  should  be 
avoided  in  acute  cases.  There  is  one  thing, 
however,  which  is  of  great  benefit, — I call  it 
my  “cold  cure,” — that  is,  to  shrink  the  mucous 
membrane  thoroughly  and  spray  with  one  per 
cent  mercurochrome,  to  be  followed  later  by  an 
alkaline  irrigation.  This  plan  relieves  the  an- 
noying coryza,  removes  a great  quantity  of  pus 
ip  acute  sinus  infection,  and  promotes  the  com- 
fort of  the  patient  for  at  least  twenty-four 
hours. 

After  all  that  has  been  said,  the  roentgen-ray 
has  its  advantages  in  certain  cases  of  sinus  in- 
fection. I recently  saw  some  pictures  with  Dr. 
Shea,  of  Memphis,  in  which  he  showed  that  a 
valuable  point  in  connection  with  roentgen-ray 
examination  was  in  young  children  the  subjects 
of  maxillary  sinus  infection.  In  children  eight 
to  nine  years  old  if  there  is  maxillary  sinus  sup- 
puration there  will  almost  certainly  be  a lack  of 
development  of  the  frontal  sinus  on  that  side. 
This  he  regarded  as  a valuable  diagnostic  point. 

Dr.  Heitger  spoke  of  sphenoid  pain:  This  is 

subject  to  much  variation  in  its  manifestations 
on  account  of  the  wide  distribution  of  the  nerve 
supply  from  the  sphenopalatine  ganglion.  Dr. 
Lyman,  of  St.  Louis,  recently  reported  several 
cases  simulating  mastoiditis  due  to  sphenopala- 
tine neuralgia,  and  I notice  Blake  in  his  new 
book  mentions  cocainization  of  the  sphenopala- 
tie  ganglion  to  relieve  the  terrific  pain  accom- 
panying iritis  as  demonstrated  by  Sluder. 

Arbuckle  and  Sluder  have  done  some  wonder- 
ful work  on  sinus  disease  in  children,  the  import- 
ance of  which  cannot  be  too  strongly  empha- 
sized. 

Dr.  Stucky  spoke  of  alkaline  water  as  being 
of  great  adcantage  in  the  after-treatment  of 
sinus  infections.  I have  had  considerable  suc- 
cess by  leaving  a tube  for  several  days  in  the 
maxillary  antrum  through  the  nasal  opening,  as 
mentioned  by  Dr.  Wiliams. 

Dr.  Stucky  also  mentioned  negative  pressure: 
The  cause  of  pain  in  negative  pressure  sinus  af- 
fections is  not  in  the  sinus  proper,  pain  is  due 
to  blocking  of  the  sinus  outlet  which  causes  a 
loss  of  air  in  the  sinus,  with  a consequent  swell- 
ing of  the  lining  membrane  with  pressure  upon 
the  nerve  endings  to  this  membrane. 

E.  C.  H ume,  Louisville  (in  closing)  : I appre- 
ciate very  much  the  kind  treatment  I have  re- 
ceived from  the  gentlemen  who  discussed  my 
paper,  The  fact  is  I have  “gotten  off’  rather 
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easier  here  than  I usually  do  among  my  own 
colleagues. 

Dr.  Stucky  mentioned  curettment  of  root 
sockets,  located  beneath  the  floor  of  the  max- 
illary sinus.  In  many  cases  curettment  is  ab- 
solutely necessary,  but  it  must  be  done  accurate- 
ly and  gently  under  some  form  of  anesthesia, 
preferably  block  anesthesia  of  novocaine.  The 
muco-periosteum  should  be  retracted  so  the  op- 
erator can  see  just  what  he  is  doing  and  thus 
avoid  removing  masses  of  healthy  bone  as  men- 
tioned by  Dr.  Stucky.  The  object  of  curett- 
ment of  tooth  sockets  and  abscess  cavities  is 
merely  to  remove  the  necrotic  tissue.  By  using 
a small  sharp  curette  and  ordinary  care  there 
is  little  danger  of  doing  any  particular  damage. 
Radical,  blind  currettment  underneath  the  floor 
of  the  maxillary  antrum  cannot  be  too  strong- 
ly condemned. 

Dr.  Dabney  and  several  others  spoke  of  the 
futility  of  roentgen-ray  examinations  in  sinus 
disease:  I believe  this  method  of  investigation 
has  a distinct  place  in  a great  many  cases.  Al- 
though a diagnosis  of  sinus  infection  may  not 
be  certain  based  upon  the  roentgenogram  alone, 
it  is  a valuable  adjunct,  possibly  not  as  valua- 
ble as  transillumination  in  most  cases.  I have 
found  by  making  a small  intraoral  plate  (East- 
man No.  2)  such  as  those  exhibited,  quite  often 
there  will  be  found  marked  differences  in  the 
maxillary  sinus  on  the  right  or  left  side  of  the 
same  case.  Although  both  sinuses  may  be  ab- 
solutely normal  so  far  as  the  rhinologist  has 
been  able  to  determine,  with  no  indication  of 
disease  about  the  tissues  of  the  mouth,  with  thir- 
ty-two perfectly  good  teeth,  with  no  discharge 
from  the  nose  and  no  pain,  yet  there  will  be 
found  a marked  difference  in  the  right  sinus 
from  the  left  or  the  left  from  the  right.  This 
has  also  been  true  in  a series  of  skull  pictures, 
both  wet  and  dry  specimens,  that  we  have  had 
an  opportunity  to  make.  In  these  specimens 
the  maxillary  sinuses  were  thoroughly  washed 
to  be  certain  we  did  not  leave  therein  any  im- 
pacted material  and  they  were  then  x-rayed  in 
the  regular  way. 

In  regard  to  the  almost  immediate  relief  from 
pain  experienced  by  th§  patient  referred  to  me 
by  Dr.  Heitger,  a point  which  was  questioned  by 
Dr.  Dabney.  It  should  be  explained  that  this 
patient  had  been  wearing  a denture,  a full 
plate  properly  made  and  tight-fitting,  that  the 
apical  ends  of  the  abscessed  roots  left  after  ex- 
traction were  underneath  the  rim  of  this  plate, 
and  the  latter  exerted  more  or  less  pressure  ov- 
er the  infected  area  through  the  very  thin  layer 
of  bone  on  the  external  surface  of  the  maxilla. 
The  removal  of  this  pressure  by  extraction  of 
the  tooth  roots  resulted  in  prompt  relief.  Of 
course  the  patient  was  instructed  not  to  wear 
the  denture  for  a few  days,  thus  removing  the 
pressure.  I do  not  believe  it  was  entirely  a re- 
flex proposition,  the  relief  of  pressure  over  the 
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infected  area  I believe  explains  the  quick  relief 
from  pain. 

Dr.  Marks  commented  on  unerupted  teeth: 
A great  variety  of  symptoms  may  be  caused  by 
an  unerupted  tooth,  persistent  headache  being 
one  of  the  most  common.  We  have  had  quite  a 
number  of  such  cases  where  no  relief  was  ob- 
tained until  the  unerupted  tooth  was  removed. 
Severe  pain  is  often  caused  by  pressure  of  the 
tooth  which  cannot  erupt,  due  to  pressure  of 
crown  end  against  other  teeth  or  root  end  on 
nerve  trunk.  In  other  instances  the  normal 
membrane  around  the  crown  end  of  the  unerupt- 
ed tooth  may  become  damaged  and  infection  oc- 
cur. This  infected  membrane  if  left  in  situ  be- 
comes cystic  and  may  cause  destruction  of  a 
considerable  part  of  the  mandible  or  even  half 
of  the  maxilla.  I have  seen  two  pathological 
fractures  of  the  mandible  resulting  from  cystic 
membrane  around  the  crown  end  of  unerupted 
teeth.  Naturally  the  tooth  that  cannot  erupt, 
the  membrane  remains  there,  and  at  the  normal 
time  of  eruption  say  twelve  years  for  the  second 
molars,  seventeen  or  eighteen  years  for  the  third 
molar  (wisdom  tooth)  there  being  no  friction  on 
the  crown  end  of  the  tooth,  as  there  is  when  it 
erupts  and  the  membrane  has  served  its  pur- 
pose, thereafter  being  a .potential  source  of  in- 
fection, or  cystic  degeneration.  Cases  have 
been  reported  where  continued  trauma  and  ir- 
ritation of  an  impacted  or  partially  unerupted 
tooth  finally  resulted  in  maligancy  of  the  over- 
lying  tissue.  In  my  opinion  all  impacted  teeth, 
especially  those  underneath  the  floor  of  the 
maxillary  antrum,  should  be  removed  without 
delay  as  they  are  potential  if  not  active  sources 
of  trouble,  and  the  same  can  be  said  of  most 
devitalized  teeth. 

I am  grateful  to  the  members  of  this  section 
for  the  privilege  of  presenting  my  paper  and  for 
the  liberal  discussion  it  received. 

W.  P.  Drake,  Bowling  Green  (in  closing) : I 

wish  to  thank  the  gentlemen  for  their  liberal 
discussion.  One  of  the  main  points  I wanted  to 
make  was  that  surgical  attacks  on  the  ethmoid 
have  been  much  too  frequent  when  probably 
the  antrum  or  the  frontal  sinus  was  primarily 
at  fault.  By  directing  our  attention  to  the  lat- 
ter we  will  get  better  and  more  permanent  re- 
sults than  by  attacking  the  ethmoid. 

Referring  to  Dr.  Heitger’s  remarks:  I did 

not  intend  to  criticise  the  Halle  operation  par- 
ticularly. Mosher  makes  a different  incision 
than  that  employed  in  the  Halle  procedure.  It 
is  recognized,  of  course,  that  riot  everyone  can 
perform  the  operation  as  successfully  as  Halle 
himself. 

It  is  easy  for  any  of  us  to  make  the  diagnosis 
in  acute  sinus  infections,  but  difficulty  is  some- 
times encountered  in  chronic  cases,  and  for  that 
reason  our  attention  should  be  particularly  dir- 
ected to  the  latter  class.  Regardless  of  what 
surgical  procedures  may  be  employed,  alT  path- 
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ological  tissue  should  be  removed. 

Regarding  the  roentgen-ray:  I realize  that  this 
is  not  an  infallible  method  of  making  the  diag- 
nosis in  sinus  disease,  but  after  all  I would  dis- 
like to  do  without  it.  Whenever  the  roentgen- 
ray  picture  of  the  maxillary  antrum  shows  a 
shadow  I believe  it  is  pathological. 


INFECTION,  PRESENTED  AT  AMERI- 
CAN RHINOLOGICAL,  LARYNGOL- 
OGOCAL  AND  OTOLOGICAL 

SOCIETY.* 

By  J.  A.  Stucky,  M.  D.,  Lexington. 

Instead  of  presenting  a paper  of  my  own 
on  the  topic  of  focal  infection,  I thought  it 
would  be  more  interesting  and  profitable  to 
present  an  abstract  of  the  symposium  on  foc- 
al infection  as  given  at  the  American  Rhino- 
logical,  Laryngological  and  Otological  So- 
ciety which  met  in  Montreal,  Canada,  in 
June,  1926.  It  is  often  advantageous  to  know 
what  other  men  in  different  parts  of  the  coun- 
try are  doing  in  our  line  of  work  and  inas- 
much as  I was  the  only  representative  from 
our  slate  at  this  meeting,  it  is  a pleasure  and 
privilege  to  bring  this  abstract  to  this  section. 

The  topic,  from  the  standpoint  of  the  in- 
ternist, was  presented  by  Dr.  Judson  Daland, 
Philadelphia,  from  the  standpoint  of  the  Oto- 
laryngologist, by  Dr.  P.  G.  Goldsmith,  of  Tor- 
onto, from  the  ophthalmological  standpoint, 
by  Dr.  E.  C.  Rice,  Philadelphia;  and  from 
the  standpoint  of  etiology,  by  Dr.  Jas.  G. 
Dwyer,  New  York.  Unfortunately  I was  un- 
able to  get  an  abstract  of  the  paper  of  the 
latter.  The  symposium  was  discussed  very 
freely  by  a large  number  of  men  and  I have 
mentioned  what  seemed  to  me  the  most  im- 
portant points  touched  upon  by  twelve  of 
these,  since  it  would  be  impossible  to  mention 
all. 

Dr.  Judson  Daland  lists  the  variety  of  dis- 
ease which  may  result  secondarily  from  a 
focus  of  infection.  In  adult  tonsil  or  sinus 
foci,  he  shows  these  structures  to  be  fertile 
soil  for  anaerobic  bacteria  capable  of  being 
infected  either  from  teeth,  other  sinuses  or 
the  blood.  Organisms  innocuous  in  one  sit- 
uation become  highly  virulent  in  another,  es- 
pecially when  aided  by  lowered  resistance. 
Absence  of  symptoms  is  not  an  indication  of 
absence  of  toxemia  and  the  smallest  foci  may 
be  a serious  menace,  protection  only  being  se- 
cured by  complete  eradication.  In  the  ab- 
sence of  symptoms  patients  often  harbor  foci 
until  late  in  life,  without  treatment,  in  spite 
of  a history  of  tonsillitis  in  early  life.  Exam- 
ination of  the  blood  aids  when  symptoms  are 
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absent,  and  often  shows  a low  leucocyte  count 
with  increased  percentage  of  lymphocytes, 
with  or  without  mild  secondary  anaemia. 
Diagnosis  of  tonsil  infection  made  largely  on 
a history  of  previous  throat  trouble,  condi- 
tion of  the  lymphatic  glands,  appearance  of 
pillars  with  cultures  from  the  bottom  of  the 
tonsil  crypts.  Deeply  buried  tonsils  are  more 
suspicious  than  simply  hypertrophied  ones. 
•Sinuses  as  foci  of  infection  are  less  import- 
ant than  the  tonsil,  with  less  severe  symp- 
toms. In  a sinus  already  draining  satisfac- 
torily, absence  of  pus  does  not  exclude  ab- 
sence of  focus,  the  culture  often  indicating  a 
virulent  organism.  The  x-ray  is  not  an  in- 
fallible means  of  diagnosis,  which  must  some- 
times be  made  by  exclusion.  The  complete 
surgical  removal  or  drainage  of  focus  is  most 
effective.  If  vaccines  are  used  they  should 
be  made  immediately  from  suspected  material 
with  the  fewest  possible  transplants.  These 
are  a useful  adjunct  to  surgery  and  are  ben- 
eficial to  the  patient  but  should  be  adminis- 
tered very  carefully. 

Dr.  P.  G.  Goldsmith  considers  it  the  chief 
duty  of  every  otolaryngologist  to  see  if  focal 
infection  exists  in  the  ear,  nose  or  throat,  and 
whether  the  general  symptoms  require  this 
being  dealt  with  surgically  or  otherwise 
should  be  decided  by  the  internist  unless  all. 
symptoms  are  referred  to  local  region.  Es- 
tablishing the  existence  of  a focus  requires  a 
careful  history  and  examination,  followed  by 
careful  palpation  of  neck,  regional  glands  of 
tonsil  and  naso-pharynx.  Important  signs  of 
septic  tonsils  are  glandular  enlargement,  fix- 
ation and  tenderness  with  cultural  growth  of 
streptococcus.  The  removal  of  such  glands 
may  be  indicated,  the  patient  may  request  it, 
but  the  general  condition  may  be  aggravated 
by  the  operation  and  perhaps  it  had  best  be 
postponed  until  a time  of  quiescence.  In  any 
acute  sinus  infection  the  first  inflammatory 
sign  is  the  production  of  protective  antibac- 
tericidal  serous  exudate,  which  should  not  be 
disturbed  by  washing  or  spraying.  This  stage 
is  termed  sinus  infection,  sinusitis  being  re- 
served for  the  latter  stage  where  true  pus  is 
found. 

Routine  examination  of  the  nose,  for  char- 
acter and  source  . of  abnormal  secretions, 
transillumination,  shrinkage,  re-examination, 
postnasal  rhinoscopy,  cleansing  and  suction, 
re-examination  with  mirror  nasopharyngo- 
scope,  cleansing,  taking  of  cultures  and  wash- 
ing antrum  if  pathology  is  suggested  by 
transillumination.  X-ray  is  only  of  confirm- 
ative value  and  must  fit  the  rest  of  the  pic- 
ture. Ethmoid  suppuration  may  exist  with 
infection  of  frontal  sinus  or  antrum.  When 
antrum  washings  are  clear  and  pus  is  seen 
in  the  middle  meatus,  then  it  must  be  coming 
from  the  ethmoid  or  frontal,  and  if  washing 


106 


KENTUCKY  MEDICAL  JOURNAL 


[March,  1927 


from  the  latter  can  be  shown  clear,  it  is  from 
the  ethmoid.  The  large  infected  cell  in  the 
middle  turbinate  may  contain  pus  as  well  as 
the  posterior  ethmoid  cells  which  drain  usual- 
ly into  the  nasopharynx.  Diagnostic  punc- 
ture of  the  ethmoid  is  warranted  only  in  cas- 
es where  the  eyesight  is  at  stake.  Simple 
transitory  oedema  of  the  ethmoid  mucosa  of- 
ten appears  and  disappears  without  forma- 
tion of  pus,  being  probably  of  vasomotor  or- 
igin and  not  a mark  of  a true  focus. . Sphe- 
noidal disease  is  best  diagnosed  by  explora- 
tory puncture  and  irrigation  through  the  an- 
terior' wall  and  not  through  the  ostium.  Se- 
cretions from  this  sinus  as  well  as  from  the 
posterior  ethmoid  may  gravitate  into  the 
oesophagus  or  larynx  and  cause  systemic 
symptoms.  While  in  the  present  status  of  the 
relationship  between  the  posterior  sinus  dis- 
ease and  optic  neuritis,  some  cases  recover 
spontaneously,  yet  ventilation  of  obstructed 
side  of  nose  is  followed  by  such  good  results 
one  cannot  withhold  this  procedure  in  the 
face  of  rapidly  failing  vision. 

Dr.  Earl  C.  Rice  says  that  increased  co-op- 
eration between  the  profession  of  medicine  and 
denistry  has  lead  to  greater  interest  on  the 
part  of  the  latter  in  the  patient’s  general 
condition.  Oral  and  dental  sepsis  are  import- 
ant factors  in  the  etiology  of  disease  and 
potential  foci  of  infection.  Development  of 
dental  pulp  and  its  surrounding  dentine  re- 
sults in  a highly  organized  and  vascular  sur- 
face capable  of  becoming  infected  by  either 
gross  or  microscopic  dental  caries.  Initial 
hyperaemia  and  vascular  dilation  lead  to  pain 
followed  sometimes  by  strangulation  aud 
gangrene,  since  the  lymphatics  provide  no 
outlet  for  the  effusion.  Such  infection  may 
occur  in  non-carious  teeth  and  without  special 
symptoms  and  necrotic  dental  pulp  may  ex- 
ist entirely  unsuspected.  Pathological  exam- 
ination of  pulpless  teeth  wholly  symptom 
free  have  shown  them  to  be  definitely  infect- 
ed and  a menace  to  bodily  health.  Conser- 
vatism, in  the  face  of  good  health,  absence  of 
symptoms,  with  negative  reontgenogram 
would  counsel  against  removal,  but  later  myo- 
carditis, cholecystitis,  or  corneal  ulcer  prove 
the  folly  of  this  point  of  view.  Pulpless  teeth 
cannot  be  proved  positively  sterile  or  infected 
before  removal,  but  prophylactic  measures  in 
regard  to  suspicious  teeth  will  be  found  best 
and  most  efficient  form  of  therapy.  Sharp 
curettes  unless  most  carefully  used  may  car- 
ry infection  more  deeply  into  the  bone.  Large 
granulomatous  masses  should  be  enucleated 
with  dull  instruments. 

Dr.  W.  Gordon  Byers  states  that  from  a 
table  of  constitutional  diseases  which  have 
been  complicated  by  iridocyclitis,  exclusive  of 
tuberculosis  and  syphilis,  a large  number  are 
shown  to  be  the  result  of  focal  infection  in 
the  teeth,  sinuses  and  tonsils.  Cases  classi- 


fied in  former  years  as  cardiac  or  renal,  to- 
day probably  as  true  focal  infection,  and  in 
cases  undiagnosed  as  to  etiology  an  intestinal 
focus  is  probably  at  the  bottom.  Undemon- 
strated focus  may  not  appear  until  aggravat- 
ed by  some  illness  or  operation.  Relapse  in 
eye  conditions  may  indicate  a decrease  or  in- 
crease in  the  activity  of  the  focus  while  oth- 
er factors,  like  uric  acid  diathesis  or  fatigue 
may  play  an  unsuspected  but  important  part 
in  the  activity  of  the  infection. 

In  the  general  discussion  of  this  topic,  Dr. 
Erancis  P.  Emerson,  Boston,  emphasizes  the 
responsibility  of  the  laryngologist  in  finding 
the  focus  of  infection,  in  wiiich  problem  care- 
ful consideration  of  the  history  is  of  greater 
importance  than  inspection  of  the  throat. 
Positive  pathological  findings  may  have  no 
bearing  on  the  patient’s  general  condition. 
A decision  on  this  is  facilitated  by  the  discov- 
ery of  adjacent,  enlarged,  tender,  tonsillar 
glands  soon  after  occurrence  of  any  throat 
infection.  A corroborative  blood  picture  and 
differential  count  are  an  additional  aid  in 
making  a positive  diagnosis. 

Dr.  Ross  H.  Skillern,  Philadelphia,  states 
that  with  the  exception  of  the  ethmoid,  the 
accessory  sinuses  only  rarely  constitute  a 
focus  of  infection,  and  more  chronic  the  in- 
fection and  purulent  the  discharge,  the  less 
the  likelihood  of  their  being  the  source  of 
general  toxemia.  The  presence  of  bloody, 
watery  secretion  is  much  more  indicative  of 
serious  infection  and  need  of  surgical  inter- 
vention. 

Dr.  Leon  White,  Boston,  Mass.,  stresses 
the  value  of  X-Ray  in  diagnosis  of  sinus  in- 
fection, and  inaccuracy  of  transillumination 
in  detecting  the  presence  of  thickened  mucous 
membrane,  which  condition  is  more  indica- 
tive of  focal  infection  than  the  presence  of 
pus.  All  roentgenograms  of  teeth  should  be 
passed  on  by  an  orthodonist  not  roentgeno- 
logist and  the  teeth  suspected  as  a focus  be- 
fore the  tonsils  or  sinuses. 

Dr.  George  L.  Richards,  Fall  River,  Mass., 
urges  more  careful  attention  to  the  general 
hygiene  and  diet  in  the  hope  that  this  will 
lead  to  a diminution  in  the  need  of  surgical 
treatment. 

Dr.  Lewis  Coffin,  New  York  City,  feels 
that  all  simpler  means  of  treatment,  as  at- 
tention to  the  intestinal  tract,  should  be  tried 
before  suspecting  the  teeth,  tonsils  and  sin- 
uses. 

Dr.  Geo.  MacKenzie,  Philadelphia,  calls  at- 
tention to  the  form  of  neuro-labyrinthitis  of 
focal  infection  origin,  recently  occurring  in 
semi-epidemic  form,  first  described  years  ago 
by  Alexander. 

Dr.  Edwin  McGinnis,  Chicago,  points  out 
the  difference  in  virulence  between  staphy- 
lococcus found  in  the  nose  and  that  recovered 
from  infected  bone  or  carbuncle,  and  the  fact 
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that  the  removal  of  a local  focus  not  always 
benefit  systemic  conditions  like  nephritis. 

Dr.  William  Mitlioel'er,  Cincinnati,  outlines 
the  method  of  examination  of  tonsillar  detrit- 
us by  subjecting  expressed  concretions  to  mi- 
croscopic examination,  finding  that  soft  ones 
contain  many  lymphocytes  while  hard  ones 
have  hut  few,  showing  they  are  less  indica- 
tive of  infection,  lie  considers  palpation  of 
the  glands  on  the  floor  of  the  mouth  an  im- 
portant procedure. 

Dr.  Burt  R.  Sliurly,  Detroit,  cautions 
against  the  danger  of  “lighting  up”  an  early 
pulmonary  tuberculosis  by  too  hasty  removal 
of  supposed  foci  under  anaesthesia  by  ether. 

Dr.  Lee  Hurd,  New  York  City,  cites  fre- 
quent occurrence  of  foci  without  symptoms 
urging  that  development  of  these  be  the  sig- 
nal for  a thorough  examination  of  the  patient 
from  every  angle.  He  further  calls  attention 
to  the  inadequacy  of  tonsillectomy  if  rem- 
nants of  lymphoid  tissue  in  the  pharynx  con- 
tinue to  act  as  a focus. 

Dr.  Charles  Robertson.  Chicago,  comments 
on  the  rapid  post-operative  recovery  in  pa- 
tients who  bled  freely  at  the  time  of  opera- 
tion, suggesting  that  this  unintentional  “blood 
washing”  might  be  beneficial  to  the  'body’s 
resistance. 

Dr.  John  J.  Shea,  Memphis,  describes  his 
method  of  antral  irrigation  and  culture  and 
findings  on  allowing  washings  to  stand.  He 
urges  that  all  patients  with  focal  infections 
be  placed  on  a sugar  free  diet. 

Dr.  Stucky,  closing : — Not  in  many  years 
has  a symposium  on  any  topic  brought  forth 
more  general  discussion  than  this  one.  You 
will  note  that  several  made  the  diagnosis  of 
sinus  and  tonsil  disease  primarily  on  history 
rather  than  the  appearance  of  the  case.  This 
was  especially  emphasized  by  the  internist 
and  otolaryngologist,  but  the  former  was 
more  positive  in  his  desire  to  have  removed 
every  possible  focus  of  infection,  regardless 
of  its  location.  The  otolaryngologist,  as  evi- 
denced by  his  paper,  was  more  careful  and 
panstaking  in  arriving  at  his  conclusions  be- 
fore advising  operation,  than  any  man  I have 
heard  read  on  this  subject.  The  detail  of  ex- 
aminations in  his  office,  as  I saw  in  a number 
of  instances,  was  more  minutely  carried  out 
than  his  paper  would  indicate. 

I believe  that  every  otolaryngologist  should 
establish  the  existence  of  a focus  of  infection, 
not  only  by  obtaining  a careful  history  and 
examination,  but  follow  this  with  a careful 
palpation  of  neck  and  regional  glands  of  ton- 
sils and  naso-pharynx.  Often  the  clinical 
symptoms  of  pain  and  discomfort  in  the 
pharynx  or  nasopharynx  are  due  to  an  infec- 
tion or  toxemia  in  other  portions  of  the  body. 
Especially  did  T approve  of  the  caution 


against  washing  and  spraying  in  cases  of  sus- 
pected sinus  involvment,  and  would  empha- 
size that  most  of  the  muco-purulent  secretion, 
that  is  supposedly  washed  f-om  the  sinuses 
after  puncture,  really  comes  from  the  meati 
of  the  nasal  cavity,  and  if  these  are  carefully 
emptied  and  cleansed,  both  anteriorly  and 
posteriorly,  before  the  puncture  and  irriga- 
tion is  done,  we  will  be  surprised  how  few 
sinuses  contain  muco-purulent  seci'etion. 

i am  quite  in  accord  with  Goldsmith  that 
the  first  decided  clinical  evidence  of  acute 
sinus  infection,  which  is  so  frequently  con- 
firmed by  transillumination  or  X-Ray,  is  the 
production  of  a protective  antibactericidal 
serous  exudate.  This  with  the  swollen,  tur- 
bid condition  of  the  lining  of  the  sinus  gives 
rise  to  a decided  shadow  which  often  speedily 
subsides  under  systemic  treatment  and  keep- 
ing the  nose  thoroughly  cleansed.  The  sinus 
condition  is  made  worse  and  prolonged  if 
disturbed  by  frequent  puncture  and  wash- 
ings. The  emphasis  placed  upon  the  transi- 
tory oedema  of  the  ethmoid  mucosa,  which  so 
often  appears  and  disappears  without  the 
formation  of  pus,  probably  of  vasomotor  or- 
igin and  not  a mark  of  a true  focus,  is  a diag- 
nostic point  which  I think  should  be  stressed 
and  surgical  judgment  should  he  used  before 
resorting  to  operative  procedure. 

No  part  of  the  symposium  excited  more  in- 
terest than  did  that  from  the  dental  stand- 
point, and  the  reader  of  this  paper,  Dr.  Rice, 
had  more  interested  groups  around  him  in 
the  lobby  after  adjournment  than  is  usually 
the  case  at  national  meetings.  The  one  point 
he  made  and  which  I desire  to  emphasize,  be- 
cause I have  seen  the  unpleasant  results  fol- 
lowing vigorous  curretage  after  extraction, 
was  that  “sharp  curettes  unless  most  care- 
fully used  may  carry  infection  more  deeply 
into  the  bone.  Large  granulomatous  masses 
snould  be  enucleated  with  dull  instruments.” 
In  a number  of  cases  I have  seen  osteitis  with 
slow  and  painful  recovery  following  free  cur- 
retage and  later  there  was  so  little  left  of 
the  ridge  of  the  alveolar  process  that  it  was 
with  difficulty  the  patient  could  wear  a den- 
tal plate. 

I was  quite  in  accord  with  the  ophthalmol- 
ogist, Dr.  Byers,  who  emphasized  that  relap- 
ses in  many  eye  conditions,  while  they  may 
indicate  a decrease  or  increase  in  the  activity 
of  a focus,  that  other  factors  like  (so-called) 
uric  acid  diathesis  or  fatigue  may  play  unsus- 
pected but  important  parts  in  the  activity  of 
the  infection. 

T heartily  agree  with  the  discussion  made 
by  Doctor  Emerson,  Skillern,  White,  Rich- 
ards, Coffin,  Sliurly,  Hurd  and  Shea. 
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DISCUSSION: 

E.  C.  Hume,  Louisville:  The  point  Dr.  Rice 

mentioned  in  his  paper  about  dentists  being 
more  generally  interested  in  the  health  of  the 
entire  human  being  than  merely  the  health  of 
the  oral  cavity,  brings  to  my  mind  the  fact  that 
the  Carnegie  Foundation  has  recently  made  a 
survey  of  dental  education  in  the  United  States, 
including  all  dental  schools,  and  their  findings 
are  something  like  this:  That  the  future  dental 

giaduate  is  to  have,  of  course,  his  doctor  of 
dental  surgery  degree  as  now,  but  he  must  have 
a distinct  medical  outlook,  that  he  must  be  in  a 
sense  an  oral  specialist  of  medicine,  that  the 
main  part  of  his  professional  education  is  to  be 
along  the  lines  of  health  service,  not  merely 
mouth  repair.  For  some  time  past  we  have 
tried  to  inculcate  these  principles  in  our  denta’l 
schools. 

Another  important  feature  in  Dr.  Stucky’s  re- 
port is  that  in  quite  a few  instances  teeth  may 
nave  gangrenous  pulps  and  yet  some  of  them  are 
X-ray  negative,  what  are  we  to  do  under  such 
circumstances?  The  only  way  we  know  to  ar- 
rive at  a definite  diagnosis  is  by  the  use  of  an 
apparatus  which  we  call  a pulp  tester,  an  electri- 
cal apparatus  that  will  give  a response  in  the 
event  the  tooth  is  vital  and  gives  no  response 
if  it  is  devitalized.  I have  found  such  condi- 
tions to  exist  in  quite  a number  of  instances. 

An  additional  phase  of  this  work  has  been 
a distinct  surprise  to  me  personally,  and  that  is 
the  number  of  people  with  apparently  normal 
teeth  that  are  devitalized  who  are  luetic.  It  is 
astonishing  to  see  how  many  of  them  have  a pos- 
itive Wassermann  reaction.  This  has  been  an 
indication  in  my  practice  to  have  a Wassermann 
test  made  in  every  instance  where  the  patient 
loses  the  vitality  of  apparently  normal  teeth. 
Thus  far  in  a limited  number  of  cases  it  has 
been  surprising  the  high  percentage  of  these  in- 
dividuals that  have  lues  as  shown  by  the  Wasser- 
mann reaction. 

The  curettment  that  Dr.  Rice  condemns  I 
think  is  what  is  known  as  radical  curettment 
where  a large  curette  is  placed  in  sockets  of 
teeth  and  by  a ruthless  curettement  cause  a 
general  destruction  of  the  entire  alveolar  ridge. 
This  renders  it  difficult  for  the  patient  to  wear 
an  artificial  denture.  There  is  no  condition  I 
am  sure  where  surgical  preparation  of  the 
mouth,  either  for  dentures  or  the  elimination  of 
disease,  that  cannot  be  affected.  In  most  cases, 
the  alveolar  ridge  may  be  slightly  different 
from  what  one  might  like  it  for  replacement.  %It 
is  the  same  old  story.  A man  who  would  ampu- 
tate a limb  must  get  rid  of  the  gangrenous  foot 
if  amputation  is  needed  whether  the  patient  ex- 
pects to  wear  an  artifical  limb  or  not.  If  the 
surgeon  does  not  do  this  he  realizes  he  is  going 
to  lose  his  patient.  The  same  thing  is  true  of 
surgery  about  the  mouth,  one  must  get  rid  of 
the  diseased  tissue  even  though  he  may  have  to 


sacrifice  some  portion  of  the  foundation  for  the 
denture.  However,  that  should  not  be  resorted 
to  except  in  extreme  cases.  Radical  curettment 
should  never  be  done  under  the  maxillary  sinus 
unless  there  exists  a positive  reason  for  so  do- 
ing. 

M.  C.  Baker,  Louisville:  I enjoyed  very  much 

the  report  made  by  Dr.  Stucky.  He  has  pre- 
sented sufficient  material  for  a whole  evening’s 
discussion.  , 

I was  particularly  impressed  with  two  points, 
one  is  chronic  exhaustion  toxemia,  the  other  is 
his  remarks  concerning  sugar  free  diet.  We  had 
Dr.  Shea  in  Louisville  at  one  time  and  he  gave 
us  a splendid  paper  reporting  excellent  results 
from  the  procedures  he  described.  We  also  had 
a striking  paper  by  Dr.  Ochsner,  of  Chicago,  on 
chronic  toxic  exhaustion  of  chronic  fatigue. 

I think  we  have  gone  a little  too  far  on  the 
matter  of  focal  infection.  There  are  many  sides 
to  the  question.  My  idea  is  the  individual  may 
have  exhaustion  of  the  nervous  type,  and  an 
extremely  nervous  patient  will  easily  merge  into 
the  state  of  exhaustion,  we  may  have  disease 
arising  from  physical  exhaustion,  and  from  ex- 
cessive tire  of  one  or  more  oragns,  and  I think 
we  are  too  much  inclined  to  place  the  blame  on 
one  particular  organ  or  situation  where  disease 
may  exist.  For  instance,  if  the  individual  has 
an  abscessed  tooth,  diseased  tonsils,  diseased 
sinuses,  tendency  to  a diseased  gall  bladded  or 
appendix,  we  are  too  ready  to  operate  for  these 
conditions  and  let  it  rest  at  that.  Many  of  us 
seem  to  forget  that  the  patient  should  be  treat- 
ed as  a whole. 

Time  and  again,  and  this  is  particularly  true 
in  children,  we  find  patients  coming  in  with 
swollen  turbinates,  inclined  to  nasopharyngitis, 
swollen  mucous  membranes,  coryza,  etc.  If 
such  patients  are  placed  upon  a sugar  free  diet, 
the  ingestion  of  sweets,  candies,  etc,  forbidden, 
you  will  find  the  treatment  will  be  materially 
shortened,  the  patients  will  quickly  improve  and 
have  a tendency  to  get  well. 

Whenever  a patient  is  in  that  state  of  ex- 
haustion and  toxemia  which  has  been  described, 
of  course  the  symptoms  are  soon  going  to  point 
to  whatever  tendency  he  has,  whether  these 
symptoms  have  reference  to  the  teeth,  tonsils, 
the  sinuses,  or  whatever  it  may  be.  We  must 
remember  in  that  state  of  exhaustion  or  toxemia 
his  symptoms  are  going  to  soon  point  the  way 
for  us.  It  is  as  much  our  duty  to  remove  the 
toxemia  as  it  is  to  remove  any  certain  diseased 
point. 

I have  frequently  noticed  these  conditions  in 
hay  fever  cases,  also  those  with  intense  coryza, 
rhinitis,  etc.  I had  a patient  not  long  ago  who 
had  been  taking  huge  doses  of  milk  of  magnesia 
every  night  which  he  said  had  been  recommend- 
ed as  a good  remedy  for  his  “cold.”  If  pa- 
tients of  this  class  are  given  a teaspoonful  of 
sodium  bicarbonate  in  a glass  of  water  three 
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times  a day  for  a few  days  you  will  find  the  so- 
cal'led  cold  will  begin  to  improve  immediately 
and  the  rhinitis  will  disappear. 

We  ought  to  pay  greater  attention  to  remov- 
ing the  toxemia  and  increasing  vital  resistance, 
then  the  focal  infection  will  often  have  a ten- 
dency to  take  care  of  itself.  This  will  not  mean 
a surgical  operation  every  time. 

Another  experience  I have  had  is  to  give  the 
patient  before  tonsillectomy  liberal  doses  of 
Calcium  Chloride.  This  has  a tendency  to  pre- 
vent hemorrhage  and  also  to  keep  the  patient 
alkalinized  and  increase  his  resisting  power. 

Dr.  Stucky  has  given  us  a very  interesting  re- 
port. I think  't  is  our  duty  to  look  beyond  the 
point  of  focal  infection.  If  we  raise  the  pa- 
tient’s alkalinization  and  resisting  power,  the 
point  of  focal  infection  will  often  take  are  of 
itself. 


SOME  FEATURES  OF  OLAUCCOMA  IM- 
PORTANT TO  THE  GENERAL 
PRACTITIONER* 

By  John  0.  McReynolds,  M.  D.,  Dallas, 
Texas. 

In  presenting  a paper  on  this  subject,  it  is 
far  from  my  purpose  to  indulge  in  any  criti- 
cism of  the  general  practitioners,  but  rather  to 
suggest  an  extension  of  their  field  of  labor  in 
harmony  with  their  scientific  attainments 
and  well  developed  sense  of  professional  res- 
ponsibility. 

On  behalf  of  the  ophthalmologist,  I must 
express  our  profound  appreciation  of  the  gen- 
erous spirit  of  the  general  practitioners  in 
turning  over  to  us  so  completely  practically 
all  of  their  work  in  ophthalmology.  Much  of 
this  practice  they  could  handle  with  splendid 
satisfaction  and  with  only  a small  amount  of 
additional  preparation  and  effort.  I have 
many  times  heard  some  of  my  friends  of  the 
general  profession  proclaim  that  they  did  not 
undertake  any  kind  of  eye  work.  This  is 
surely  a very  liberal  attitude,  but  I am  going 
to  make  an  appeal  to  the  general  profession  to 
share  with  us  more  of  this  work  and  more  of 
the  responsibility.  I am  convinced  that  this 
would  redound  to  the  credit  of  the  medical 
profession  and  to  the  benefit  of  the  public. 
A man  who  can  fathom  the  deep  seas  of  ser- 
ology, neurology,  and  internal  medicine  could 
add  a very  helpful  service  to  practical  oph- 
thalmology if  he  would  only  divest  himself  of 
the  notion  that  the  eye  is  clearly  beyond  the 
domain  of  his  proper  activities.  The  matter 
of  differential  diagnosis  in  ocular  diseases  is 
sometimes  an  imperative  call  upon  the  family 
physician.  He  is  the  only  one,  perhaps,  in  a 
position  to  warn  the  patient  of  the  perils  con- 
fronting him.  He  is  the  one  who  must  ini- 

*Read before  the  Eve,  Ear,  Nose  and  Throat  Section  of 
the  Kentucky  State  Medical  Association,  Frankfort,  Ky., 
September  21,  1926. 


tiate  measures  of  relief  or  overcome  the  error 
of  placid  inaction.  It  is  his  knowledge  of  the 
prognosis  in  ocular  affections  that  must  give 
the  patient  a measure  of  his  danger  and  a 
measure  of  the  reasonable  hope  he  may  cher- 
ish. 

One  of  the  most  important  ocular  diseases 
involving  the  responsibility  of  the  general 
practitioner  is  that  of  chronic  glaucoma.  Tts 
significance  depends  upon  the  fact  that  it  is 
exceedingly  easy  to  confuse  this  condition 
with  other  intra-changes  not  associated  with 
pain  or  other  distressing  manifestations  call- 
ing for  immediate  relief.  Many  times  the  pa- 
tient depends  upon  his  family  physician  to 
guide  his  conduct  in  the  earlier  stages  of  ocu- 
lar affections,  intending  to  submit  his  condi- 
tion to  an  oculist  at  some  later  period.  The 
great  importance  of  chronic  glaucoma,  there- 
fore, to  the  general  practitioner  hinges  upon 
the  fact  that  there  may  be  some  difficulty 
in  the  earlier  stages  in  differentiating  chronic 
simple  glaucoma  from  some  other  conditions 
that  do  not  demand  such  immediate  attention. 
From  a practical  point  of  view,  the  mistake 
most  freouentlv  observed  is  in  confusing  a 
chronic  glaucoma  with  incipient  cataract  or 
various  changes  in  the  fundus. 

With  reference  to  the  first  two  conditions 
—chronic  glaucoma  and  senile  cataract — you 
might  say  that  there  are  many  points  in  the 
subjective  manifestations  that  are  quite  sim- 
ilar. but  the  prognosis  and  treatment  are  so 
entirelv  different  that  an  accurate  differen- 
tiation is  extremelv  neeessarv.  Tn  the  first 
place,  whatever  ground  is  gained  by  a chronic 
glaucoma  as  a rule,  is  permanently  held,  and, 
therefore  thy  important  consideration  is  to 
prevent  the  advance  of  the  glaucoma  ; where- 
as. in  the  matter  of  incipient  cataract,  uncom- 
plicated. there  is  no  great  loss  in  the  final  re- 
sult, even  if  there  is  considerable  delav  and 
the  uatient  mav  be  able  to  secure  nerfeetlv 
useful  vision  whenever  the  lenticular  onacp 
ties  have  advanced  to  a noint  that  requires  re- 
lief— in  other  words,  glaucoma  simnlex  re- 
ouires  earlv  diagnosis  and  nromnt  attention 
to  prevent  irrevocable  damage:  whereas,  sen- 
ile cataract  can  be  attended  to  at  auv  time 
that  the  uatient  reouires  additional  vision. 
Tn  considering  these  two  conditions,  we  might 
divide  the  subject  into  two  divisions : first, 
the  subieetive  manifestations,  and,  second, 
the  objective  manifestations. 

Sttr  tfottve  Manifestations. 

Under  this  head,  we  might  consider  first, 
the  element  of  naiu.  or  physical  discomfort.  In 
ho+h  of  these  conditions  there  is  nrnetioallv  no 
uain  at  anv  time  unless  there  should  suuer- 
vene  on  the  chronic  glaucoma  an  acute  or  sub- 
acute nrocess.  in  which  case  r>aiu  would  cer- 
tainly be  nreseut  There  is  in  each  case  a 
great  deal  of  diminution  in  vision,  but  the 
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character  of  this  diminished  vision  will  be 
likely  to  show  certain  characteristic  features 
in  each  case.  In  chronic  glaucoma,  there  may 
be,  not  only  diminished  vision  for  the  point  of 
fixation,  but  even  in  advance  of  this  there 
may  be  a marked  contraction  of  the  visual 
fields,  so  that  the  patient  may  preserve  cen- 
tral vision  for  an  indefinite  period,  while  his 
field  of  vision  is  steadily  contracted  down  to 
the  point  of  practical  annihilation  of  the  vis- 
ual field  without  the  patient  being  aware  of 
such  an  impending  calamity.  Cases  of  this 
kind  will  frequently  go  for  a change  of  glass- 
es and  they  may  find  that  it  is  still  possible 
to  secure  for  them  fairly  acute  central  vision, 
and  on  this  account  they  may  be  led  into  the 
error  of  thinking  that  nothing  of  a serious  na- 
ture is  transpiring  in  the  globe,  whereas,  the 
eye  may  be  undergoing  destructive  changes 
that  cannot  be  remedied.  In  senile  cataract, 
however,  there  is  more  of  a general  dimness 
throughout  the  visual  field,  the  central  area 
not  being  more  affected  than  the  peripheral 
zones.  It  is  true  that  the  exact  amount  of 
visual  disturbances  in  senile  cataract  will  de- 
pend upon  the  special  form  of  cataract  which 
is  present.  In  some  forms  the  opacity  is  fair- 
ly evenlv  distributed  throughout  the  sub- 
stance of  the  lens,  while  in  other  cases  it  may 
be  confined  to  certain  areas  of  the  lens  and. 
consequently,  the  vision  will  be  impaired,  es- 
pecially under  those  conditions  in  which  the 
rays  of  light  are  forced  to  pass  through  the 
lenticular  opacities.  It  is  also  to  be  observed 
that  there  are  certain  subjective  visual  sensa- 
tions in  both  of  these  conditions  that  are 
worthy  of  regard.  In  the  case  of  glaucoma, 
in  the  event  there  should  be  subacute  or  acute 
exacerbation,  there  would  result  certain  modi- 
fications in  the  dispersion  of  light,  in  conse- 
quence of  which  the  rainbow  rings,  or  halos, 
would  form  around  a lighted  candle  held  at 
a distance.  These  subjective  sensations  are 
produced  by  a certain  cloudiness  of  the  cor- 
nea leading  to  the  breaking  up  of  white  light 
into  its  primary  colors,  or  in  producing  elong- 
ations of  the  images  formed  by  the  entrance 
rf  light  through  the  cloud v media.  In  the 
case  of  cataract,  where  the  index  of  refrac- 
tion is  different  in  different  sectors  of  the 
lens,  it  will  he  possible  to  have  polvopia  or 
multiple  vision,  due  to  the  fact  that  this  irreg- 
ular refraction  of  the  lens  throws  different 
imasres  upon  the  retina.  In  neither  of  these 
conditions  is  there  anv  notable  inflammatorv 
reaction  or  any  discharge  whatever.  Tn  each 
case,  there  is  not  much  difference  in  the  size, 
shane.  or  mobility  of  the  pupil  until  visual 
acuity  is  reduced  to  a considerable  degree. 

Or.tective  Manifestations. 

The  objective  manifestations  are  extreme- 
ly important.  Tn  glaucoma  simplex  there 
would  generally  be  a somewhat  more  shallow 


condition  of  the  anterior  chamber  and  the  pu- 
pil would  respond  more  sluggishly  to  the  im- 
pression of  light.  The  ophthalmoscopic  and 
perimetric  examinations  would  constitute  the 
most  important  features  in  the  differential 
diagnosis.  The  ophthalmoscope  would  show  a 
distinct  recession  in  the  plans  of  the  lamina 
cribrosa.  There  would  be  the  characteristic 
break  in  the  retinal  vessels  as  they  would  pass 
over  the  scleral  rim  of  the  optic  disc.  There 
would  also  be,  as  shown  by  the  perimeter,  a 
marked  retraction  of  the  visual  field,  and  the 
dioptric  media  would  remain  clear;  whereas, 
in  developing  cataract  the  dioptric  media 
would  be  less  accurately  outlined,  but  from 
the  examination  possible  it  would  probably  be 
easier  to  distinguish  that  there  were  no  alter- 
ations in  the  nerve  head  itself,  or  in  the  blood 
vessels,  but  the  fundus  and  the  field  of  vision, 
as  shown  by  the  perimeter,  would  be  unal- 
tered. The  intraocular  tension,  as  deter- 
mined by  palpation,  or  a tonometer,  would 
show  no  alteration  whatever  in  the  develop- 
ment of  senile  cataract  ; whereas,  in  glaucoma 
simplex,  there  would  be  a slight  elevation  in 
the  tension,  certainly  at  intervals,  although 
there  might  be  times  when  the  intra-ocular 
tension  would  be  normal.  It  is  the  slight  in- 
crease in  the  intra-ocular  pressure  continuing 
for  a protracted  period  that  explains  the  ab- 
sence of  pain  and  the  diminished  vision  in 
glaucoma  simplex. 

In  all  of  these  cases,  where  it  is  desirable 
to  make  an  ophthalmoscopic  examination  and 
a dilated  pupil  is  to  be  obtained,  it  is  neces- 
sary to  use  some  mydriatic  whose  action  will 
rapidly  disappear,  such  as  eupthalmine,  co- 
caine and  homatropine,  and,  then,  it  is  im- 
portant to  keep  the  patient  under  observation 
while  the  myiotics  are  used  to  bring  back  the 
pupil  to  its  normal  size  before  allowing  the 
patient  to  pass  from  observation,  because 
whether  the  patient  has  already  developed 
glaucoma  or  simply  has  a predisposition  to  it, 
the  dilation  of  the  pupil  may  help  to  deter- 
mine the  onset  of  the  condition,  and,  under 
such  circumstances,  a patient  with  senile  cat- 
aract could  have  added  to  this  malady,  also, 
an  attack  of  glaucoma.  In  all  these  cases, 
it  is  desirable  to  keep  the  patient  under  ob- 
servation, because  of  the  fact  that  the  picture 
may  change  from  time  to  time,  which  would 
necessitate  an  alteration  in  the  general  man- 
agement of  the  case. 

It  is  beyond  the  purpose  of  this  paper  to 
enter  into  a discussion  of  the  treatment,  fur- 
ther than  to  state  that  in  the  case  of  glaucoma 
simplex,  the  treatment  should  be  instituted  at 
the  very  beginning  and  should  consist  either 
in  the  judicious  employment  of  measures  to 
reduce  the  tension  by  instillations  ofmyiotics, 
or  recourse  should  be  had  to  surgical  meas- 
ures intended  to  produce  a freer  -filtration, 


March,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


111 


these  measures  being  especially  the  different 
forms  of  anterior  sclerectomy. 

With  reference  to  senile  cataract,  the  im- 
portant consideration  is  that  there  is  no  ne- 
cessity that  the  patient  should  be  allowed  to 
become  blind  with  senile  cataract  in  order  to 
secure  a successful  result  from  operative  pro- 
cedures. The  lens  can  be  removed  just  as 
successfully  at  one  period  as  at  another,  and 
the  patient  is  entitled  to  the  increased  vision 
whenever  lie  reaches  a point  where  he  is  un- 
able to  discharge  his  usual  duties  of  life. 

Acute  Congestive  Glaucoma. 

Let  us  now  study  together  the  features  of 
acute  congestive  glaucoma.  Acute  glaucoma 
is  a condition  of  extreme  importance,  not  only 
to  the  patient  and  the  oculist,  but  the  general 
practitioner  as  well,  because  the  responsibil- 
ity of  making  a correct  diagnosis  and  insti- 
tuting appropriate  treatment,  mrry  times 
will  devolve  primarily  upon  the  family  phy- 
sician. It  falls  to  his  lot  ordinarily  1o  see  the 
patient  first,  and  it  is  in  the  early  stage  of 
acute  glaucoma  that  the  greatest  good  can  be 
accomplished  by  an  accurate  diagnosis  and  by 
judicious  management.  There  is  no  other 
condition  that  requires  so  imperatively  cor- 
rect treatment  from  the  beginning,  be  ause,  if 
correct  management  is  employed,  either  in  the 
way  of  active  applications  or  a dilatory  prac- 
tice, disastrous  results  that  cannot  be  over- 
come by  any  amount  of  subsequent  diligence 
and  care  may  speedily  follow. 

It  is  especially  important  that  this  condi- 
tion should  not  be  confounded  with  another 
condition  with  which,  unfortunately,  it  is 
most  likely  to  be  confounded,  namely,  acute 
plastic  iritis.  The  importance  of  this  differ- 
entation  depends  upon  the  fact  that 
the  treatment  in  these  two  conditions  is 
diametrically  opposed.  In  the  case  of  acute 
congestive  glaucoma,  the  great  advantage  to  be 
sought  is  a speedy  reduction  in  the  tension, 
and  this  is  accomplished  most,  successfully  by 
causing  a marked  contraction  of  the  pupil, 
which  results  in  pulling  away  the  root  of  the 
iris  from  the  filtration  angle,  thus  opening, 
to  some  extent,  the  spaces  of  Fontana  and  the 
canal  of  Schlemm;  while  the  object  to  be  ac- 
complished in  acute  plastic  iritis  is  just  the 
reverse — a speedy  dilation  of  the  pupil  to  pre- 
vent permanent  adhesions  between  the  iris  and 
the  anterior  capsule  of  the  lens. 

Let  us  now  consider  the  important  points 
of  differentiation  in  diagnosis  between  acute 
congestive  glaucoma  and  acute  plastic  iritis. 
The  differentia]  points  may  be  considered 
under  two  general  headings,  the  subjective 
manifestations  and  the  objective  manifesta- 
tions. 

Subjective  Manifestations. 

I.  Pain — The  pain  in  acute  congestive  glau- 
coma quite  resembles  that  in  acute  plastic 


iritis  inasmuch  as  the  pain  is  distributed  not 
only  in  the  region  of  the  eyeball  and  the 
orbit,  but  over  the  entire  side  of  the  head. 
However,  the  pain  is  much  more  acute  in  its 
character,  much  more  rapid  in  its  develop- 
ment, and  much  more  extensive  in  its  distri- 
bution in  acute  congestive  glaucoma.  It  is 
frequently  mistaken  lor  a severe  neuralgia,  so 
the  patient  not  infrequently  comes  to  us  with 
a history  of  having  gone  blind  with  neuralgia, 
when  in  reality  he  has  gone  blind  with  acute 
congestive  glaucoma  characterized  by  intense 
pain  resembling  neuralgia. 

The  constitutional  manifestations  are  like- 
wise more  pronounced  in  acute  glaucoma. 
There  may  be  a distinct  depression,  with  nau- 
sea and  vomiting,  which  seldom  occur  at  the 
onset  in  acute  iritis.  In  both  of  these  condi- 
tions, the  pain  is  deep-seated  in  character, 
because  of  the  fact  that  it  is  produced  by 
pressure  upon  the  deep-seated  sensory  nerves 
of  the  globe,  and  is  in  marked  contrast  with 
the  superficial,  scratching  pains  that  are 
present  in  conjunctival  inflammation.  While 
the  pain  is  excruciating,  the  sensitiveness  of 
the  cornea  to  the  touch  of  the  finger  is  rapid- 
ly reduced  in  acute  glaucoma,  because  of  the 
paralyzing  pressure  upon  the  sensory  nerves, 
but  the  sensitiveness  of  the  cornea  to  the 
touch  is  preserved  throughout  the  course  of 
acute  plastic  iritis. 

2.  Vision. — The  vision  is  speedily  reduced, 
or  actually  annihilated,  many  times  within  a 
few  hours,  in  cases  of  acute  congestive  glau- 
coma, on  account  of  the  rapid  development 
of  increased  intra-ocular  pressure,  interrupt- 
ing the  circulation  within  the  globe,  exerting 
marked  pressure  upon  the  optic  nerve  fibres  as 
they  come  through  the  lamina  cribrosa,  and 
also  by  producing  an  edema  of  the  cornea  and 
a cloudiness  of  the  other  dioptric  media.  The 
vision  in  acute  iritis  is  slightly  diminished 
by  the  accumulation  of  plastic  exudates  in  the 
line  of  vision,  but  this  result  does  not  rapidly 
supervene.  In  addition  to  the  loss  of  central 
vision,  there  is  frequently  a reduction  in  the 
field  of  vision  in  acute  glaucoma,  which  may 
be  made  out  in  the  earliest  stages  of  the  trou- 
ble, particularly  if  there  have  ever  been  pre- 
ceding acute  attacks,  or  a preceding  chronic 
glaucoma.  This  reduction  in  the  field  of 
vision  may  consist  in  a concentric  limitation 
of  the  field  with  a special  reduction  on  the 
nasal  side,  or  with  various  forms  of  irregular 
scotomata.  It  may  also  be  observed  that  in 
looking  at  a lighted  lamp  in  a room,  for  in- 
stance, the  patient  may  distinguish  a kind  of 
halo  around  the  light  somewhat  resembling 
the  appearance  of  a street  light  as  looked  at 
through  a frosted  window  pane  on  a winter 
night.  This  halo  is  due  to  the  cloudiness  of 
the  cornea  produced  by  the  edema  consequent 
upon  the  intra-ocular  pressure,  and  it  may 
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assume  the  appearance  of  rainbow  rings 
around  the  light. 

3.  Discharge. — There  is  no  purulent,  or 
muco-purulent  discharge,  as  an  essential  fea- 
ture of  either  acute  glaucoma  or  acute  iritis, 
because  the  pathological  process  is  intra-ocu- 
lar rather  than  extra-ocular.  However,  there 
is  in  both  instances  a profuse  flow  of  tears. 

Objective  Manifestations. 

In  both  of  these  diseases  the  eye  is  intensely 
red,  but  in  acute  glaucoma  there  is  a more 
marked  distinctness  of  the  episcleral  veins 
and  anterior  ciliary  veins,  so  that  they  stand 
out  in  bold  relief  because  of  the  interference 
with  the  return  circulation  occasioned  by  the 
intra-ocular  pressure.  The  eye  assumes  a 
kind  of  purplish  hue  on  account  of  the  venous 
stasis,  in  acute  iritis  there  is  more  of  a dif- 
fused pink  color  surrounding  the  limbus  and 
extending  over  the  globe,  in  acute  glaucoma 
the  cornea  rapidly  assumes  a steamy  appear- 
ance, resembling  a pane  of  glass  that  has  been 
breathed  upon,  while  m acute  iritis  the  cor- 
nea remains  perfectly  clear.  The  pupil  in 
both  cases  is  relatively  immobile,  but  is  es- 
pecially so  in  acute  glaucoma,  and  in  this  con- 
dition is  widely  dilated,  while  in  acute  iritis 
the  pupil  is  inactive  but  contracted,  unless  a 
hyriatic  has  been  used,  in  which  case  the 
iris  will  show  adhesions  to  the  anterior  cap- 
sule of  the  lens,  giving  an  irregular  outline  to 
the  margins  of  the  pupils.  The  anterior 
chamber  in  acute  glaucoma  is  much  shallow- 
er than  normal  and  may  be  entirely  obliter- 
ated, the  iris  and  the  lens  pressing  against 
the  cornea,  while  in  acute  iritis  the  depth  of 
the  anterior  chamber  is  unaltered,  if  the 
media  is  sufficiently  clear  to  permit  of  an 
ophthalmoscopic  examination,  the  fundus  in 
acute  glaucoma  will  show  some  reduction  in 
the  caliber  of  the  retinal  arteries,  with  a 
marked  increase  in  the  caliber  of  the  retinal 
veins,  which  are  distinctly  tortuous  in  their 
course,  on  account  of  the  interference  with 
the  return  circulation.  There  may  be  hemor- 
rhages, also,  especially  of  the  venous  type  in 
acute  glaucoma,  and  these  are  unusual  in 
acute  iritis.  The  optic  discs,  in  acute  glau- 
coma, if  the  condition  has  supervened  upon  a 
more  or  less  chronic  trouble,  will  show  a 
marked  excavation  which  is  total  in  charac- 
ter and  presents  characteristic  features  that 
distinguish  it  from  other  forms  of  excavation 
of  the  optic  disc.  The  entire  lamina  cribrosa 
is  pushed  backward  by  the  intra-ocular  pres- 
sure, so  that  the  retinal  vessels  appear  broken 
in  their  course  over  the  rim  of  the  sclera, 
while  in  atrophy  of  the  optic  nerve,  there  is 
a pallor  of  the  disc  and  a slight  diminution  in 
the  prominence  of  the  disc,  but  with  no  actual 
recession  of  the  lamina  cribrosa.  In  a phy- 
siological excavation  of  the  optic  disc,  the 
central  portion  may  appear  deeply  excavated, 


while  the  peripheral  portions,  containing  the 
normal  number  of  normal  optic  nerve  fibres, 
will  stiow  no  such  depression. 

The  essential  condition  of  acute  congestive 
glaucoma  is  the  increase  in  intra-ocular  pres- 
sure, ana  upon  this  one  circumstance  devel- 
op ail  of  the  symptoms  enumerated.  The  eye- 
ball may  vary  in  haruness  from  a very  small 
increase,  capable  of  being  appreciated  by  the 
touch,  to  chose  cases  of  extreme  hardness  in 
which  the  eyeball  is  apparently  hard  as  mar- 
ble. This  intra-ocular  pressure  is  variously 
estimated,  by  palpation  with  the  fingers,  or, 
more  accurately,  by  a tonometer,  which  meas- 
ures in  millimeters  of  mercury  the  intra-ocu- 
lar tension.  In  acute  plastic  iritis  there  is  no 
increase  of  importance  in  the  intra-ocular 
pressure. 

if  f should  utter  a single  sentence  that 
would  emphasize  most  the  dangers  of  this  con- 
uiiion,  i would  say  that  wnenever  a patient 
becomes  suddenly  oimded,  or  has  his  vision 
rapidly  reduced,  associated  with  pain  radiat- 
ing to  me  brow,  and  the  side  of  the  head,  with 
a dilated  pupil,  with  a shallow  anterior  cham- 
ber, with  naios  around  the  light,  and  with  in- 
creased mtra-oeuiar  pressure,  caution  the  pa- 
tient to  secure  at  once  not  dilation  of  the  pu- 
pil, but  a contraction  of  tne  pupil,  and  fol- 
low tms  with  a careful  investigation  into  the 
exact  condition,  f inally,  in  an  cases  of  dim- 
inished vision,  no  time  should  be  lost  in  ascer- 
taining, as  accurately  as  possible,  the  exact 
situation,  so  that  remedial  measures  may  be 
adopted  promptly  and  not  indefinitely  post- 
poned in  the  vague  hope  of  better  days. 

it  is  a matter  of  utmost  humanitarian  and 
economic  importance  to  secure  vision  for  a 
patient  when  it  is  possible  to  do  so  rather 
than  have  the  patient  spend  the  final  years 
of  life  in  the  fruitless  waiting  for  complete 
blindness.  This  protracted  Icday  simply  re- 
sults in  the  loss  of  general  physical  strength 
and  endurance,  so  that  when  the  patient  fin- 
ally reaches  the  stage  of  complete  blindness 
he  mayr  be  so  enfeebled  by  the  various  infirm- 
ities of  age  that  he  is  not  in  so  favorable  a 
condition  for  any  kind  of  operation,  and  has 
such  a poor  remnant  of  life  left  that  he  may 
not  have  the  courage  and  confidence  and 
strength  to  undergo  an  operation  for  the  res- 
toration of  sight,  and  thus,  hesitating  on  the 
brink  of  the  grave,  passes  on  from  the  dark- 
ness of  this  world  into  the  deeper  darkness  of 
the  great  unknown. 

Hernia  of  Ovary. — A survey  of  the  literature 
has  convinced  Mooi’e  than  the  correct  number 
of  case ; of  inguinal  hernia  recorded  to  uate,  wicn 
the  ovary  as  the  only  content  of  the  sac,  is  137. 
To  this  number  he  adds  one  case. 
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INTESTINAL  MALIGNANCY : REPORT 
OF  TWO  CASES.* 

By  L.  Wallace  Frank,  M.  1).,  Louisville. 

1 have  two  pathological  specimens  to  ex- 
hibit,— No.  bb  and  No.  67.  The  history  ol 
No.  by  will  be  given  first,  and  No.  67  second. 

Case  1. — H.  R.,  male,  aged  forty-three 
years,  consulted  us  July  31st,  iy2b,  complain- 
ing of  less  weight  and  strength.  He  had  nev- 
er been  sick  before.  Family  history  negative 
for  tuberculosis  and  malignancy.  The  pa- 
tient stated  that  two  months  ago  he  began 
feeling  badly,  and  since  then  he  had  lost  sev- 
eral pounds  in  weight. 

His  appetite  was  poor  and  he  noticed  dis- 
comfort on  pressure  in  the  right  upper  abdo- 
men. He  had  no  discomfort  after  meals,  ex- 
cept for  fullness  at  times.  Bowels  regular,  no 
blood  or  mucus  in  stools.  In  losing  weight, 
strength  and  energy.  Otherwise  the  history 
is  negative. 

Examination  reveals  a thin,  anemic  man 
whose  heart  and  lungs  are  apparently  nor- 
mal. The  abdomen  is  relaxed.  In  the  upper 
right  abdomen  is  a tumor  the  size  of  a man  s 
fist.  It  is  hard,  nodular  and  a little  tender. 
The  mass  is  movable,  Right  kidney  is  palpa- 
ble above  the  mass. 

Blood  count:  Hemoglobin  90;  erythrocy- 
tes 4,870,000;  leucocytes  7,800.  Differential: 
polymorphonuclears  63%,  lymphocytes  23%, 
endothelials  12%,  eosinophiles  1%,  basophiles 
1%.  Urinalysis,  entirely  negative. 

Roentgen-ray  examination  by  Dr.  C.  D. 
Enfield  shows  normal  heart,  aorta  and  lung- 
fields.  The  stomach  and  duodenum  were  en- 
tirely normal,  and  there  was  nothing  in  this 
examination  to  suggest  adhesions,  either  gas- 
tric or  in  the  region  of  the  duodenum.  The 
stomach  and  duodenum  were  empty  at  the 
end  of  four-  and  a half  hours.  At  the  junction 
of  the  ascending  and  tranverse  colon  a filling 
defect  was  noted  on  the  film.  A barium  ene- 
ma was  given,  and  this  revealed  a normal  rec- 
tum, sigmoid  and  colon  upward  to  the  prox- 
imal part  of  the  transverse  colon.  The  filling 
defect  previously  seen  was  again  noted.  No 
evidence  of  diverticula.  The  appendix  was 
seen  and  appeared  normal. 

Conclusions : The  filling  defect  mentioned 
at  the  juncture  of  the  ascending  and  trans- 
verse colon  is  strongly  suggestive  of  malig- 
nancy, without  any  obstruction  of  note.  I 
am  unable  to  say  whether  or  not  it  is  inop- 
erable, but  judging  from  the  defect  it  is 
fairly  well  advanced. 

This  man  entered  the  hospital  August  2nd 
and  was  operated  upon  August  4th,  at  which 
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time  the  mass  exhibited  was  removed.  We 
made  a right  rectus  incision  seven  inches  long, 
the  umbilicus  being  about  the  center.  The 
cecum,  ascending  colon  and  hepatic  flexure 
including  the  mass  were  freely  mobilized. 
There  were  some  enlarged  glands  in  the  mes- 
entery and  one  near  the  aorta.  We  resected 
fourteen  inches  of  the  terminal  ileum,  re- 
moved the  appendix  which  was  normal,  re- 
moved the  ascending  and  transverse  colon  a 
little  to  the  left  of  the  midline,  and  made  a 
side-to-side  anastomosis  of  the  ileum  into  the 
remaining  transverse  colon.  An  enterostomy 
was  then  done  proximal  to  the  anastomosis. 

The  man  had  no  symptoms  of  peritoneal  ir- 
ritation following  the  operation.  On  the 
fourth  day  he  began  to  expel  feces  per  rec- 
tum, and  on  the  seventh  or  eighth  day  the 
tube  became  loose  and  was  removed.  A small 
amount  of  pus  drained  from  the  enterostomy 
wound  due  to  infection  from  the  fecal  dis- 
charge. Drainage  continued  for  three  weeks 
after  leaving  the  hospital  which  he  did  the 
28th  of  August.  Since  then  he  has  gained 
twenty  pounds  in  weight  and  is  temporarily 
at  least  perfectly  normal. 

Pathological  examination  was  made  by  Dr. 
Stuart  Graves  and  the  following  in  his  re- 
port: General  description:  Specimen  con- 

sists of  16  cm.  of  lower  ileum,  appendix,  and 
37  cm.  of  cecum  and  colon.  Beginning  7 cm. 
distal  to  the  ileocecal  valve  is  a firm  nodular 
area  7x10  cm.  Lymph  node  2 cm.  in  great- 
est diameter,  firm,  with  grayish-white  cut 
surface.  Lymph  node  sectioned  (entire  bow- 
el specimen  saved  for  Dr.  Frank).  Few  sec- 
tions show  loose  fibrous  structure  with  large 
islands  of . thin  mucoid  material  in  some  of 
which  are  small  clumps  of  glandular  epith- 
elium. Lymph  node  shows  no  evidence  of 
metastasis.  Microscopic  diagnosis,  colloid 
adenocarcinoma. 

I would  infer  from  this  that  the  diagnosis 
was  made  from  the  gross  tumor  and  not  from 
the  lymph  gland,  although  ciinicallv  the  gross 
appearance  of  the  gland  was  unquestionably 
malignant. 

Case  II. — F.  W.,  male,  aged  forty-six,  was 
referred  to  us  August  30th,  1926,  with  the 
diagnosis  of  hemorrhoids  made  by  a very 
competent  general  practitioner.  The  history 
shows  that  since  March,  1926,  he  has  been 
having  pain  with  each  defecation,  formerly 
there  was  some  bleeding,  but  this  had  now 
ceased.  He  complained  of  frequent  desire  to 
defecate,  sometimes  as  often  as  fifteen  times 
daily,  sometimes  only  passing  blood  and  wa- 
ter followed  by  pain  and  the  sensation  of 
still  wanting  to  defecate.  Tic  lias  no  fecal 
movement  without  taking  medicine,  and  late- 
ly has  been  using  enemata.  There  are  no 
other  symptoms. 
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.riiysical  examination  showed,  nothing.  In 
ms  rectum  just  above  where  the  tip  01  me  ex- 
amining linger  could  reach  was  a ratner  haru 
liiauie  looKing  growth  wmch  was  visible  witn 
me  rectum  unated.  un  me  gross  evidence  we 
maue  me  diagnosis  or  malignancy,  mood  ex- 
amination snowed  erythrocytes  o,ouu,uuu, 
leucocytes  normal,  ine  urine  was  negative. 

in  handling  this  case  we  nrst  anesthetized 
the  man  lor  more  complete  examination,  and 
alter  emerging  Iroin  the  anesthetic  he  was 
told  the  nature  ol  his  disease.  We  ieit  this 
was  advisable  because  he  would  have  to  go 
through  a rather  long  procedure,  that  a col- 
ostomy would  be  necessary,  and  we  did  not 
want  to  remove  the  growth  without  miorin- 
mg  him  deiinitely  that  he  would  have  to  de- 
fecate through  his  abdomen  tne  remainder  oi 
his  life.  We  believed  the  case  was  operable 
and  the  best  thing  to  do  was  to  remove  tne 
growth  surgically,  but  ll  he  rexused  the  only 
other  procedure  was  to  try  radium  and  des- 
troy the  entire  lower  rectum  by  radiation. 
Me  ielt  the  matter  to  us  and  we  operated,  do- 
ing first  a colostomy  followed  ten  days  later 
by  radical  removal.  At  the  time  the  colos- 
tomy was  made  we  carefully  examined  for 
internal  metastases,  in  the  mesentery,  around 
the  rectum,  and  in  the  liver.  i\o  metastatic 
involvement  was  found.  Ten  days  later  we 
again  opened  the  abdomen  by  an  incision  two 
inches  to  the  inner  side  of  the  first  and  sec- 
tioned the  loop  of  sigmoid  below  the  colos- 
tomy turning  in  both  ends  and  dissecting  the 
sigmoid  downward  to  about  the  second  sac- 
ral segment  and  freeing  it  from  the  urinary 
bladder  and  from  the  lateial  pelvic  wall.  The 
whole  mass  of  sigmoid  was  pushed  below  the 
peritoneal  reflection  and  the  peritoneum  then 
closed  above  it  and  the  abdominal  wound 
closed.  We  then  made  an  incision  encircling 
the  anus  and  the  sphincter  muscle  directed 
upward  along  the  side  of  the  rectum  clamp- 
ing as  we  went,  and  removed  about  eight 
inches  of  the  sigmoid  and  rectum.  Only  the 
superficial  vessels  were  ligated  and  the 
clamps  left  in  situ.  One  enlarged  lymph 
gland  was  found. 

The  growth  was  examined  pathologically 
by  Dr.  Stuart  Graves  whose  report  reads: 
Specimen  consists  of  resected  portion  of  the 
rectum  110  x 80  mm.  Beneath  mucosa  is  a 
hard,  infiltrating  mass  40  x 5 15  mm.  Lymph 
gland  5 mm.  in  diameter.  Microscopic  des- 
cription: section  of  rectum  shows  a typical 
glandular  neoplasm  beneath  the  mucosa  infil- 
trating a thickened  wall.  Glands  are  most- 
ly lined  with  a single  layer  of  columnar  epi- 
thelium in  which  is  seen  an  occasional  mit- 
osis. Lymph  node  is  not  remarkable  except 
for  some  endothelials  and  lymphocytes  in 
sinuses.  Diagnosis:  Adenocarcinoma  of  rec- 


tum, chronic  lymphnoditis ; no  evidence  of 
metastasis.  The  lymph  gland  was  soft  ana 
dia  not  appear  maiignani  from  gross  exam- 
ination. 

My  reasons  for  reporting  these  two  cases 
are  that  they  are  ratner  interesting,  and  rep- 
resent two  cases  of  malignancy  of  the  colon 
and  rectum,  each  seen  recently,  that  were 
operable.  The  majority  of  patients  with  ma- 
lignancy of  the  rectum  ana  colon  reach  the 
surgeon  in  the  terminal  stages  of  the  disease 
when  removal  is  impossible,  f urthermore, 
we  wished  to  emphasize  the  method  used  in 
the  latter  case,  i.  e.,  the  two  or  three  stage 
operation  which  is  in  our  opinion  the  proced- 
ure of  choice,  fn  the  first  case — cancer  of 
the  colon — we  think  the  operation  as  perform- 
ed has  a decided  advantage  over  the  old 
Mikulicz  operation  in  which  the  deeper  glands 
are  not  touched.  Where  the  operation  can  be 
performed  in  one  stage  as  this  was  done  then 
the  gland-bearing  area  can  be  removed  at 
the  same  time,  in  contrast  to  the  orthodox 
Mikulicz  operation  of  simply  bringing  a loop 
of  the  intestine  with  its  attached  masentery 
through  the  abdominal  wall. 

DISCUSSIOiN 

Granville  S.  Hanes:  With  reference  to  the 

second  case  Dr.  Frank  reported,  I wish  to  make 
a statement  which  has  no  direct  bearing  on  the 
phases  of  the  subject  he  discussed.  This  is  an 
observation  which  has  originated  purely  from 
my  own  experience;  it  is  that  carcinoma  of  the 
rectum  does  not  occur  in  patients  who  have  suf- 
fered from  long  continued,  low-grade  inflam- 
mation of  the  rectal  structures.  I have  been 
interested  in  this  type  of  chronic  patients  for 
more  than  twenty  years,  and  I cannot  recall  one 
tnat  has  developed  malignancy.  Having  been 
associated  with  Dr.  J.  M.  Mathews  for  a num- 
ber of  years  I had  occasion  to  see  and  assist  in 
the  treatment  of  numerous  patients  affected 
with  colitis,  sigmoiditis,  granular  and  ulcerated 
conditions  of  the  mucosa  of  the  terminal  bow- 
el, and  not  one,  so  far  as  I know,  developed  a 
cancer.  It  is  my  belief  that  tissues  thus  af- 
fected are  immunized  against  the  implantation 
of  the  causative  element  of  cancer  and  its  sub- 
sequent development.  Has  it  not  been  the  doc- 
tor’s experience  that  these  patients  give  no  long 
history  of  gastro-intestinal  disturbances,  but  a 
definite  account  of  the  symptoms  common  to 
cancer  in  the  terminal  bowel  not  associated  with 
previous  chronic  inflammation?  On  account  of 
the  widely  accepted  belief  that  chronic  inflam- 
mation does  lead  to  cancer  development  in  the 
rectum  many  patients  who,  in  my  belief,  are  in 
no  danger  of  cancer  are  frightened  into  having 
operations  done  without  substantial  and  justifia- 
ble reasons. 

I think  Dr.  Frank  selected  the  best  known 
method  for  operating  upon  such  cases  as  he  has 
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reported.  Following  his  procedure  no  attempt 
is  made  to  preserve  any  structures  that  might 
aid  in  control  of  the  bowel  operating  through 
the  natural  channel.  After  the  operation  the 
fecal  evacuations  must  be  through  the  colos- 
tomy, therefore  extensive  dissections  are  made 
with  no  fear  of  destroying  muscles  at  the  end 
of  the  bowel.  When  a malignant  growth  in  the 
rectum  or  lower  segment  of  the  sigmoid  is  en- 
countered, the  facts  concerning  the  various 
methods  of  operating  should  be  thoroughly  and 
patiently  explained  to  the  individual.  When  a 
colostomy  is  first  proposed  the  patient  exhibits 
a profound  disgust  and  abhorrence  at  being  left 
in  such  a plight.  When,  however,  the  chances 
for  complete  removal  of  the  growth,  the  more 
easy  control  of  the  bowel  through  the  colos- 
tomy and  the  minimum  danger  to  life  is  under- 
stood by  the  patient;  the  decision  will  usually 
be  made  in  favor  of  Dr.  Frank’s  method  of  op- 
erating. 

Of  the  total  number  of  malignant  tumors  that 
occur  in  the  rectum  and  sigmoid  only  a small 
percentage  can  be  relieved  by  operation  or  any 
other  method.  A few,  however,  are  seen  where 
operations  may  be  done  with  most  gratifying  re- 
sults. I recall  that  Dr.  Sherrill  assisted  me  in 
performing  my  first  operation  for  rectal  can- 
cer. The  tumor  was  small  and  on  the  posterior 
rectal  wall.  We  did  a Kraske  operation.  A 
segment  of  the  rectum  was  removed  and  an  end- 
to-end  anastomosis  was  made.  There  was  a fis- 
tula for  about  five  months.  The  patient  has  sur- 
vived the  operation  for  more  than  nineteen  years 
and  has  had  complete  control  of  her  bowels. 
After  the  fistula  healed  she  experienced  no  con- 
sciousness of  having  had  an  operation.  I have 
never  since  had  the  happy  experience  of  re- 
moving a cancer  similarly  located  with  such 
gratifying  results. 

Some  ten  or  twelve  years  ago  Dr.  Louis  Frank 
assisted  me  in  removing  a large  cancerous 
growth  from  the  upper  segment  of  the  sigmoid. 
A temporary  colostomy  was  done.  The  artific- 
ial opening  'was  subsequently  closed.  The  pa- 
tient is  now  living  with  the  lower  bowel  in  ap- 
parently normal  state, so  far  as  function  is  con- 
cerned. 

Of  course,  tumors  are  more  easily  accessible 
when  found  in  the  upper  segment  anywhere 
along  the  large  bowel  and  are,  therefore,  re- 
moved with  less  difficulty  than  when  they  are 
located  about  the  promontory  or  hollow  of  the 
sacrum. 

With  regard  to  metastasis  or  rectal  cancer,  I 
will  say  that  it  is  less  frequent  in  my  opinion 
than  many  surgeons  believe.  Dr.  William  Mayo 
in  a paper  read  in  Washington  several  years  ago 
commented  on  the  rarity  of  metastasis  in  these 
cases  as  compared  to  metastasis  in  other  parts. 
I have  examined  the  viscera  of  patients  affected 
with  rectal  cancer  and  have  been  astonished  to 


find  no  evidence  of  metastasis. 

J.  Garland  Sherrill:  Dr.  Frank’s  report  is 

particularly  interesting.  I understand  the  sec- 
ond patient  he  mentioned  has  returned  to  work, 
and  hope  it  will  be  a complete  and  permanent 
recovery.  Some  cases  of  this  type  are  really 
very  gratifying.  One  was  a man  fifty  years  of 
age  who  came  to  me  with  malignancy  of  the 
sigmoid.  The  operation  was  complete  resection 
and  end-to-end  anastomisis.  The  patient  recov- 
ered, returned  home,  and  is  living  eight  years 
afterward.  This  case  is  recorded  in  my  work  on 
peritonitis.  Another  case  came  under  observa- 
tion in  a woman  of  thirty  with  acute  intestinal 
obstruction,  and  by  the  way  most  of  these  pa- 
tients complain  of  acute  obstruction  as  the  first 
symptom.  This  woman  was  pregnant  which  made 
it  quite  a problem  how  much  should  be  attempt- 
ed. A malignant  mass  was  found  involving  the 
ascending  colon,  and  we  did  just  what  Dr.  Frank 
has  described,  separated  the  outer  peritoneum, 
turned  the  colon  inward,  made  a complete  re- 
section of  twelve  inches,  and  completed  an  end- 
to-end  anastomisis.  The  woman  was  placed  in 
bed  and  carried  her  infant  to  term.  The  preg- 
nancy caused  diastasis  of  the  muscles  and  she 
had  a large  hernia.  With  the  advent  of  labor 
it  was  a question  whether  to  perform  Caesarean 
section  and  repair  the  hernia  or  postpone  furth- 
er operative  work  until  she  had  her  baby.  The 
latter  plan  was  decided  upon  and  the  baby  was 
born  without  untoward  incident.  The  hernia 
was  repaired  about  two  years  later.  She  had 
some  enlarged  lymph  glands  removed  at  primary 
operation.  At  the  second  operation  for  hernia 
there  was  found  no  evidence  of  recurrence  in  the 
intestine  or  glandular  structures.  She  after- 
ward gave  birth  to  another  baby  and  is  still  liv- 
ing. I do  not  mean  to  say  that  all  of  these  cases 
give  this  beautiful  history,  because  they  do  not; 
but  when  we  can  operate  upon  even  a few  pa- 
tients and  improve  the  prognosis,  it  makes  us 
much  more  optimistic  about  the  results. 

Another  auestion  in  regard  to  the  treatment 
of  malignancy  of  the  rectum  and  sigmoid  is 
what  can  be  done  by  means  of  the  roentgen-ray 
or  radium?  Dr.  L.  W.  Frank  saw  with  me  a gen- 
tleman who  came  to  operation  for  malignant  ob- 
struction in  the  rectum  or  lower  sigmoid.'  A 
colostomy  was  performed  because  it  was  the  onlv 
thing  we  could  do.  After  the  colostomy  an  ef- 
fort was  made  to  secure  reduction  of  the  rectal 
mass  by  radiation,  but  the  result  was  unsatisfac- 
tory. Another  case  presented,  where  a man 
came  to  operation  for  malignant  obstruction,  and 
it  was  found  that  he  only  had  a small  ribbon-like 
onening  in  one  part  of  the  intestine.  It  looked 
like  one  of  the  most  favorable  cases  I had  ever 
seen  for  resection  and  a complete  operation,  but 
when  the  matter  was  placed  before  the  patient 
he  decided  in  favor  of  colostomy.  He  refused 
to  have  anything  further  done  and  the  growth 
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continued.  I believe  the  removal  of  the  intes- 
tine involved  in  this  case  would  have  proven 
curative.  The  patient’s  refusal  to  undergo  rad- 
ical operation  deprived  him  of  the  chance  for 

cure. 

In  investigating  the  subject  a few  years  ago 
I found  that  sarcomata  of  the  intestine  are  rare 
and  they  are  followed  more  frequently  and 
promptly  by  lymphatic  involvement  than  are  the 
carcinomata.  Metastasis  in  carcinoma  is  more 
often  to  the  liver  through  the  blood  stream  than 
through  the  lymph  channels.  It  is  hoped  that 
in  addition  to  the  simple  mechanical  removal  of 
cancer  in  the  abdomen  beneficial  results  may 
be  secured  by  radiation  by  means  of  either  the 
roentgen-ray  deep  therapy  or  by  radium.  If 
this  proves  true  it  gives  us  a still  better  prog- 
nosis. Radiation  has  been  disappointing  in  this 
field. 

The  surgeon  sees  patients  with  malignant  dis- 
ease earlier  now  than  formerly  because  of  the 
fact  that  routine  examinations  are  more  fre- 
quently made  of  the  intestinal  tract  and  atten- 
tion is  thereby  called  to  the  disease.  In  the  old- 
en days  such  patients  were  first  seen  when  acute 
obstruction  developed  without  any  previous  his- 
tory or  symptoms,  but  sometimes  by  careful  ex- 
amination we  found  there  had  been  constipa- 
tion, sluggish  intestinal  function,  occasionally 
diarrhea  and  hemorrhage.  The  patient  being  un- 
able to  evacuate  the  bowel  normally,  diarrhea  is 
nature’s  method  of  getting  rid  of  the  waste  ma- 
terial. In  many  cases  little  information  could 
he  gained  by  manipulation  of  the  abdominal 
wall,  in  others  a mass  could  be  felt  because  of 
the  obstruction.  Bv  means  of  the  roentgen-ray 
obstruction  to  the  fecal  current  can  now  be  de- 
termined earlv  when  there  is  greater  chance  of 
saving  the  life  of  the  patient  by  surgical  pro- 
coduro.  mjnnrlt.v  of  tbps°  r>f>+’entr.  show 

early  loss  of  flesh  and  cachexia  finally  develops. 
To  be  successful  operation  should  be  performed 
in  the  earliest  possible  stage  of  malignant  dis- 
ease. that  is  when  the  patient  begins  to  com- 
plain of  constipation  or  diarrhea  and  at 
times  nerbans  gaseous  discomfort.  These  are 
the  earliest  signs. 

I wish  to  congratulate  Dr.  Frank  on  the 
splendid  manner  in  which  he  managed  both  of 
the  cases  reported. 

Louis  Frank:  I wish  to  say.  first,  with  ref- 

erence to  Dr.  Hanes’  statement  about  irritation, 
that  I believe  irritation  acts  in  the  production  of 
carcinoma  of  the  rectum  just  as  does  irritation 
of  the  lip  from  smoking,  and  this  is  also  true 
elsewhere  throughout  the  intestinal  tract,  nota- 
bly at  the  pvlorus.  I think  we  are  all  agreed 
that  practically  every  sphincter  muscle  of  the 
bodv  is  subject  to  irritation.  Whether  or  not 
t>iPvp  ?s  amd-hipp-  In  bacterial  infection  being 
preventive  of  malignancy  I am  not  prepared  to 
say.  I also  wish  to  say  that  the  operation  des- 


cribed is  not  one  that  should  be  undertaken 
lightly  with  the  idea  that  it  is  easy  of  accom- 
plishment, either  before  dissection  of  the  sig- 
moid and  upper  rectum,  or  afterward. 

Rectal  malignancy  metastasizes  just  as  does 
carcinoma  anywhere  else.  These  patients  as  a 
rule  die  from  obstruction,  however,  and  not 
from  metastasis.  Metastasis  from  rectal  malig- 
nancy is,  however,  not  early,  it  is  a late  manifes- 
tation, and  that  is  one  reason  why  I hope  by 
means  of  roentgen-ray  studies  and  more  careful 
physical  examinations  we  can  bring  patients 
with  malignancy  of  the  large  and  also  the  small 
intestine  to  operation  earlier,  just  as  we  have 
been  able  to  do  with  malignancy  of  the  stomach 
and  breast.  Many  of  these  patients  are  not  seen 
by  the  surgeon  until  the  disease  has  passed  be- 
yond the  operable  stage.  In  this  country  this  is 
probably  due  to  the  fact  that  the  public  is  not 
educated  to  the  point  of  seeking  frequent  medi- 
cal p'ram:nations  as  is  done  in  some  other  com- 
munities. There  is  no  reason  why  with  careful  ex- 
amination, if  we  could  get  the  pubilc  properly 
educated,  that  we  should  not  see  these  pa' 
earlier  just  as  we  do  patients  with  tumors  of  the 
breast,  and  also  at  a time  when  there  is  great- 
er hope  of  cure  by  surgical  procedures.  We 
know  that  the  history  of  rectal  malignancy  of- 
ten extends  over  a period  of  seven  to  nine  years. 

One  advantage  of  opening  the  abdomen  as  a 
preliminary  is  that  we  cannot  always  determine 
prior  to  operation  whether  metastasis  have  al- 
ready occurred,  or  even  that  the  glands  are  en- 
larged, because  in  the  abdomen  they  are  deeply 
situated.  Metastasis  often  occurs  in  the  liver, 
and  this  is  another  reason  why  exploration  of 
the  abdomen  should  be  made  before  any  patient 
with  malignancy  of  the  rectum  or  colon  is  sub- 
jected to  radical  surgery.  If  metatasis  has  oc- 
curred in  the  liver  we  know  the  patient  is 
doomed,  and  we  also  know  what  often  happens 
when  glandular  metastasis  has  supervened. 
About  the  rectum,  just  the  same  as  about  the 
breast  and  about  the  colon,  we  may  have  glan- 
dular enlargement  which  may  not  be  malignant 
but  inflammatory  in  character.  The  mere  fact 
that  enlarged  glands  are  present  does  not  mean 
that  the  patient  should  not  be  given  a chance. 
With  the  improvements  that  have  been  made  in 
operations  for  malignancy,  and  with  the  addi- 
tional hope  that  some  assistance  may  be  afford- 
ed by  radium  and  the  roentgen-ray,  the  outlook 
is  less  pessimistic  than  heretofore.  We  know 
that  to  be  successful  from  a curative  standpoint 
the  operation  must  be  radical  regardless  of  what 
may  be  the  functional  or  cosmetic  effects  or  of 
anything  else.  The  operation  must  be  radical 
no  matter  what  its  effect  may  be  on  the  pa- 
tient, closing  of  the  wound  being  a secondary 
consideration  in  situations  where  healing  by 
granulation  may  be  effected.  When  the  matter 
is  properly  explained  to  the  patient,  objections 
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are  usually  not  made  to  wide  excision.  In  the 
method  of  procedure  for  rectal  malignancy  fecal 
fistula  may  afterward  develop,  but  this  is  of  lit- 
tle consequence  compared  to  the  saving  of  life, 
and,  as  Dr.  Sherrill  has  well  stated,  in  many  in- 
stances the  patient  has  no  trouble  following  the 
operation. 

The  two  cases  reported  are  particularly  inter- 
esting to  me  from  the  fact  that  the  patients 
came  to  operation  while  the  disease  was  still 
amenable  to  surgical  measures,  that  is  in  the 
stage  of  operability.  In  the  second  case  some  of 
the  glands  in  the  mesentery  were  unquestion- 
ably malignant  and  the  glandular  enlargement 
was  very  widespread.  Whether  the  patient  will 
remain  cured  is  a question.  In  removal  the  rec- 
tum was  completely  encircled.  After  dissec- 
tion and  freeing  the  sigmoid  and  upper  rectum 
and  pushing  it  downward  from  above  and  then 
closing  the  peritoneum  the  operation  from  the 
abdominal  side  presented  a beautiful  appear- 
ance the  entire  pelvis  being  completely  closed 
off. 

Both  these  individuals  will  be  subjected  to 
radiation  therapy  because  we  think  there  is 
something  in  it.  One  man  has  already  returned 
to  work.  The  other  man  left  the  hospital  with- 
in twelve  days  after  his  second  operation,  done 
ten  days  after  the  preliminary  colostomy,  and 
it  has  now  been  more  than  two  weeks  since  his 
dismissal. 

L.  Wallace  Frank  (in  closing)  : There  are 

two  things  not  mentioned  in  my  report  which 
might  be  a propos.  It  must  be  remembered  that 
in  malignancy  of  the  rectum  and  colon  the  age 
of  the  patient  has  nothing  whatever  to  do  with 
the  diagnosis.  Rectal  and  colonic  malignancy 
occur  in  young  individuals.  About  a year  ago 
we  saw  a boy  of  eighteen  who  had  an  infiltrating 
carcinoma  of  the  colon.  He  died  a short  time 
afterward.  We  have  also  seen  an  infiltrating 
carcinoma  of  the  colon  and  sigmoid  in  a woman 
of  twenty-eight.  She  had  been  seen  by  three 
or  four  surgeons  in  the  east,  the  last  one  making 
a diagnosis  of  inflammatory  pelvic  disease  and 
urging  her  to  submit  to  operation.  She  afterward 
came  to  us  and  operation  disclosed  caricinoma 
of  the  colon  and  sigmoid  apparently  beginning 
deep  in  the  mucosa  and  extending  to  the  deep- 
er layers  finally  involving  the  intestine  and 
everything  adjacent  to  it.  The  diagnosis  of  ad- 
enocarcinoma was  made  by  the  pathologist.  In 
this  case  resection  was  impossible  on  account  of 
involvement  of  adjacent  structures.  The  patient 
succumbed  shortly  afterward.  I wanted  to  men- 
tion these  cases,  because  malignancy  of  the  rec- 
tum and  colon  occurs  not  infrequently  in  young 
individuals  and  we  must  always  be  on  the  look- 
out for  it. 

Another  feature  that  I would  like  to  empha- 
size is  that  in  the  general  examination  of  any 
patient  the  proctoscope  must  not  be  forgotten.  I 


think  many  of  us  have  overlooked  this  in  the 
past.  Proctoscopy  is  a comparatively  simple 
procedure  and  is  indicated  in  every  general  ex- 
amination, particularly  where  there  are  any 
symptoms  to  cause  suspicion  of  a rectal  lesion. 

Referring  to  Dr.  Hanes’  remark  about  chron- 
ic infections  or  chronic  irritations  of  the  rec- 
tum : It  is  my  personal  belief  that  carcinoma  is 

an  infection  and,  whatever  the  type  of  organ- 
ism may  be,  it  does  not  grow  in  the  presence  of 
streptococcic  infection.  Whether  streptococci 
have  anything  to  do  with  chronic  irritations  of 
the  intestine  I do  not ‘know,  but  have  seen  sev- 
eral cases  where  patients  were  operated  upon 
for  mammary  carcinoma  followed  by  terrific 
streptoccic  infection  attended  by  a tremendous 
amount  of  sloughing.  Three  of  these  patients 
have  lived  eight,  nine  and  ten  years  respectively. 
s;nce  the  original  operations  without  recurrence 
of  the  disease.  I believe  Dr.  Hanes  will  agree 
with  me  that  the  type  of  infection  in  the  large 
intestine  may  be  the  same  as  I have  mentioned 
occurring  in  the  breast. 

As  to  the  method  of  operative  procedure  in 
malignancy  of  the  large  intestine:  If  it  is  on 

the  right  side,  involving  the  cecum  and  hepatic 
flexure,  operation  may  be  performed  with  per- 
fect safety  in  one  stage.  If  malignancy  exists 
in  the  transeverse  colon  or  splenic  flexure  and 
descending  colon,  operation  must  be  performed 
in  two  stages.  The  first  sten  in  colostomv  to  re- 
lieve obstruction,  tension  and  divert  the  fecal 
current,  the  radical  removal  of  the  involved  tis- 
sues being  accomplished  secondarily.  The  two- 
stage  operation  is  the  best  method  of  handling 
these  serious  cases  so  far  as  the  immediate  mor- 
tality and  so  far  as  the  nrospect  of  permanency 
of  cure  may  b-;  cor.  -erned. 

Recurrent  Fever  Treatment  of  Chronic  Er»i- 
'iemie  FnceoIwJitis. — Marcus.  Fling  and  Hoelund 
maculated  natients  suffering:  from  chronic  eni- 
demic  encenhalitis  with  an  emulsion  nrenared 
from  Snirochaeta  duttoni.  From  1 to  2 cc.  of 
thp  emulsion  was  injected  in  the  tricens.  This 
induced  a naroxysm  of  recurrent  fever  two  or 
three  davs  later,  succeeded  bv  three  or  fine  fur- 
ther paroxysms.  The  recurrent,  fever  disao- 
reared  snontaneouslv.  Eleven  of  eighteen 
natients  thus  treated  nresented  a crave  form 
of  enidemic  encenhalitis  of  from  three  to  six 
years’  standing.  Thirteen  of  the  natients  were 
under  observation  from  one  to  three  and  one- 
half  months  after  the  inoculation.  In  twelve, 
there  was  marked  imnrovement.  which  was  main- 
tained in  all,  and  in  some  was  even  n^og^ssing. 
Experiments  are  being  carried  on  to  determine 
the  mechanism  of  action  of  recurrent  fever  on 
the  encephalitic  process. 
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SYMPOSIUM  ON  EXOPHTHALMIC  GOITER 
EXOPHTHALMIC  GOITER* 
ETIOLOGY  AND  PATHOLOGY. 

By  E.  L.  Pirkey,  Louisville. 

Etiology:  Exophthalmic  goiter  has  been 

observed  with  much  greater  frequency  in 
women  than  in  men,  but  is -not  unknown  in 
the  latter  sex.  The  disease  is  most  common 
in  females  between  twenty  and  forty  years 
of  age,  although  cases  have  been  reported  in 
both  extremes  of  life.  Quite  young  children 
have  been  known  to  have*  the  disease,  as  have 
also  individuals  of  both  sexes  beyond  the  age 
of  sixty  years.  Severe  cases  have  been  en- 
counted  in  msjes  between  twenty  and  thirty 
years  old. 

The  influence  of  heredity  in  the  develop- 
ment of  exophthalmic  goiter  is  undoubted, 
and  several  members  of  the  same  family  may 
be  attacked.  Many  such  instances  may  be 
found  in  the  literature.  Persons  with  an 
extremely  sensitive  nervous  organization,  or 
those  possessing  so-called  “nervous  instabil- 
ity,” seem  especially  prone  to  the  disease 

Exophthalmic  goiter  has  occasionally  fol- 
lowed the  infliction  of  severe  trauma,  parti- 
cularly about  the  head  and  neck.  It  has  also 
been  noted  following  various  devitalizing  con- 
stitutional disorders,  especially  acute  systemic 
infections.  It  has  been  claimed  that  the  ad- 
renal glands  are  functionally  deficient  in 
every  case  of  exophthalmic  goiter. 

Among  the  contributing  or  exciting  causa 
tive  factors  may  be  mentioned:  Severe  emo- 
tional disturbances,  worry,  fright,  prolonged 
mental  or  physical  strain,  etc.  The  disease 
may  also  occur  secondarily  as  a complication 
during  the  course  of  simple  goiter ; and  as  a 
concomitant  of  certain  nasal  affections,  in 
pregnancy,  etc.  The  latter  varieties,  how- 
ever, are  to  be  distinguished  from  the  pri- 
mary or  essential  form.  In  any  event  the 
patients  are  usually  neurotic  or  hysterical, 
and  there  is  often  noted  a family  tendency  to 
nervous  affections. 

The  accompanying  exophthalmos  probably 
resxilts  from  the  eye  being  pushed  forward 
due  to  pressure  of  dilated  vessels,  by  in- 
creased vascularity,  by  edema,  by  hyper- 
plasia of  fat  posterior  to  the  eye,  and  by  con- 
traction of  muscular  tissue  covering  the 
spheno-maxillarv  fissure.  A combination  of 
these  causative  factors  may  exist  in  any  case. 

Pathology:  The  pathology  of  exophthal- 

mic goiter  seems  to  be  “an  over-secretion  on 
tbe  part  of  the  thyroid  gland.”  It  is  well 
known  that  in  this  disease  the  thyroid  gland 
may  or  may  not  be  enlarged.  Tn  some  o*" 

*Reed  before  the  Jefferson  County  Medical  Society. 


the  most  severe  cases  reported  there  was  no 
appreciable  thyroid  enlargement. 

Some  authorities  believe  that  in  all  cases 
there  exists  paralysis  of  the  vaso-motor  nerves 
supplying  the  thyroid  vessels,  with  cor- 
responding undue  stimulation  of  the  accel- 
erating nervous  mechanism. 

Thyroid  enlargement  is  due  to  dilatation 
of  its  vessels,  serous  infiltration,  and  later 
hyperplasia  or  hypertrophy. 

EXOPHTHALMIC  GOITER* 
SYMPTOMS  AND  DIAGNOSIS. 

By  A.  R.  Bizot,  Louisville. 

Only  a relative  accuracy  as  to  pathog- 
nomonic signs  can  be  established  in  a given 
case  of  exophthalmic  goiter,  as  the  symptoma- 
tology is  different  in  different  patients,  and 
different  in  the  same  patient  at  different 
times. 

Tachycardia  is  usually  a predominating 
and  permanent  sign.  Tachycardia  and 
nervousness  should  always  arouse  our  sus- 
picions of  Basedow’s  disease.  Tt  is  not  read 
ily  controlled  by  cardiac  medication,  and  not 
altered  during  sleep  (toxicity).  A pulse  rate 
ranging  from  90  to  200,  frequently  associated 
with  palpitation  and  dyspnea,  causes  the  pa- 
tient to  seek  medical  relief. 

The  thyroid  gland  may  or  may  not  be  en- 
larged. Rarely  there  is  unilateral  involve- 
ment, and  sometimes  one-sided  more  than  the 
other;  it  is  enlarged  in  90  per  cent  of  cases. 
The  size  of  the  gland  bears  no  relation  to 
toxicity. . Arterial  swirr,  hums,  or  bruits 
may  be  heard  at  times  over  areas  of  the  gland. 
(I  now  have  under  observation  a case  where 
there  is  no  thyroid  enlargement  but  a sub- 
sternal  bruit). 

Exophthalmos  may  or  may  not  exist.  It  is 
absent  in  the  early  cases  in  20  to  40  per  cent, 
but  after  two  years  is  present  in  90  per 
cent.  Tt  is  sometimes  remittent,  and  if  so  it 
is  usually  in  common  with  remittance  in  size 
of  the  gland,  then  there  may  be  temporary 
amelioration  of  all  symptoms.  The  eye  pro 
trusion  may  be  limited,  or  to  the  point  of 
almost  dislocation  of  the  eyeball.  It  may 
be  unilateral.  Sometimes — but  rarely — a 

hum  can  be  heard  over  the  eyeball.  Ocular 
tests, — Baston.  von  Grafe.  Kocher.  Moebius, 
Dalrvmaple,  Stellwag,  and  others,  which  are 
due  to  eye  involvement,  may  be  positive  or 
negative. 

Tremors  and  nervousness  are,  practically 
speaking,  always  to  a greater  or  lesser  de- 
gree present.  Tremors  can  best  be  establish- 
ed by  outstretched  arms  and  fingers  sepa- 
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rated : Nevertheless,  all  who  tremble  are  not 
Graves’  beginners. 

Weight  loss  is  characteristic,  gradual  or 
rapid,  even  to  the  point  of  five  to  eleven 
pounds  per  week,  despite  a good  appetite. 

Fatigue  and  pain,  though  not  ever-present 
symtoms,  yet  a continual  fatigue  not  relieved 
by  sleep,  and  fulgurating  pains  in  the  ex- 
tremities aggravated  by  the  recumbent  posi- 
tion, are  significant. 

Epiphenomena : Anorexia,  arrhythmia,  ac- 
cessory glands  (thyroid),  anemia  secundus, 
cardiac  hypertrophy,  dilatation  or  myopathia, 
chorea  of  tetanic  type,  diarrhea,  dyspnea, 
diminution  of  polymorphoneutrophiles  and 
coagulability  of  the  blood,  epiphora,  emotion- 
alism, hysteria  insomnia,  leucopenia,  pyrexia 
nephritis,  gastro-intestinal  and  menstrual  dis- 
orders. 

Diagnosis 

Typical  cases  require  little  thought. 
Atypical  and  early  cases  require  the  fore- 
going knowledge  and  aid  of  the  laboratory. 
Basal  metabolism  is  unreliable,  from  minus 
10  to  plus  10  being  normal ; it  ranges  to  plus 
100  and  more,  although  that  alone  does  not 
establish  the  diagnosis.  The  Basdowian  syn- 
drome plus  increased  basal  metabolic  rate 
plus  loss  of  vital  capacity  and  increase  1 
hyperglycemia  are  to  date  the  truest  indica- 
tions upon  which  to  base  a positive  diagnosis. 

The  adrenalin,  pituitary  and  thyroid  tests 
are  pertinent  and  confirmatory.  Roetgen-ray 
examination  is  indispensable  from  a differ- 
ential standpoint. 

Differential  Diagnosis 

It  is  well  to  bear  in  mind  that  exophthalmic 
goiter  may  be  associated  with  other  affections, 
and  vice  versa. 

Primary  hyperplastic,  non-hyperplastic, 
colloid  and  cystic  goiter ; toxemias  from  other 
causes,  such  as  lead,  arsenic,  etc.;  neuras- 
thenia, hysteria,  paroxysmal  tachycardia, 
tuberculosis,  angina  pectoris,  Addison’s  dis- 
ease, diabetes,  and  many  other  neurotic  and 
depleting  conditions,  can  readily  be  differen- 
tiated by  the  history,  the  cardinal  or  pathog- 
nomic symptoms  of  the  disease  in  question, 
and  the  absence  of  the  Basdowian  syndrome, 
plus  the  aforesaid  laboratory  aids. 

Aneurisms  call  into  action  the  roentgen - 
ray.  Malignant  thyroid,  tumors  behind 
the  eyeball  are  best  differentiated  post-opera- 
tive when  the  near-pathognomic  symptoms  of 
Graves’  disease  have  failed. 


Permeability  of  Lung  Alveoli  to  Drugs  and 
Bacteria. — Hirakawa  found  that  the  normal 
alveoli  of  the  lungs  of  the  rabbit  are  easily 
permeated  by  solutions  of  drugs  which  show  al- 
most the  properties  of  crystalloids  and  are  al- 
most not  permeated  by  bacterial  suspensions. 


THE  SURGICAL  TREATMENT  OF 
EXOPHTHALMIC  GOITER* 

By  John  R.  Wathen,  Louisville. 

Before  discussing  the  surgical  treatment  of 
exophthalmic  goiter,  it  is  well  to  distinguish 
this  pathological  entity  from  the  other  dis- 
eases of  the  thyroid  gland  and  clearly  define 
this  disease. 

Exophthalmic  goiter  presents  a classic 
syndrome  of  a constitutional  disease  due  to 
an  abnormal  and  excessive  secretion  of  the 
hyperplastic  thyroid  gland.  It  is  usually 
accompanied  by  exophthalmos,  tremors, 
tachycardia,  a tendency  to  gastro-intestinal 
crises  of  vomiting  and  diarrhea,  and  often 
attacks  of  profuse  perspiration.  Exophthal- 
mic goiter  is  characterized  by  an  increased 
basal  metabolic  rate.  It  must  not  be  con- 
fused with  toxic  adenoma,  a disease  which 
usually  occurs  later  in  life  and  one  which  is 
much  slower  in  developing. 

The  surgical  treatment  of  exophthalmic 
goiter  has  of  late  years  undergone  many 
changes  and  the  mortality  with  the  present 
day  methods  compares  favorably  with  that  of 
almost  any  other  major  operation,  due  largely 
to  the  many  improvements  not  only  in  tech- 
nic but  also  in  the  pre-operative  prepara- 
tion of  the  patients,  and  a better  understand- 
ing of  the  jifter-treatment  and  avoidance  of 
the  distressing  and  often  fatal  crisis  following 
thyroidectomy. 

The  two  stage  operation,  i.  e.  a polar  liga- 
tion under  local  anaesthesia,  followed  later 
by  a more  radical  procedure,  has  in  goiter 
work  rendered  great  assistance  in  curing  the 
most  severe  cases  just  as  similar  methods  of 
two  stage  operations  in  other  serious  surgical 
conditions,  whose  mortality  has  been  greatly 
reduced,  and  factors  of  safety  have  been 
understood  and  appreciated. 

Our  preparatory  treatment  in  recent  years 
has  undergone  many  rather  radical  changes 
and  old  teachings  and  ideas  have  been  dis- 
carded for  better  and  surer  methods. 

Absolute  rest  in  bed  is  not  insisted  upon, 
but  only  partially  so  and  bromides  and  ver- 
onol  associated  with  some  form  of  iodine  have 
proven  the  best  and  most  reliable  remedies. 
Heart  tonics,  like  digitalis  and  stroplianthus, 
are  of  less  value  than  formerly  believed  to 
reduce  the  tachycardia. 

Iodine  administered  for  from  five  to  ten 
day  prior  to  any  operative  procedure  stands 
today  throughout  the  surgical  world  as  the 
remedy  par-excellence.  It  is  little  short  of 
marvelous  to  see  bow,  after  its  administration 
for  a few  days,  these  patients  become  quiet, 
the  pulse  improves,  the  vomiting  and  diar- 
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rliea  disappear  and  the  basal  metabolic  rate 
is  often  temporally  reduced  to  nearly  one- 
half. 

While  Lugol’s  solution  of  iodine  has  been 
rather  widely  used  in  this  country,  the  writer 
much  prefers  sodium  iodide  as  being  more 
pleasant  to  take  and  contains  a larger  per- 
centage of  iodine.  It  must  not  be  understood 
that  iodine  is  a permanent  curative  agent  in 
exophthalmic  goiter  as  it  is  in  the  adolescent 
goiter  of  the  adenomatous  type  seen  in  young 
girls.  In  fact  it  has  been  pointed  out  by 
Kocher  and  .others  that  it  is  a very  dangerous 
remedy  when  given  over  a long  period  in 
Graves’  disease. 

The  radical  operation  of  thyroidectomy  is 
seldom  indicated  as  a first  procedure  in 
exophthalmic  goiter  and  never  indicated  in 
the  severe  cases. 

Ligations  under  local  anaesthesia  by  nova- 
cain  are  safer  and  have  been  so  satisfactory 
when  the  patient  has  been  given  the  correct 
preparation  and  the  proper  time  in  the  course 
of  the  disease  has  been  selected,  that  the 
writer  believes  in  a large  percentage  of  early 
cases  this  treatment  after  several  months  have 
passed  will  be  found  all  that  is  needed. 

Those  cases  which  are  not  permanently  re- 
lieved by  ligations,  stand  radical  operations 
well,  and  by  not  attempting  removal  of  too 
much  of  the  thyroid  gland  at  one  operation 
can  be  greatly  benefited  or  permenantly 
cured. 

It  is  with  some  hesitation  that  I approach 
the  technic  of  operations  on  the  thyroid  gland 
in  exophthalmic  goiter  for  the  reason  that  no 
fixed  rule  can  apply  to  every  case,  and  the 
individual  patient  and  gland  require  special 
consideration. 

We  are  firmly  convinced  that  less  tissue 
should  be  left  behind  in  toxic  goiters  than 
in  simple  adenomatous  types,  but  just  how 
much  should  be  removed  will  always  be  an  in- 
dividual question. 

We  should  avoid  dissection  too  close  to  the 
trachea  and  undue  exposure  of  nerves  in  this 
region,  not  only  the  recurrent  laryngeals  but 
those  supplying  the  mucous  membrane  on  in- 
side of  trachea. 

Abundant  drainage  is  very  essential  in 
these  toxic  goiter  operations,  and  by  so  pro- 
viding most  of  the  severe  crises  will  be 
avoided. 

With  a proper  preparation,  carefully 
selected  technic,  and  correct  after-treatment, 
and  other  means  so  common  in  recent  years 
the  mortality  rate  has  been  reduced  by  the 
best  operators  to  about  tw'o  per  cent  for 
exophthalmic  goiter  cases,  but  in  non-toxic 
goiters  it  has  been  reduced  to  even  one-half 
of  this  rate. 


Conclusions : The  surgical  treatment  of 

exophthalmic  goiter  has  progressed  to  such 
a stage  that  the  danger  of  reactions  follow- 
ing operations  and  the  avoidance  of  operative 
and  post-operative  complications  by  careful 
preliminary  treatment  and  after  care,  has 
been  reduced  to  such  a minimum  that  the 
mortality  and  the  results  compare  yery  fav- 
orably with  any  other  major  surgical  pro- 
cedure, and  leave  little  excuse  for  delay  in 
advising  early  and  prompt  surgical  interven- 
tion. 

RADIATION  TREATMENT  OF  EXOPH- 
THALMIC GOITER* 

By  Charles  D.  Enfield,  Louisville. 

In  this  brief  discussion  of  the  radiation 
treatment  of  exophthalmic  goiter,  I shall  eon- 
tine  myself  very  largely  to  my  own  experience 
which,  while  not  extensive,  extends  over  a 
period  of  about  ten  years.  I do  this  for 
two  reasons : in  the  first  place,  the  cases  which 
I have  myself  handled  are  the  ones  with 
which  1 am  familiar  and  about  which  I am 
qualified  to  speak.  In  the  second  place,  tech- 
nique in  radialion  treatment  oi  the  thyroid 
varies  probably  quite  as  much  as  does  tlie 
surgical  handling  of  the  gland.  Many  forms 
of  radiation  approach  have  been  tried,  some 
with  very  satisfactory  results,  others  with 
very  bad  results  and  it  is  no  more  fitting  that 
radiation  treatment,  as  such,  should  be  blamed 
lor  the  unfortunate  results  of  its  misapplica- 
tion than  that  surgery,  as  a whole,  should 
be  compelled  to  carry  the  burden  of  the  mis- 
takes of  the  occasional  inefficient  operator. 

Eophthalmic  goiter  may  be  handled 
from  the  radiation  standpoint  either  with  x- 
rays  or  with  radium.  It  is  probable  that  the 
end  result  from  the  two  forms  of  treatment 
are  much  the  same  and  that  the  chief  ad- 
vantage of  radium,  here  as  elsewhere,  is 
its  occasional  (greater  applicability.  With 
regard  to  the  thyroid,  this  feature  expresses 
itself  in  the  possibility  of  treating  a bed-fast 
patient  with  radium  without  incurring  the 
strain  and  excitement  incident  to  taking  the 
patient  to  an  x-ray  laboratory  or  to  the  x-ray 
department  of  a hospital.  Gamma  radiation 
alone  is  used  for  exophthalmic  goiter,  with 
the  applicator  some  distance  from  the  skin  so 
that  no  skin  effect  whatever  occurs. 

In  most  instances  we  prefer  to  use  x-rays 
and  I shall  briefly  describe  the  plan  of  treat- 
ment we  follow. 

No  attempt  is  made  to  formulate  a routine 
treatment  which  shall  be  suitable  for  all 
cases.  The  rays  used  are  of  medium  pene- 
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tration  in  the  neighborhood  of  one  hundred 
and  twenty  peak  kilovolts  with  a filtration 
of  four  or  five  nun.  of  aluminum.  The  appli- 
cations are  made  through  three  ports  of  entry, 
one  over  each  lateral  lobe  of  the  thyroid  and 
one  over  the  thymus  region,  the  latter  for  the 
reason  that  most  clinicians  believe  the  thymus 
plays  a part  in  the  symptom-complex  of 
exophthalmic  goiter.  Treatments  are  ad- 
ministered at  intervals  of  one,  two  or  three 
weeks,  and  the  time  of  the  individual  treat- 
ment is  varied  in  accordance  with  the  pa- 
tient’s clinical  condition  and  with  the  fre- 
quency of  the  treatments.  No  effect  on  the 
skin  is  produced  at  any  time,  either  during 
or  after  treatment.  Histological  and  clinical 
investigations  have  shown  that  it  is  possible, 
by  means  of  radiations  of  this  general  charac- 
ter, to  produce  almost  any  desired  degree  of 
atrophy  of  the  glandular  tissue  of  the  thy- 
roid, so  that  the  treatment  may  logically  be 
expected  to  control  the  symptoms  of  exoph- 
thalmic goiter  in  so  far  as  they  are  dependent 
upon  an  increase  in  the  quantity  or  activity 
of  the  glandular  tissue  of  the  thyroid. 

Treatment  should  be  controlled  by  obser- 
vation of  the  clinical  symptoms  as  well  as  by 
more  or  less  frequent  determinations  of  the 
basal  metabolic  rate. 

In  most  instances,  rest  in  some  degree  is 
an  essential  part  of  the  treatment,  although, 
as  a matter  of  fact,  very  few  of  the  cases 
on  which  these  opinions  are  based  have  the 
patients  been  confined  to  bed  during  any 
part  of  the  treatment.  With  the  exception 
of  iodine,  we  have  seen  no  consistent  benefit 
from  any  other  adjuvants  than  rest. 

I have  seen  no  unfavorable  results  from 
x-ray  treatment  in  these  conditions.  Occas- 
sional instances  have  been  reported  in  which 
treatment  was  apparently  followed  by  the 
liberation  of  an  overwhelming  amount  of 
thyroxin  with  consequent  disastrous  results 
to  the  patient.  I believe  that  these  undoubt- 
edly authentic  occurrences  have  been  due  to 
too  vigorous  an  initial  treatment.  I believe 
that  they  can  be  avoided  by  adapting  the 
treatment  to  the  case  of  the  extremely  ill 
patient,  if  indeed  it  seems  advisable  to  treat 
such  a patient  at  all  without  a preliminary 
period  of  rest  and  general  medical  care. 

With  regard  to  the  selection  of  cases  for 
radiation  treatment : The  extremely  ill 

patient  with  serious  cardiac  impairment  and 
perhaps  impairment  of  the  nervous  system  as 
well,  is  a poor  prospect  for  any  sort  of  active 
treatment  and  should  certainly  receive  a very 
little  x-ray  unless  conditions  can  be  made  to 
improve  by  other  measures.  I believe  tliai 
all  other  types  of  exophthalmic  goiter  pa- 
tients may  be  safely  treated  by  radiations  with 


a fair  prospect  of  partial  or  complete  success. 

1 sliould  nke  to  protest  against  tne  tendency 
to  burden  tiie  statistics  of  radiation  treatment 
with  a ratner  common  type  oi  case,  vvlncii 
is  often  referred  for  ‘‘a  few  x-ray  treat- 
ments." 1 allude  to  the  nervous  woman,  wno 
lias  neither  exophihaimos,  tremor,  nor  eye 
signs  and  whose  basal  rate  is  very  slightly, 
if  at  all,  increased;  but  who  is  irritable, 
nervous,  apprehensive  and  "hard  to  get  any- 
where witn,  ” from  the  therapeutic  stand- 
point. These  individuals  are  mainly  psy- 
chasthenic and  if  the  thyroid  enters  into  tlie 
complex  at  all,  it  is  not  to  a sufficient  degree 
to  render  the  prognosis  from  radiation  treat- 
ment at  ail  bright.  1 have  treated  a number 
of  such  cases,  always  without  much  hope  and 
usually  without  any  result,  except  a general 
dissatisfaction  on  the  part  of  the  patient  and 
the  doctor.  This  is  not  a shortcoming  of 
radiation  therapy,  but  merely  an  instance  of 
poor  judgment  on  the  part  of  radiologist. 

On  the  other  hand,  I believe  that  the  fre- 
quency observed  type  of  case  with  evident 
hyperthyroidism  and  with  accompanying  in- 
fected tonsils  is  peculiarly  suitable  for  radia- 
tion treatment,  in  that  this  treatment  is  apt 
to  influence  favorably  the  tonsils  as  well  as 
the  thyroid. 

The  advantages  of  radiation  treatment  have 
been  well  outlined  by  Seymour:  First,  there 
are  no  fatalities ; second,  there  is  no  resulting 
scar ; third,  there  is  no  interference  with  the 
patient ’s  occupation ; fourth,  the  treatment  is 
painless  and  causes  very  little  inconvenience 
and  very  little  loss  of  time;  fifth,  if  unsuc- 
cessful, an  operation  may  still  be  performed. 

An  additional  advantage  is  the  relative 
ease  with  which  patients  are  persuaded  to 
undergo  any  non-surgical  form  of  treatment. 

As  to  results,  those  in  the  series  of  about 
one  hundred  and  fifty  cases  on  which  these 
opinions  are  based,  have  been  quite  satis- 
factory. Most  of  the  patients  have  been,  so 
far  as  I am  able  to  ascertain  from  time  to 
time,  relieved  of  their  symptoms  in  an  ap- 
parently permanent  way.  In  some  instances 
it  has  been  necessary  to  give  a second  course 
of  treatments  after  the  basal  metabolic  rate 
had  been  brought  to  normal  and  we  thought 
we  were  through.  In  most  of  these  instances 
the  second  treatment  has  again  been  followed 
by  relief,-  this  time  apparently  permanent. 
In  certain  instances  the  disease  has  proven 
refractory  from  the  start  and  little  benefiit 
has  been  observed  . Some  of  the  patients,  as 
nearly  as  I am  able  to  estimate  about  10  per 
cent  of  the  total,  have  come  to  operation 
either  through  failure  of  the  treatment  or 
through  impatience  to  get  results.  On  the 
other  hand,  some  of  them  when  treatment  was 
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undertaken,  had  already  been  operated  upon 
without  permanent  benefit.  It  is  only  fair 
to  say  that  most  of  the  cases  have  been  rather 
mild,  although  very  definite  ones  and  that 
most  of  them  have  been  referred  by  internists 
who  felt  that  they  were  not  sufficiently  severe 
to  make  operation  imperative.  An  undoubted 
drawback  to  this  form  of  treatment  is  the 
fact  that  it  occupies  considerable  time  and 
that  results  are  not  secured  for  several  weeks 
This  is  a disadvantage  to  a patient  who  is 
sufficiently  ill  to  be  unable  to  work  and  who, 
for  economic  reasons,  must  have  prompt  re- 
sults; in  other  words,  the  type  of  individual 
who  can  afford  to  live  or  to  die  but  not  to  be 
ill  for  an  indefinite  period. 

Some  surgeons,  perhaps  the  majority,  seem 
to  feel  that  preliminary  radiation  renders 
subsequent  operation  more  difficult  and  per- 
haps more  hazardous.  Others  feel  that  the  ra- 
diated thyroid  can  be  operated  as  safely  and 
as  successfully  as  the  untreated  one.  I believe 
that  we  have  in  Louisville  prominent  expon 
ents  of  both  beliefs.  This,  perhaps,  is  a mat- 
ter of  the  technique  which  the  individual 
operator  employs. 

To  summarize:  my  own  feeling  is  that  the 
patient  who  has  a denite  exophthalmic  goiter, 
but  who  has  not  suffered  irreparable  damage 
to  the  heart  or  nervous  system,  should  have 
a course  of  radiation  therapy  before  any 
operative  work  is  done.  This  proceeding, 
coupled  with  the  now  almost  universally  en- 
dorsed iodine  therapy  will  make  operation  un- 
necessary in  a certain  rather  large  percentage 
of  cases.  It  will  have  the  further  advantage 
of  bringing  patients  under  treatment  earlier 
through  the  knowledge  that  there  is  an  al- 
ternative to  operation  and  will,  therefore, 
probably  increase  the  number  of  satisfactory 
results  from  combined  treatment  without  de- 
creasing the  number  of  operative  cases.  The 
individual  who  fails  to  respond  to  x-ray,  as 
some  do;  or  who,  after  a satisfactory  initial 
response  becomes  worse  and  fails  to  respond 
again,  as  some  do,  should,  of  course,  be 
treated  surgically  Likewise,  the  individual 
who  has  had  technically  good  thyroid  surgery 
without  satisfactory  results  should,  of  course, 
be  given  the  benefit  of  radiation  treatment, 
which  in  some  cases  will  accomplish  what 
surgery  has  in  these  instances  failed  to  do. 
I believe  that  in  this  problem  as  in  the  can- 
cer problem,  the  ideal  plan  would  be  that 
these  patients  should  be  handled  by  the  in- 
ternist, the  surgeon  and  the  radiologist  in 
joint  and  frequent  consulation  without  bias 
and  without  prejudice. 


DISCUSSION 

J.  Mason  Morris:  i am  sure  that  we  all  know 
more  about  goiter  than  we  did  before  we  came 
here  tonignt.  We  feel  indebted  to  me  essayists 
for  the  eilorts  they  have  made  in  bringing  De- 
fore  us  tliese  papers  and  the  time  they  have 
spent  in  developing  them.  I think  we  owe  them 
a vote  of  thanks. 

I have  been  in  the  hospital  until  very  recent- 
ly, so  you  must  not  expect  anything  from  me  to- 
night. i had  a badly  infected  hand  and  gen- 
eral system  so  I was  unable  to  prepare  anything 
in  writing,  and  have  not  been  able  yet  to  make 
any  notes  tonight  with  reference  to  this  general 
suoject.  Knowing  that  I would  be  unable  to  do 
that  on  account  of  my  crippled  hand,  I made  a 
guess  as  to  what  the  gentlemen  might  say  and 
dictated  a few  ‘ines  which  I thought  might  cor- 
respond. 

The  universal  influence  of  thyroid  extract  on 
the  human  organism  has  been  known  since  the 
study  of  this  subject  by  scientific  men  in  the 
last  few  years.  The  term  exophthalmic  goiter 
is  an  unfortunate  one,  because  exophthalmos 
does  not  in  many  cases  exist;  it  never  exists  un- 
til late  in  the  disease ; neither  does  goiter  exist  in 
many  cases  until  late  in  the  disease.  That  is 
why  I say  the  term  is  unfortunate.  The  term 
hyperthyroidism  would  be  more  appropriate  for 
this  disease  than  exophthalmic  goiter. 

For  more  than  ten  decades  this  subject,  the 
study  of  hyperthyroidism,  has  been  before  scien- 
tific men,  and  yet  even  today  there  is  quite  a 
difference  of  opinion  as  to  the  function  of  the 
thyroid  gland  and  as  to  its  importance  in  the 
human  economy.  We  do  know,  however,  that 
these  symptoms  that  we  see  in  this  condition  are 
due  to  the  over-production  of  thyroid  secretion 
and  to  overflow  of  this  into  the  human  economy. 

Exophthalmic  goiter  has  no  geographical 
bounds,  it  is  fairly  well  distributed  over  the 
glone.  There  seems  to  be  no  doubt  but  environ- 
ment has  somethin  to  do  with  it.  As  one  speaker 
said  tonight,  however,  probably  heredity  has 
more  to  do  with  it.  It  is  unquestionably  true 
that  the  great  grandfather,  the  grandfather  and 
parents  and  the  child  may  be  affected.  In  many 
cases  this  trouble  has  been  traced  from  the  for- 
mer generation  down,  therefore  there  is  some- 
thing in  the  heredity  of  it.  We  know  also  that 
this  is  rarely  seen  in  the  negro  race.  I do  not 
know  whether  any  the  members  present  have 
seen  it  in  the  negro  or  not,  but  it  is  very  rare. 

In  regard  to  treatment  I shall  say  very  little: 
I will  only  mention  iodine  to  show  briefly  what 
difference  of  opinion  still  exists  among  differ- 
ent authorities  with  reference  to  the  iodine  treat- 
ment. If  you  will  read  the  Mayo  Clinics  you 
will  find  they  are  giving  preparatory  treatment 
in  every  case  they  expect  to  operate  on  with 
iodine.  The  records  of  their  clinics  show  that 
they  are  treating  every  single  case  of  hyperthy- 
roidism giving  preparatory  treatment  with 
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iodine,  the  length  of  time  it  is  given  depending 
on  the  condition  of  the  patient.  On  the  other 
hand  those  of  you  who  have  read  Bram,  who  has 
written  very  extensively  on  the  medical  treat- 
ment of  this  trouble,  have  noticed  that  he  claims 
there  is  no  surgical  treatment  for  it,  practically 
speaking,  he  states  that  iodine  has  no  particu- 
lar place  in  the  treatment,  that  the  large  major- 
ity of  cases  are  made  worse  by  the  use  of  iodine 
than  are  benefited.  Therefore  it  may  be  seen 
that  the  opinion  of  Bram,  who  has  devoted  many 
years  of  study  to  this  subject  is  just  opposite 
the  opinion  given  by  the  Mayos. 

Sajous  in  his  rather  extensive  work  on  the 
treatment  of  goiter,  states  that  removal  of  the 
tonsils  in  many  cases  benefits  the  trouble,  that  in 
his  experience  many  cases  of  exophthalmic  goit- 
er have  been  markedly  benefited  by  removal  of 
the  diseased  tonsils. 

If  you  will  pardon  me  for  giving  personal  ex- 
periences I am  going  to  report  two  cases  of 
goiter,  one  toxic  case,  the  other  a non-toxic 
case,  whom  I have  treated.  The  patients  were 
two  sisters  aged  fifty  and  fifty-five  years,  res- 
pectively. One  had  toxic  goiter,  the  other  non- 
toxic goiter.  They  were  treated  the  same  way 
for  a period  of  five  months.  I depended  rather 
largely  on  the  iodine  treatment  for  several 
months.  The  one  with  toxic  goiter  had  the  bene- 
fit of  roentgen-ray  exposures  for  a number  of 
months  which  the  other  one  did  not.  The  wom- 
an with  non-toxic  goiter  steadily  improved  under 
this  one  remedy — iodine — and  at  the  end  of  five 
or  six  months  the  goiter  had  disappeared,  the 
tumor  was  gone,  and  her  general  health  was  nor- 
mal. The  toxic  case  I treated  in  the  same  way. 
keeping  the  patient  in  bed  the  greater  part  of 
the  time,  and  gave  her  the  benefit  of  the  roent- 
gen-ray treatment,  but  her  symptoms  continu- 
ously became  worse,  her  cardiac  symptoms  and 
her  neurotic  condition,  loss  of  weight  and  all 
progressively  increased.  She  was  getting  de- 
cidedly worse.  The  reason  I treated  her  was  be- 
cause she  would  not  allow  me  to  take  her  to  a 
surgeon.  At  the  end  of  six  months  she  was  will- 
ing to  undergo  operative  treatment  and  the  sur- 
geon removed  about  four-fifths  of  the  gland. 
From  the  time  of  the  operation  her  symptoms 
began  to  improve,  she  began  to  improve  in  a 
general  way,  the  cardiac  symptoms  were  modi- 
fied. her  neurotic  conditions  were  modified,  and 
at  the  end  of  six  months  from  the  time  of  the 
operation  this  patient  is  absolutely  well.  She 
has  gained  nearly  fifty  pounds  in  weight  and  is 
a perfectly  normal  woman  so  far  as  T know. 
These  patients  both  recovered,  one  under  one 
line  of  treatment,  the  other  under  another. 

J.  Paul  Keith:  There  is  one  point  T want  to 
stress  and  that  is  the  statement  made  bv  Dr. 
Boggess  in  regard  to  the  pronhvlaxis  of  goiter, 
and  of  course  this  goes  into  the  field  of  the  gen- 
eral practitioner  as  he  sees  the  young  girls 
more  during  the  adolescent  period  than  any  of 


us.  It  is  my  opinion  that  most  goiters  are  pre- 
ventable at  some  time  and  a plain  talk  with 
the  mothers  of  young  girls  mentioned  by  Dr. 
Boggess  would  probably  prevent  a great  many  of 
the  serious  goiters  that  we  see  later.  As  to  the 
pathology,  I think  there  is  nothing  proven.  We 
are  all  treating  symptoms  to  a certain  extent, 
that  is  we  are  treating  hyper-thyroidism. 

As  to  the  two  methods  of  treatment,  surgery 
and  radiation:  The  surgeon,  as  I see  it,  makes 
a guess  as  to  how  much  of  the  thyroid  he  will 
remove.  This  is  a question  which  has  to  be  de- 
cided using  his  best  judgment  after  a careful 
study  of  the  case.  He  does  his  work  at  one 
fell  swoop  and  if  he  has  made  a mistake  in  his 
guess  he  cannot  undo  the  damage.  The  roent- 
genologist can  take  a little  more  time  and  if 
there  is  improvement  in  the  basal  metabolic  rate 
he  may  quit  a little  sooner  than  the  surgeon. 

I believe  that  every  patient  that  is  to  be  op- 
erated should  be  given  the  benefit  of  at  least 
three  weeks  complete  rest.  If  no  improvement 
is  shown  under  rest  by  that  time  it  should  be 
considered  a very  dangerous  case  as  the  mor- 
tality in  this  type  of  cases  is  very  high  and  it 
is  a serious  condition  to  attack  with  any  form 
of  treatment.  A great  deal  of  work  has  been 
done  from  the  roentgenological  side.  This  ques- 
tion was  very  carefully  studied  by  a combined 
committee  in  the  Massachusetts  General  Hos- 
pital five  years  ago  in  which  a series  of  200  cas- 
es were  investigated  to  furnish  us  information 
as  to  what  the  ro  ntgen-ray  would  do  in  hyper- 
thyridism.  This  committee  was  momposed  of 
two  surgeons,  one  roentgenologist  and  two  med- 
ical men.  The  report  made  by  the  surgeons  and 
also  by  the  other  members  of  the  committee 
seemed  to  bear  out  the  fact  that  the  majority  of 
thyroid  cases  were  greatly  benefitted,  a certain 
percentage  (possibly  30%)  were  cured  by 
roentgen-ray  treatment.  There  was  a small  per- 
centage of  them  in  which  no  benefit  was  de- 
rived. They  had  the  advantage,  however,  that 
surgical  treatment  could  be  given  later.  There 
is  a well  formed  idea  at  this  time  that  all  cases 
of  goiter  should  have  a thorough  understanding 
with  the  radiologist  before  they  consider  treat- 
ment for  experience  has  shown  that  four  months 
should  elapse  before  a decision  that  radiation 
was  of  no  benefit.  The  surgeon  on  this  commit- 
tee very  readily  agreed  that  with  surgical  pro- 
cedures four  months  would  he  as  soon  as  a cure 
could  be  effected  and  that  they  would  not  ex- 
pect any  more  of  the  roentgenologist.  The  treat- 
ment by  radiation  would  necessarily  cover  about 
four  months  time  with  the  necessary  rest  be- 
tween treatments.  The  surgeon  (Dr.  Richard- 
son) gives  a separate  report  in  which  he  savs 
that  this  is  not  the  report  of  the  committee  hut 
my  own  observation.  In  this  article  he  savs 
that  he  can  see  but  verv  little  difference  in  the 
operation  after  radiation  had  been  used,  that  pos 
sibly  there  might  be  a little  more  adhesions  at 
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times  but  not  any  more  than  he  had  always  seen 
after  the  two  stage  operation,  that  is  after  liga- 
tion had  been  done  preliminary  to  removal.  Of 
course,  in  the  treatment  by  the  roentgen-ray  we 
all  see  cases  just  as  Dr.  Boggess  described  to 
you  tonight,  in  which  there  is  very  little  hope  of 
doing  them  any  good.  Still  we  see  them  get 
clinically  well.  Of  course,  these  serious  cases 
have  been  made  clinically  well  by  surgery  also. 
The  mortality  from  surgery  I had  understood 
was  a little  higher  than  Dr.  Wathen  quoted  to- 
night. That  is,  2°/0  for  the  exopthalmic  type 
and  we  believe  he  said  under  ordinary  methods 
with  simple  goiter  the  mortality  was  one-half 
of  \°/0.  My  idea  was  that  the  mortality  ranged 
somewhere  betwen  4 and  5%.  Of  course  there 
is  no  mortality  under  the  roentgen-ray  treat- 
ment and  you  still  have  surgery  1eft  in  case  no 
benefit  is  derived  from  radiation.  I believe  this 
is  a subject  that  should  be  studied  by  all  of  us 
with  as  much  impartiality  as  possible  between 
surgeons,  medical  men  and  roentgenologists  and 
we  ought  not  to  expect  that  these  patients  should 
be  turned  loose  after  either  surgery  or  roent- 
gen-ray treatment  without  being  under  the  care- 
ful supervision  of  a competent  medical  man  for 
a period  of  several  years. 

J.  Garland  Sherrill:  The  best  thing  said  here 
tonight  was  by  Dr.  Boggess  about  the  preventioii 
of  goiter.  The  work  of  Marine  has  shown  us 
very  positively  that  by  having  young  persons  at 
the  pubertal  age,  particularly  girls,  given  small 
doses  of  iodine  we  can  prevent  the  beginning  of 
thyroid  enlargement  at  that  time.  Every  en- 
larged thyroid  gland  is  a potential  goiter  case 
and  by  taking  them  in  time  we  can  prevent  its 
development.  The  simple  types  of  goiter  occur- 
ring in  adolescence  can  be  prevented  in  the  same 
way.  In  other  words,  there  is  an  infective  con- 
dition which  produces  its  effect  upon  the  thy- 
roid gland.  Lane  has  tried  to  make  us  see  that 
this  is  due  to  an  infection  from  the  colon,  but 
we  must  admit  there  are  many  other  sites  of 
focal  infection  in  the  body,  which,  when  re- 
moved, permit  the  subsidence  of  goiter  even  of 
the  exophthalmic  type.  We  will  probably  know 
more  about  this  feature  in  the  future. 

This  is  one  subject  upon  which  there  should 
not  he  any  cause  for  discussion  between  the  ro- 
entgenologist, the  general  practitioner  and  the 
surgeon.  The  treatment  includes  all  of  them. 
The  proper  treatment  of  goiter  requires  more 
skill  than  perhaps  any  one  man  possesses,  there- 
fore it  should  be  conducted  by  a council  of  the 
best  men  obtainable  in  medicine,  surgery  and 
radiology. 

The  best  treatment  I have  found  consists  of 
rest  in  bed.  the  application  of  cold  for  the  rapid 
heart  action,  the  roentgen-ray  used  judiciously, 
and  iodine  given  cautiously.  Iodim*  should  not 
be  given  to  the  toxic  goiter  patient  in  large  dos- 
es; it  should  be  given  in  small  doses  and  only 
for  a short  period  of  time,  because  if  continued 


beyond  this  period  it  will  overwhelm  the  thy- 
roid and  it  will  be  unable  to  take  care  of  the 
poison  present.  If  the  active  or  passive  cause 
of  the  goiter  can  be  found,  that  should  be  re- 
moved first,  and  then  apply  ice  to  the  ) recordial 
area  and  institute  such  other  measures  as  may 
oe  required.  We  should  not  give  all  the  credit 
to  drugs  for  remission  of  symptoms,  because  not 
infrequently  these  patients  have  marked  remis- 
sions without  treatment.  The  patient  should 
not  be  operated  upon  during  the  height  of  the 
symptoms,  but  surgery  should  be  deferred  until 
there  is  a remission. 

I believe  the  roentgen-ray,  as  shown  by  Dr. 
Edward  Richardson,  who  read  a paper  before 
the  Southern  Surgical  Association,  properly  and 
judiciously  used  will  benefit  most  of  these  pa- 
tients. However,  that  nine  per  cent  of  cases 
of  toxic  goiter  can  be  cured  by  medicine,  I do 
not  believe.  The  most  important  thing  in  the 
treatment  of  goiter  is  that  we  should  not  permit 
the  disease  to  progress  to  the  point  where  the 
cardiac  muscle  is  exhausted  or  has  become  dis- 
eased before  proper  measures  are  applied. 
Whenever  that  point  is  reached  the  patient  is 
very  ill,  and  even  though  the  goiter  or  its  cause 
be  then  removed  it  takes  a long  time  for  the 
heart  to  regain  its  muscular  power. 

Surgical  treatment,  in  my  opinion,  is  abso- 
lutely demanded  in  all  toxic  adenomata  of  the 
thyroid.  It  has  been  my  experience  that  relief 
cannot  be  secured  in  any  other  way.  In  exoph- 
thalmic goiter  surgery  is  indicated  when  it  is 
applied  in  the  early  stages  when  operation  will 
be  safe,  or  other  methods  have  been  tried  and 
found  unavailing.  Preliminary  treatment  is  al- 
ways required  before  resorting  to  operation. 
However,  I believe  that  preliminary  polar  liga- 
tion is  a myth,  notwithstanding  the  wonderful 
work  that  has  been  done  by  Crile  and  the 
splendid  showing  he  makes  after  ligation  of  the 
thyroid  vessels.  We  must  remember  that  there 
are  five  vessels  supplying  the  thyroid  gland. 
Therefore  if  one  of  them  be  ligated  the  blood 
supply  is  reduced  just  twenty  per  cent;  with  im- 
mediate restoration  of  the  circulation  by  anas- 
tomosis; if  another  vessel  be  ligated,  the  same 
thing  happens.  It  would  be  necessary  to  ligate 
four  of  these  vessels  to  reduce  the  blood  supply 
sufficiently  to  prevent  thyrotoxicosis.  I believe 
it  is  better  to  perform  thyroidectomy.  The  sur- 
geon can  estimate  from  proper  study  of  the  pa- 
tient how  much  of  the  gland  should  be  removed. 
If  too  much  is  removed  thyroid  gland  substance 
must  then  be  administered.  The  tendency  is 
to  remove  too  little  rather  than  too  much.  I do 
not  believe  roentgen-ray  treatment  prior  to  op- 
eration particularly  embarrasses  the  surgeon. 
Surgery  in  these  cases  should  be  done  with  the 
least  possible  trauma  to  the  thyroid  gland,  be- 
cause saueezing  the  “juice”  from  the  gland  in- 
to the  tissues  may  cause  increase  of  cardiac 
symptoms  after  operations  from  absorption. 
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Goiter  operations  should  be  done  in  many 
cases  under  local  anesthesia.  We  must  bear  in 
mind  one  thing  that  was  taught  by  Kocher,  of 
Berne,  that  if  the  skin  is  well  cocainized  the  pa- 
tient will  have  no  pain  during  the  operation. 
The  tissues  underneath  do  not  have  to  be  anes- 
thetized. 

The  most  important  feature  is  to  try  and  pre- 
vent goiter,  as  mentioned  by  Dr.  Boggess,  but 
if  the  disease  has  already  developed  when  the 
patient  comes  under  observation  and  operation 
is  decided  upon,  manipulation  of  the  gland 
should  not  be  too  forecful  for  the  reason  I have 
already  stated. 

J.  Hunter  Peak:  I am  exceedingly  thankful  to 
all  the  men  who  have  read  papers  and  discussed 
the  subject,  and  particularly  to  Dr.  Boggess  and 
Dr.  Simpson,  for  the  manner  in  which  they  have 
discussed  it.  I only  want  to  say  a few  words  so 
far  as  the  surgical  side  is  concerned.  There  are 
two  types  only  in  which  the  surgeon  is  interest- 
ed, viz:  cystic  goiter  and  hyperlastic  goiter; 
both  are  tumors.  Cystic  goiter  may  exist  for  a 
long  time  without  doing  any  harm  to  the  pa- 
tient. Through  the  process  of  degeneration  a 
hyperplastic  goiter  may  become  cystic.  In  sim- 
ple cyst  of  the  gland  there  may  be  no  symptoms 
of  hyperthyroidism  at  any  thime:  How  many 

times  have  we  seen  very  serious  hyperthy- 
roidism, and  soon  afterward  without  any 
treatment  the  patient  becomes  better  but 
the  thyroid  tumor  remains  unchanged  in  appear- 
ance. In  the  majority  of  cases,  however,  the  en- 
largement of  the  gland  is  not  the  same  as  it  was 
before,  and  while  it  was  in  the  first  instance  hy- 
perplastic it  is  now  cystic  and  does  no  harm  to 
the  patient,  except  for  the  cosmetic  effect,  or, 
as  I have  seen  any  number  of  times,  the  patient 
applies  for  surgical  relief  when  the  gland  is 
large  enough  to  produce  pressure  symptoms.  It 
is  remarkable  sometimes  how  large  the  thyroid 
gland  may  become  without  the  production  of 
symptoms,  the  patient  remaining  in  perfect 
health.  On  the  other  hand  a small  cystic  thyroid 
tumor  may  produce  serious  symptoms  from 
pressure  on  the  trachea.  I have  seen  such  cases 
repeatedly.  I saw  one  recently  where  the  wo- 
man had  to  sit  “propped  up”  in  bed  in  order  to 
get  her  breath.  The  thyroid  gland  was  not 
very  large  but  seemed  to  be  adherent  showing 
that  there  had  been  considerable  inflammatory 
reaction  in  times  gone  by,  and  sufficient  pres- 
sure was  exerted  on  the  trachea  to  seriously  in- 
terfere with  respiration.  As  soon  as  the  gland 
was  excised  the  patient  began  to  breathe  bet- 
ter. The  woman  was  in  bed  only  three  days  and 
remained  in  the  hospital  one  week.  These  cases 
are  surgical,  no  medicine  or  treatment  other 
than  surgical  is  going  to  do  them  any  good. 

In  serious  cases  of  hyperthyroidism  the  thy- 
roid gland  may  or  may  not  be  appreciably  en- 
larged. Sometimes  the  gland  is  not  very  much 
enlarged,  yet  the  condition  of  the  patient  may 


be  serious.  However,  I do  not  care  what  the 
condition  is,  surgery  will  relieve  it  if  operation 
is  not  deferred  until  the  patient  is  dying,  and 
a great  many  of  them  are  practically  in  that 
condition  before  the  surgeon  ever  sees  them. 
They  pass  through  every  other  form  of  treat- 
ment before  the  surgeon  is  called  upon  for  re- 
lief, and  even  then  a great  many  of  them  the 
surgeon  is  able  to  relieve  by  keeping  them  in 
bed  and  perfectly  quiet  until  the  pulse  rate  re- 
mains 90  or  100  for  two  or  three  weeks.  I do 
not  regard  it  as  safe  to  operate  on  these  cases 
where  the  pulse  rate  ranges  above  100.  When 
the  pulse  is  reduced  to  100  or  less  by  rest  in 
bed  and  other  appropriate  measures,  and  re- 
mains that  way  for  two  or  three  weeks,  opera- 
tion may  be  safely  undertakn. 

The  Forcheimer  treatment  is  advisable  in  con- 
nection with  rest  and  dietary  regulation.  The 
Forcheimer  treatment  consists  in  the  adminis- 
tration of  hydrobromate  of  quinine.  I believe 
in  adding  to  this  extract  of  hyoscyamus  or  some 
belladonna  preparation.  This  will  certainly 
cause  decrease  in  the  nervousness  and  tachycar- 
dia and  the  patient  is  made  more  comfortable. 
This  treatment  must  be  applied  while  the  patient 
is  at  rest  in  bed.  I know  the  patient  rapidly 
improves  under  this  method  of  management.  I 
also  know  that  radiation  will  do  a great  deal  of 
good  in  these  cases  toward  preparing  them  for 
safe  surgical  intervention.  I doubt  very  much 
whether  radiation  ever  cured  a case  entirely. 
The  symptoms  oftentimes  subside  without  rad- 
iation therapy.  Many  patients  who  were  serious- 
ly depressed  and  seemingly  very  ill  because  of 
thyroid  disease  have  apparently  recovered  with- 
out any  treatment.  I also  know  that  all  the 
symptoms  of  hyperthyroidism  can  be  definitely 
and  permanently  relieved  by  surgical  proced- 
ures. If  the  disease  is  confined  to  one  side,  as 
is  often  the  case,  that  lobe  may  be  entirely  re- 
moved. However,  if  the  opposite  lobe  should 
later  become  involved  in  a hyperplastic  growth, 
under  no  circumstances  or  conditions  should  the 
entire  remaining  lobe  be  excised.  The  surgeon 
must  leave  a certain  portion  of  it,  approximate- 
ly the  size  of  the  normal  gland,  in  order  that  the 
thyroid  function  may  be  continued.  In  hyper- 
plastic growths  when  the  surgeon  leaves  an 
amount  about  eaual  in  size  to  the  normal  thy- 
roid gland,  it  will  be  some  larger  when  the  pa- 
tient gets  well  because  the  hyperplasia  con- 
tinues in  the  portion  allowed  to  remain  for  a 
while. 

One  thing  I want  to  mention  in  regard  to  the 
use  of  radium  and  the  roentgen-ray:  I have 

seen  quite  a number  of  cases  in  which  the  thy- 
roid gland  was  very  large  where  radiation  was 
used  followed  by  subsidence  of  symptoms  and 
diminution  in  size  of  the  gland.  When  the 
gland  was  later  removed  surgically,  it  was  dry 
and  not  hemorrhagic  as  we  sometimes  see  when 
we  decide  to  remove  the  gland  without  the  use 
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of  radiation.  I have  not  seen  any  cases  where 
I thought  the  roentgen-ray  produced  adhesions 
of  any  consequence.  There  will  always  be 
found  more  or  less  adhesions  if  the  thyroid  en- 
largement has  existed  over  a long  period  of 
time  as  most  of  them  have  before  the  surgeon 
sees  them. 

Adolph  O.  Pfingst:  The  subject  of  exophthal- 
mic goiter  approaches  so  closely  the  field  of  the 
oculist  that  I would  speak  of  the  subject.  I 
agree  with  Dr.  Morris  in  that  the  term  exoph- 
thalmic goiter  is  often  a misnomer  as  in  20  per- 
cent or  more  of  cases  of  Basedow’s  disease 
proptosis  is  not  present.  When  it  is  present  I 
believe  it  comes  on  earlier  in  the  disease  than 
is  generally  accepted  and  it  should  be  looked 
upon  as  a valuable  aid  to  the  diagnosis.  To  de- 
tect the  exophthalmos  is  not  always  easy  even 
for  men  who  are  experienced  in  examination  of 
the  eyes.  Where  it  is  one-sided  I agree  with  the 
other  speakers  that  the  diagnosis  may  be  easy 
but  even  here  we  cannot  always  associate  bulg- 
ing of  the  eye  with  the  systemic  disease  as  it 
may  be  due  to  some  other  condition  such,  for 
instance,  as  pressure  behind  the  eye  from  a tu- 
mor or  enlarged  ethmoid  cells.  There  may  be 
an  extensive  one-sided  exophthalmos  long  before 
any  other  symptoms  become  manifest;  no  tachy- 
cardia, no  tremor,  no  enlargement  of  the  thy- 
roid gland;  no  metabolic  changes,  and  yet  the 
patient  may  later  develop  a very  large  goiter. 
I remember  distinctly  a case  of  this  kind  seen 
with  Dr.  Bizot. 

In  bilateral  exophthalmos  we  are  also  apt  to 
make  mistakes  in  diagnosis.  Many  individuals 
have  so-called  “pop-eyes”  as  family  character- 
istics or  as  a result  of  high  degree  myopia, 
which  may  readily  be  mistaken  for  a proptosis 
of  goiter. 

In  addition  to  the  exophthalmos  there  are  fre- 
nuently  other  ocular  symptoms  in  Basedow’s 
disease  which  mav  be  of  value  in  arriving  at  a 
diagnosis.  One  sign  frequently  noted  early  in 
the  disease  (about  two-thirds  of  the  cases)  is 
inability  for  the  upper  lid  to  follow  the  eye 
when  lookiner  downward.  Movement  of  the  up- 
ner  lid  is  slugsrish  and  when  the  eye  is  turned 
downward  the  lid  does  not  follow  promptly  thus 
leaving  the  upner  nortion  of  the  white  of  the 
eve  exnosed.  This  is  known  as  the  Von  Graefe 
sign  and  is  often  noticed  early  in  the  disease. 

Another  ocular  sign  which  mav  be  useful  in 
diagnosis  is  the  long  intervals  between  “hat- 
ting” the  eve.  The  ordinary  individual  winks 
from  three  to  ten  times  per  minute.  A person 
with  exonhthalmos  mav  not  “bat  the  eve”  often- 
er  than  once  or  twice  in  a minute.  When  pres- 
ent it  is  usually  an  earlv  sign.  Watering  of  the 
eves  is  also  oresent  in  many  of  the  cases. 

In  examining  the  eves  in  exophthalmic  cases 
with  the  onhthalmoseope  we  frequently  note  nul- 
sat.ion  of  the  vessels  at  the  ontic  nerve.  This 
svmntom  should  also  be  considered  in  doubtful 


cases. 

M.  Casper:  The  papers  read  in  this  sympos- 
ium on  goiter  have  furnished  us  a real  scien- 
tific and  intellectual  treat.  I am  sure  every- 
body has  appreciated  and  enjoyed  them.  The 
only  fault  I can  see  is  that  many  of  the  men  who 
would  be  most  benefited  are  not  present.  The 
men  we  want  to  know  about  goiter  are  the  fel- 
lows in  the  country  who  see  these  patients  be- 
fore we  dd  and  who  should  be  taught  to  make 
an  early  diagnosis.  Why  is  it  that  the  surgeon 
seldom  sees  goiter  patients  until  after  alarming 
symptoms  have  developed?  It  is  simply  because 
the  condition  has  not  been  recognized  early.  By 
the  time  the  patient  reaches  the  surgeon’s  hands 
she  has  tachycardia,  tremors,  extreme  nervous- 
ness, exhaustion  and  all  the  other  characteris- 
tic symptoms  of  toxic  goiter.  I was  recently 
called  to  see  a case  of  this  kind  and  the  woman 
died  twenty-four  hours  later  because  the  dis- 
ease had  not  been  recognized  for  a long  time, 
she  was  treated  for  something  else,  and  yet  she 
had  toxic  goiter. 

If  Dr.  Pirkey  would  change  his  terse  state- 
ment and  add  that  the  cause  of  goiter  is  pervert- 
ed secretion  of  the  thyroid  gland,  I would  agree 
with  him.  The  secretion  is  perverted  as  well  as 
abnormal  in  quantity. 

The  early  symptoms  of  goiter  and  tuberculosis 
resemble  each  other  very  closely.  This  is  an 
important  observation  and  should  be  empha- 
sized. If  the  patient  has  tachycardia,  for  exam- 
ple, a careful  examination  should  be  made  and 
early  tuberculosis  excluded  before  making  the 
diagnosis  of  toxic  goiter.  Rapid  action  is  an 
early  symptoms  in  nearly  all  cases  of  pulmonary 
tuberculosis. 

I think  Dr.  Simpson  has  exactly  the  right  idea 
about  the  iodine  treatment  of  goiter.  In  a dis- 
cussion of  this  subject  before  the  Society  for 
the  Prevention  of  Goiter  last  year  it  was  the 
unanimous  opinion  of  those  present  that  iodine 
is  never  curative  in  exophthalmic  goiter.  It 
does  harm  and  is  absolutely  contraindicated  in 
toxic  adenomatous  goiter.  The  only  time  the 
administration  of  iodine  is  indicated  is  as  a pre- 
liminary to  surgical  intervention  and  is  then 
only  useful  for  a short  time.  It  should  be  given 
in  proper  dosage  for  a short  time  only,  and  the 
patient  should  be  in  the  hospital  where  she  is 
under  perfect  control  as  iodine  is  very  harmful 
in  some  of  these  cases.  Certain  individuals  have 
an  idiosyncrasy  for  iodine  and  if  not  under  ab- 
solute control  it  may  do  far  more  harm  than 
good.  Iodine  does  not  cure  goiter  in  any  stage, 
and  in  either  toxic  or  the  exophthalmic  type  it 
should  only  be  used  in  connection  with  other 
treatment,  preparatory  for  operation. 

There  is  a recent  article  in  one  of  the  medical 
journals  reporting  sixteen  hundred  cases  of  goit- 
er in  a Boston  Hospital  with  a mortality  of  one- 
half  of  one  per  cent.  These  cases  were  all 
treated  surgically  after  proper  preliminary 
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measures  had  been  instituted.  I believe  some- 
one remarked  that  the  mortality  from  goiter 
surgery  ranged  between  four  and  five  per  cent; 
that  is  not  the  case. 

The  roentgen-ray  is  no  doubt  useful  in  the 
treatment  of  goiter.  Anyone  who  has  used  the 
roentgen-ray  knows  that  it  is  a very  powerful 
agent,  but  we  have  not  yet  learned  how  to  pre- 
vent injury  to  other  important  structures;  we 
cannot  prevent  exposure  of  the  jugular  vein,  the 
thymus  gland,  the  pneumogastric  nerve  and 
other  important  tissues.  It  is  also  an  unfortun- 
ate fact  that  we  cannot  regulate  the  dosage. 
Another  point  about  the  roentgen-ray  is  that  the 
mortality  in  goiter  is  just  as  great  from  this 
method  of  treatment  as  from  surgery.  Roent- 
gen-ray treatment  is  not  a harmless  procedure 
by  any  means. 

The  medical  treatment  of  goiter  should  be  ap- 
plied mostly  to  early  cases;  it  has  no  place  in 
those  severe  cases  of  goiter  such  as  the  surgeon 
has  to  contend  with;  it  should  concern  itself  with 
early  recognition  and  relief  of  these  cases  be- 
fore they  become  frankly  surgical.  I know  it  is 
the  custom  of  physician  to  prescribe  a great 
many  drugs  in  the  treatment  of  goiter,  but  it 
is  exceedingly  questionable  whether  any  good 
is  accomplished.  Works  on  materia  medica 
mention  very  few  drugs  for  the  treatment  of 
goiter,  all  of  doubtful,  uncertain  value. 

We  must  not  confuse  toxic  adenoma  of  the 
thyroid  and  exophahalmic  goiter,  the  latter  be- 
ing the  subject  we  are  presuming  to  discuss  to- 
night. I must  take  issue  with  Dr.  Sherrill  about 
preliminary  polar  ligation.  I am  certain  that 
ligation  has  saved  a great  many  patients  who 
were  most  seriously  ill  with  exophthalmic  goit- 
er. While  ligation  may  not  permanently  lessen 
the  blood  supply  to  the  thyroid,  much  benefit  is 
derived  by  the  procedure  because  the  ligature 
also  includes  the  sympathetic  nerves  that  follow 
the  superior  thyroid  arteries.  This  is  shown  by 
the  fact  that  the  metabolic  rate  is  reduced  by 
ligating  one  superior  thyroid  artery;  then  if 
neecssary  after  delay  of  a few  days  the  second 
artery  may  be  ligated.  This  usually  results  in 
reduction  of  the  metabolic  rate  and  the  pulse 
and  renders  the  patient  a comparatively  safe 
surgical  risk  for  removal  of  such  portion  of  the 
thyroid  as  the  surgeon  may  consider  proper. 
One  thing  we  must  guard  against  and  that  is 
trying  to  do  too  much  at  one  time  in  goiter  sur- 
gery. Patients  often  encourage  us  to  attempt 
more  than  they  can  withstand  in  order  to  avoid 
second  and  repeated  operations.  Some  sur- 
geons simply  make  a skin  incision  close  to  the 
tumor  and  do  nothing  more  at  that  sitting.  In 
extreme  cases  this  may  be  justified.  Under  the 
judicious  use  of  local  anesthesia  and  the  multi- 
ple stage  operation  the  majority  of  cases  of 
goiter  can  be  satifactorily  handled  by  surgical 
methods.  I believe  preliminary  ligation  is  a 
most  important  step  in  the  surgical  treatment  of 


goiter  of  the  exophthalmic  type. 

Walter  I.  Hume:  I would  like  to  add  my  tes- 
timony in  favor  of  preliminary  ligation  of  uie 
superior  thyroid  arteries  in  the  treatment  oi 
exophthalmic  goiter,  i think  this  should  be  re- 
cognized as  an  important  feature  m ail  goiter 
surgery.  My  experience  has  been  tnat  in  every 
case  it  has  been  of  henelit.  Along  tms  hue  a 
recent  case  in  which  ligation  was  performed  may 
be  worth  mentioning:  The  patient  was  in  a des- 
perate condition  when  admitted  to  tne  hospital; 
after  a few  weeks  of  rest  and  proper  medica- 
tion ligation  was  practiced;  sue  gained  twenty- 
eight  pounds,  and  the  pulse  rate  receded  from 
100  to  100  and  the  metabolic  rate  from  pius  yo 
to  plus  40.  General  improvement  was  so  mark- 
ed that  radical  operation  was,  for  a time,  re- 
fused. We  removed  the  thyroid  under  local 
anesthesia  with  only  the  slighest  reaction  and 
the  patient  made  a satisfactory  recovery.  I 
think  ligation,  the  roentgen-ray  or  iodine  med- 
ication should  be  used  until  the  pulse  and  meta- 
bolic rates  are  sufficiently  lowered  to  make 
radical  surgery  safe. 

Ligation,  Lugol’s  solution  and  x-ray  are  im- 
portant adjuncts  in  tne  treatment  of  goiter,  but 
are  adjuncts  only. 

A.  R.  Bizot  (closing)  : The  importance  of 

making  a positive  diagnosis  in  the  early  stages 
of  exophthalmic  goiter  cannot  be  too  strongly 
emphasized.  It  is  worthy  of  note  that  goiters 
sometimes  “cure  themselves,”  that  is  the  patient 
recovers  because  the  goiter  has  simply  “burned 
itself  out.”  This  is  spoken  of  in  the  literature 
as  a “burned  out  goiter.”  The  patient  may  live 
for  many  years  and  then  die  of  some  other  dis- 
ease. There  is  another  type  of  goiter  that  pur- 
sues a very  rapid  or  malignant  course  from  the 
beginning.  I do  not  mean  that  the  patient  has 
cancer  of  the  thyroid,  but  the  goiter  is  acute 
from  the  start  and  progresses  rapidly  to  a fa- 
tal termination.  In  such  cases  it  makes  no  dif- 
ference what  form  of  treatment  is 'used, — med- 
ical, surgical  or  the  roentgen-ray, — the  patient 
dies  just  the  same. 

One  of  the  speakers  said  in  performing  thy- 
roidectomy it  was  advisable  to  leave  a portion  of 
the  gland  approximately  the  size  of  the  normal 
thyroid.  The  thyroid  gland  is  not  always  en- 
larged in  exophthalmic  goiter,  occasionally  it  is 
atrophic  and  smaller  than  normal.  In  such  a 
case  it  would  be  impossible  to  leave  a portion 
about  the  size  of  the  normal  gland. 

Another  surgeon  said  he  saw  recently  a goit- 
er patient  who  died  twenty-four  hours  after- 
ward. That  was  evidently  an  acute  case  such 
as  I have  mentioned.  Sometimes  exophthalmic 
goiter  develops  very  quickly  and  progresses  rap- 
idly the  patient  dying  within  ten  days.  There 
is  tremendous  loss  of  weight  in  these  cases,  oc- 
casionally as  much  as  ten  or  eleven  pounds  a 
week.  The  thyroid  gland  may  or  may  not  be 
enlarged;  the  patient  declines  rapidly  and  dies 
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from  profound  toxemia. 

'mere  are  definite  cycles  or  waves  in  exoph- 
thalmic goiter.  When  we  speak  of  placing  the 
patient  at  rest  in  bed  for  three  or  four  weeks  be- 
fore operation,  we  do  not  mean  this  literally, 
because  it  may  require  a much  longer  time.  The 
patient  should  be  kept  in  bed  six  months -if  nec- 
essary under  rest  and  proper  medication,  and 
should  never  be  operated  upon  during  the 
height  of  the  cycle  or  wave;  surgery  should  be 
deferred  until  the  patient  goes  into  a declining 
wave;  she  can  then  be  operated  upon  with  the 
greatest  degree  of  safety. 

Charles  D.  Enfield  (closing)  : One  point  that 
has  been  made  should  be  further  emphasibed.  I 
do  not  believe  the  entire  picture  in  exophthalmic 
goiter  is  caused  by  increased  secretion  of  thy- 
roxin. If  it  were  it  would  be  easily  cured  by 
surgery,  and  it  would  be  rather  easy  I think  to 
control  by  use  of  the  roentgen-ray.  I think 
there  is  some  other  factor  that  has  a bearing  on 
it. 

Dr.  Casper’s  x-ray  experience  must  have  been 
unfortunate.  One  can  hardly  imagine  that  any 
roentgenologist  would  be  so  incomplete  as  to 
include  the  pituitary  in  radiation  of  the  thyroid. 
The  dosage  of  x-rays  is  at  present  very  accurate- 
ly controlled  and  very  well  understood.  Furth- 
er, the  method  of  divided  dosage  enables  one  to 
watch  the  effect  on  the  patient  and  to  stop  or 
interrupt  treatment  when  it  seems  that  the  de- 
sired effect  has  been  achieved.  In  this  respect 
the  method  is  more  accurate  than  surgery.  As 
regards  mortality  from  x-ray  treatment  of  exo- 
phthalmic goiter,  there  should  be  none  unless, 
indeed,  the  apparatus  happens  to  fall  on  the  pa- 
tient. 

John  R.  Wathen  (closing)  : In  the  discussion 

we  have  wandered  far  afield.  We  came  here 
with  the  intention  of  talking  about  exophthalmic 
goiter,  and  we  have  discussed  every  phase  of 
the  goiter  question.  Exophthalmic  goiter  is  a 
clear-cut  and  definite  disease,  and  there  should 
be  no  confusion  in  regard  to  the  diagnosis.  It 
is  usually  accompanied  by  exophthalmos  and  en- 
largement of  the  thyroid  gland.  It  is  rapid  in 
its  development,  begins  usually  about  the  age  of 
twenty-six  and  reaches  its  climax  at  thirty-two. 
The  symptoms  are  characteristic  and  there 
should  be  no  difficulty  in  the  diagnosis.  Exoph- 
thalmic goiter  is  entirely  different  from  the  so- 
called  toxic  adenoma  which  occurs  usually  in 
women  about  the  menopause.  The  adenomata 
do  not  develop  rapidly,  they  may  begin  in  child- 
hood and  reach  their  climax  at  about  the  age  of 
forty-five.  We  must  make  a clear  distinction 
between  these  two  diseases. 

When  should  we  administer  iodine  in  goiter? 
Iodine  should  be  given  the  pregnant  woman  who 
has  a goiter  history  in  her  family  or  if  goiter 
is  prevalent  in  the  region  where  she  is  living; 
iodine  should  also  be  given  such  a woman  dur- 
ing her  lactation;  her  child  should  be  given 


iodine  when  eignt  or  ten  years  old,  and  another 
course  of  iodine  treatment  when  the  puhescent 
period  arrives.  me  adolescent  type  ol  goiter 
is  easily  cured  by  tue  administration  ox  iodine 
over  long  periods  of  time. 

It  has  been  shown  and  emphasized  that  iodine 
is  a very  dangerous  remedy  in  exopntnaimic 
goiter,  yet  it  is  tne  most  vaiuaoie  remedy  we 
nave  wnen  administered  during  preparation  01 
tne  patient  for  operation,  it  snouid  not  oe  con- 
tinued longer  than  a week  or  ten  days,  .barge 
doses  of  iodine  given  for  that  iengtn  oi  time 
prior  to  operation  will  prevent  tne  distressing 
crises  which  sometime^  follow.  That  is  the  only 
time  when  iodine  is  indicated  in  exophthalmic 
goiter.  Iodine  is  also  uselul  in  roxic  adenoma  as 
a preliminary  to  operative  work.  In  neither  ex- 
ophthalmic goiter  nor  toxic  adenoma  should 
iodine  be  given  in  small  doses  over  long  pernios 
of  time;  massive  doses  should  be  given  just  be- 
io*e  the  operation. 

We  know  to  lay  that  the  cause  of  goiter  is 
lack  of  iodine  in  the  water.  People  who  eat 
plenty  of  fish  and  oysters  and  live  along  tne 
seaciast  never  have  goiter. 

Intravenous  Injections  of  Cerebrospinal  Fluid 
for  Prevention  of  By-Effects  of  Spinal  Anesthe- 
sia.— Daniel  considers  that  the  by-effects  of 
spinal  anethesia  are  of  anaphylactic  nature,  and 
are  due  to  disturbance  of  the  vagosympathetic 
equilibrium.  A small  quantity  of  cerebrospinal 
fluid  introduced  into  the  blood  stream  may  cause 
a slight  shock,  entailing  desensitizacion  of  the  or- 
ganism for  a certain  time.  The  shock  from  the 
anesthetic  may  thus  be  averted.  With  the 
patient  in  the  sitting  position,  from  5 to  10  or 
more  cubic  centimeters  of  cerebrospinal  fluid  is 
withdrawn.  The  anesthetic  is  then  injected;  the 
patient  is  made  to  lie  down  and  told  to  breathe 
deeply.  The  fluid  removed  is  injected  sub- 
cutaneously or  into  the  vein  at  the  bend  of  the 
elbow.  Five  or  six  minutes  later  the  operation 
may  start.  In  thirty-four  cases,  he  used  the 
subcutaneous;  in  sixty-six,  the  intravenous  route. 
The  immediate  results  were  better  with  the  lat- 
ter. The  pulse  rate  increased  after  two  or  three 
minutes,  going  up  to  110  pulsations;  at  the  end 
of  fifteen  minutes  it  was  normal.  Respiration 
was  lightly  accelerated  for  six  minutes  follow- 
ing the  injection.  The  color  of  the  face  re- 
mained good  throughout  the  operation.  Nausea 
and  vomiting  were  absent.  The  late  results  were 
also  excellent.  It  appears  that  by  stimulating 
the  sympathetic,  the  injection  of  cerebrospinal 
fluid  increases  the  arterial  pressure  and,  secon- 
darily, the  cerebrospinal  pressure,  because  of  the 
parallelism  existing  between  the  two. 
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WOMAN’S  AUXILIARY  NOTES 


NOTES  FROM  JEFFERSON  COUNTY 
AUXILIARY 

The  first  business  meeting  of  the  Woman’s  Aux- 
iliary, Jefferson  County  Medical  Society  was 
held  Saturday,  February  5,  at  the  Louisville 
Free  Public  Library,  the  President,  Mrs.  S.  W. 
Bates,  presiding. 

The  Constitution  and  By-Laws,  as  found  on 
page  583  of  the  Woman’s  Auxiliary  Number, 
Kentucky  Medical  Journal  (the  December  1926 
issue)  was  adopted  with  a few  amendments. 

The  President  read  an  invitation  to  the  mem- 
bers of  the  Jefferson  County  Auxiliary  to  visit 
the  New  Waverly  Hill  Sanitorium  at  Pleasure 
Ridge  Park  and  have  tea  some  afternoon  as 
guests  of  Mrs.  Oscar  0.  Miller. 

The  following  committee  was  appointed  to  ar- 
range for  this  party  and  to  plan  the  program  and 
meeting  place  for  the  Spring  Meeting:  Mrs. 

Frank  T.  Fort,  Chairman;  Mrs.  Irvin  Abell,  Mrs. 
Edward  Palmer,  Mrs.  John  K.  Freeman,  Miss 
Grace  V.  Stroud. 

An  invitation  was  read  from  the  Louisville 
Obstetrical  Society  requesting  the  Jefferson 
County  Woman’s  Auxiliary  to  sponser  an  open 
meeting  for  women,  to  hear  an  address  by  Dr. 
George  Clark  Mosher  of  Kansas  City,  the  em- 
inent obstetrician,  a guest  of  the  Louisville  Ob- 
stetrical Society  and  the  Jefferson  County  Med- 
ical Society.  The  invitation  was  unanimously 
accepted. 

The  meeting  was  held  Monday,  February  7, 
at  Library  Hall.  Dr.  Mosher,  ably  and  compre- 
hensively discussed  “The  Need  of  Adequate  Care 
for  Mothers”  before  a large  audience  of  inter- 
ested women  members  of  the  Auxiliary  and 
their  friends,  many  of  whom  serve  on  health 
committees  of  the  Several  Womens  Clubs  and 
Parent-Teacher  Associations,  and  a number  of 
Public  Health  Nurses. 

HELEN  G.  BLACKERBY,  Secretary. 

MRS.  P.  E.  BLACKERBY. 


OLDHAM  COUNTY  ORGANIZES 
The  Woman’s  Auxiliary,  Oldham  County  Med- 
ical Society,  was  organized  January  21,  1927  at 
the  home  of  Dr.  J.  N.  Sams  and  Mrs.  Sams  at 
Crestwood. 

The  meeting  followed  a delicious  and  bounti- 
ful dinner  beautifully  served  for  the  doctors  of 
Oldham  County  and  their  wives.  Guests  of  hon- 
or were  Dr.  A.  T.  McCormack  and  Mrs.  McCor- 
mack of  Louisville.  Covers  were  laid  for  six- 
teen. Much  merriment  prolonged  the  dinner 
hour.  Shortly  after  eight  o’clock,  the  physicians 
gathered  in  the  living  room  for  a medical  meet- 


ing while  the  women  held  their  session  in  an 
upper  room. 

After  an  explanation  of  the  purposes  and  aims 
of  the  Womans  Auxiliary  organization,  given  by 
Mrs.  A.  T.  McCormack,  the  following  officers 
were  elected  for  the  ensuing  year: 

President — Mrs.  J.  N.  Sams,  Crestwood. 

First  Vice  President — Mrs.  H.  B.  Blaydes,  La- 
Grange. 

Second  Vice  President — Mrs.  T.  G.  Connell, 
LaGrange. 

Secretary-Treasurer — Mrs.  S.  J.  Smock,  La- 
Grange. 

Parliamentarian — Mrs.  C.  L.  Hancock,  La- 
Grange. 

Dr.  H.  B.  Blaydes  and  Mrs.  Blaydes  will  be 
hosts  for  the  next  meeting  to  be  held  February 
21,  in  LaGrange. 


THE  WOMAN’S  AUXILIARY,  AMERICAN 
MEDICAL  ASSOCIATION 

Plan  now  to  accompany  your  doctor  to  the 
big  National  Convention,  the  Annual  Meeting  of 
the  American  Medical  Association,  to  be  held 
May  16,  in  Washington,  D.  C.  Arrangements 
are  now  being  made  for  elaborate  entertainment 
for  the  members  of  the  Woman’s  Auxiliary. 
This  annual  meeting  of  the  women  of  the  pro- 
fession from  all  over  the  country  is  delightfully 
interesting  and  instructive. 


PLEASE  NOTE. 

Will  county  secretaries  please  send  news 
notices,  dates  of  meeting  and  other  important 
information  for  publication  to  the  State  Secre- 
tary? All  items  should  be  in  the  Secretary’s 
hands  before  the  first  day  of  each  month. 

SPECIAL  NOTICE 

In  this  issue  of  the  Journal  we  are  publishing 
an  article  entitled  “The  Physicians  Duty  In  Re- 
lation to  Oral  Hygiene”  which  is  Dr.  Bass’  con- 
tribution to  the  Womans  Auxiliary  Number  of 
the  Kentucky  Medical  Journal.  Due  to  pressure 
of  work,  coincident  with  the  annual  meeting  in 
Atlanta  of  the  Southern  Medical  Association,  of 
which  Dr.  ■ Bass  is  the  retiring  President,  it  was 
impossible  to  complete  the  preparation  of  this 
paper  in  time  for  the  December  issue. 

The  members  of  the  Womans  Auxiliary,  Ken- 
tucky Medical  Association  will  read  with  appre- 
ciation and  gratitude  this  interesting  and  in- 
structive article  which  Dr.  Bass  so  graciously 
prepared  for  us. 


130 

THE  PHYSICIAN’S  DUTY  IN  RELATION 
TO  ORAL  HYGIENE. 

By  C.  C.  Bass,  M.  D.  New  Orleans,  La. 

The  purpose  of  this  paper  is  to  emphasize 
thp  fact  that  the  health  service  which  a phy- 
sician is  supposed  to  render  to  his  patients 
would  be  greatly  increased  in  value  by  giv- 
ing more  attention  to  oral  hygiene  than  is 
ordinarily  done. 

The  ordinary  examination  by  a physician 
frequently  includes,  so  far  as  the  mouth  is 
concerned,  only  a look  at  the  tongue  and  pos- 
sibly a look  into  the  throat.  If  he  pays  any 
attention  to  the  teeth,  this  consists  largely  of 
msection  for  decayed  or  absent  teeth.  If  the 
patient  is  given  any  advice  at  all  it  is  usually, 
to  go  to  a dentist. 

The  increased  attention  given  to  focal  in- 
fection and  the  importance  attached  to  this 
as  a source  of  disease  in  other  parts  of  the 
body,  as  well  as  consitutional  diseases,  has 
led  physicians  during  recent  years  to  send 
many  more  of  their  patients  to  the  dentist  or 
the  x-ray  laboratory  for  x-ray  examination. 
Eoci  of  infection  are  nearly  always  found, 
for  the  reason  that  foci  of  infection  and  al- 
veolodental  pyorrhea  are  present  in  the 
mouth  in  practically  all  adults  who  have  not 
already  lost  all  of  their  teeth.  If  a compe- 
petent  examination  is  made,  pyorrhea  pock- 
ets are  found,  around  one  or  more  teeth  in 
the  mouth  of  almost  any  adult,  notwithstand- 
ing the  fact  that  their  existence  may  not  have 
been  suspected  or  recognized  previously. 

Pyorrhea  pockets,  loss  of  teeth  from  pyor- 
rhea, and  caries  constitute  the  advanced  stage 
of  disease,  most  of  which  could  and  should 
have  been  prevented  by  the  application  of 
oral  hygiene  or  cleanliness.  There  is  no  reas- 
onable doubt  but  that  the  loss  of  teeth  affects 
the  general  health  of  individuals,  and  in  fact, 
the  average  longevity  to  a considerable  ex- 
tent. A man-  or  woman  who  must  go  through 
a considerable  part  of  life  with  absent  or  very 
deficient  teeth  with  which  to  masticate  food, 
is  certainly  handicapped.  Not  only  is  the 
health  impaired  but  the  pleasure  and  satis- 
faction of  life  is  also  reduced. 

The  loss  of  teeth  is  abnormal  and  produces 
many  disease  processes  with  which  we  are 
now  becoming  familiar.  The  two  chief  caus- 
es of  loss  of  teetli  are  caries  and  pyorrhea. 
These  are  both  preventable.  Since  the  loss  of 
teeth  materially  affects  the  health  and  long- 
evity of  man,  it  is  the  duty  of  a physician 
who  claims  to  give  health  service  to  his  pa- 
tients, not  only  to  give,  advice  as  to  the  treat- 
ment or  best  remedy  for  a defective  condition 
which  already  exists,  but  to  also  give  advice 
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as  how  to  prevent  the  occurrence  of  such  dis- 
eases or  conditions. 

Luries  in  teeth  occurs  as  the  result  of  the 
chemical  substances  chiefly,  if  not  entirely, 
acids  produced  by  'bacterial  decomposition  of 
food  substances.  All  carbohydrate  food  sub- 
stances may  be  fermented  by  one  kind  of  bac- 
teria oy  another.  This  fermentative  decom- 
position produces  acids,  and  these  acids  at- 
tack the  teeth.  Where  food  particles  lodge 
and  remain  for  hours,  sometimes  a day  or  two, 
they  decompose  and  produce  acids  which  at- 
tach the  teeth  at  such  points.  Once  a cavity 
is  started,  a more  favorable  lodging  place  for 
food  is  formed  and  the  process  is  more  or  less 
continuous.  Acids  are  not  produced  in  the 
mouth  and  teeth  in  the  absence  of  carbohy- 
drate material.  It  is  very  apparent,  there- 
fore, that  if  no  food  is  retained  in  the  mouth 
for  long  periods  of  time,  several  hours  or 
more,  that  the  teeth  would  not  be  attacked 
and  damaged  in  this  way.  If  one  could  and 
would  remove  every  trace  of  food  from  the 
mouth  and  teeth  after  each  meal,  he  would 
never  nave  caries. 

me  uuier  cause  of  loss  ox  teem  is  wnai  is 
Known  as  iviggs  disease  or  aiveoiouentai  py- 
orrnea.  xl  is  caused  uy  me  invasion  ox  me 
penueniai  ussue  unuer  me  euge  ox  me  gum 
uy  uacLeria  and  aiso  particularly  protozoa, 
usuaiiy  me  gum  is  nrst  aamaged  oy  some 
nard  rood  particle  or  otnerwise,  and  then 
lood  particles  from  time  to  time  are  pacned 
into  the  little  pocket  previously  made.  This 
lias  the  effect  of  a foreign  body  in  tissue, 
around  and  in  which  bacteria  multiply  rapid- 
ly. The  products  of  bacterial  growth  with 
the  frequent  addition  of  foreign  material, 
continue  to  irritate  and  damage  the  tissue  so 
that  the  lesions  extend  deeper  and  deeper, 
finally  surrounding  and  perhaps  undermin- 
ing the  teeth.  The  bony  structure  in  which 
the  tooth  is  set  gradually  gives  way  to  this 
long  suppurative  process.  Alter  several  years 
the  supporting  structure  of  the  tooth  is  fin- 
ally destroyed  and  the  tooth  is  lost.  Some- 
times the  disease  lasts  for  at  least  twenty  or 
thirty  years.  One  thing  that  promotes  the 
suppurative  process  is  masses  of  bacteria  and 
fungi  that  grow  and  extend  downward  from 
the  surface  of  the  tooth  at  the  edge  of  the 
gums.  In  most  cases  of  pyorrhea  there  will 
be  found  a ring  or  film  of  growth  of  bacteria 
just  at  the  edge  of  the  pyorrhea  pocket  and 
extending  down  into  it.  If  this  is  not  allowed 
to  form  the  disease  either  gets  well  or  at  least 
does  not  progress  so  rapidly.  Cleansing  of 
the  teeth  frequently  to  prevent  collections  of 
so-called  tartar  on  the  teeth  is  sufficient  to 
prevent  pyorrhea,  to  a large  extent  at  least. 

Alhough  it  may  be  important  to  treat  dis- 
eases and  conditions  of  the  teeth  after  they 
have  been  established,  the  prevention  is  far 
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more  important,  and  since  these  diseases  af- 
fect tlie  general  health  of  the  individual,  it  is 
the  duty  of  the  physician  who  has  the  care  of 
the  health  of  the  individual  to  advise  him 
with  reference  to  preservation  of  his  teeth. 
All  that  is  required  to  save  the  teeth  for  a 
ripe  old  age  is  to  begin  in  childhood  to  thor- 
oughly remove  food  from  them  at  least  once 
a day,  preferably  following  each  meal.  If  the. 
cleansing  is  done  only  once  a day,  it  should 
hv  all  means,  he  done  at  night  before  retiring 
because  a great  deal  more  damage  is  done 
during  the  long  quiet  period  of  sleep  than 
at  any  other  time.  Brushing  the  teeth  in  the 
proper  way  is  important,  but  perhaps  even 
more  importance  is  thoroughly  ri  sing  the 
mouth  after  brushing,  for  unless  one  thor- 
oughlv  rinses  the  mouth,  no  amount  of  brush- 
ing will  remove  food  particles  and  particular- 
ly food  in  solution. 

I believe  that  it  is  the  duty  of  the  health 
adviser,  the  physician,  to  learn  these  facts 
himself  and  then  to  advise  his  patients  ac- 
cordingly. It  should  not  be  left  entirely  to 
the  dentist  who  too  often  is  consulted  only  af- 
ter disease  is  already  far  advanced.  Tf  peo- 
ple only  knew  how  to  do  this  and  would  carry 
out  the  simple  advice  of  thoroughly  cleansing 
the  teeth  and  mouth  one  or  more  times  aach 
dav,  the  loss  of  teeth  would  be  verv  much  min- 
imized. and  as  a matter  of  fact  the  longevity 
of  such  people  would  be  greatlv  increased. 
Promotion  of  longevity  of  man  is  one  of  the 
principle  duties  of  the  phvsieian. 


Babinski’*  Sign  in  Lumbosacral  Funiculitis; 
Its  Peripheral  Origin. — In  one  of  the  two  cases 
described,  the  patient  had  had  an  acute  attack 
of  lumbosacral  funiculitis  of  sensory  and  motor 
type,  of  spondylitic  origin.  The  muscles  supplied 
by  the  crural  and  by. both  sciatic  nerves  on  one 
side  were  atrophic.  A typical  Babinski  sign 
was  present.  Clinically,  the  function  of  the 
flexors  as  well  as  of  the  extensors  of  the  toes 
appeared  unimpaired,  but  the  electric  reactions 
revealed  less  excitability  in  the  flexors  than  in 
the  extensors.  On  improvements  in  the  atro- 
phied muscles,  extension  alternated  with  flexion 
on  attempts  to  elicit  the  reflex,  and  it  is  prob- 
able that  with  complete  recovery  the  normal 
flexor  reflex  will  become  constant.  In  the 
second  case,  in  a man  recovering  from  sciatica, 
the  function  of  the  two  antagonistic  muscle 
groups  was  gravely  impaired,  more  so,  however, 
in  the  flexors  than  in  the  extensors,  which  fact 
was  responsible  for  the  positive  Babinski  reflex. 


Vaccina  and  Nervous  System. — Walthard  was 
unable  to  produce  encephalitis  in  rabbits  by 
corneal  inoculation  with  various  strains  of  the 
virus  of  vaccinia.  Even  neurolapine  showed 
no  predilection  for  the  brain. 


BOOK  REVIEWS 


MODERN  CLINICAL  SYPHILOLOGY.  By 
John  H.  Stokes,  M.  D.  Professor  of  Dermatology 
and  Syphililogy  in  the  School  of  Medicine,  Uni- 
versity of  Pennsylvania:  Professor  in  the  Grad- 
uate School  of  Medicine,  University  of  Pennsyl- 
vania. Octavo  of  1444  pages  with  885  illustra- 
tions and  text  figures  and  more  than  200  de- 
tailed case  histories.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1926.  Cloth  $12.00 
net. 

This  new  book  is  not  alone  for  the  syphilolo- 
gist  but  particularly  for  the  practitioner.  It  not 
only  tells  what  to  do,  but  how  to  do  it;  and  while 
it  is  not  a laboratory  manual,  it  deals  fully  with 
the  application  of  laboratory  methods.  With 
this  work  any  physician  can  conduct  the  modern 
care  of  sphyilitic  patients  from  the  introduction 
of  the  needle  to  the  estimation  of  prognosis.  He 
can  meet  treatment  emergencies,  interpret  and 
correct  difficulties  and  know  what  to  expect  of 
a consultant  if  he  should  call  one. 

The  basis  of  the  work  is  observations  made 
over  a period  of  ten  years  as  teacher  and  practi- 
tioner, and  practically  every  known  aspect  of 
syphilis  is  treated.  The  illustrations  have  been 
taken  especially  to  illustrate  problems  in  the 
clinical  behavior  of  syphilis.  The  procedures 
are  illustrated  step-by-step  down  to  the  very 
point  of  the  needle  under  magnification.  Tabu- 
lar summaries,  resumes,  aphoristic  thumbnail 
sketches  and  case  discussions  provide  a specially 
accesible,  condened,  and  forceful  presentation  of 
the  fundamentals  of  each  type. 


THE  TREATMENT  OF  FRACTURES:  With 
Notes  Upon  A Few  Common  Dislocations.  By 
Charles  L.  Scudder,  M.  D.,  Consulting  Surgeon 
to  the  Mass.  General  Hospital,  formerlv  Assistant 
Professor  of  Surgery  at  the  Harvard  Medical 
School.  Tenth  Edition,  Revised.  Octavo  volume 
of  1240  nages.  with  2027  illustrations.  Philadel- 
phia and  London:  W.  B.  Saunders  Company, 
1926.  Polished  Buckram,  $12.00  net. 

The  new  (10th)  edition  of  Scudder’s  “Treat- 
ment of  Fractures”  contains  65  per  cent,  more 
material  than  the  former  edition.  There  is  an 
increase  of  491  pages  and  764  illustrations,  the 
new  edition  now  containing  1240  pages  and  2027 
illustrations,  a number  in  colors.  The  section 
on  open  or  operative  treatment  covers  303  pages 
and  contains  398  illustrations.  Other  import- 
ant changes  are  in  the  chapters  on  fractures  of 
the  maxilla  and  mandible,  of  the  vertebrae,  pel- 
vis, clavicle  and  scapula,  the  elbow,  peripheral 
nerve  injuries,  fractures  of  the  forearm,  femur, 
leg.  There  are  730  x-ray  photographs. 
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COUNTY  SOCIETY  REPORTS 


Bourbon:  The  Bourbon  County  Medical  So- 

ciety held  it’s  regular  meeting  on  Thursday 
evening,  December  23,  1926  in  the  private  din- 
ing room  of  the  Windsor  Hotel  at  6:30  P.  M. 

Drs.  J.  A.  Budd,  and  J.  C.  Minnish  of  Frank- 
fort, Ky.,  were  present  as  invited  guests  of  the 
Society. 

The  Society  was  served  with  a delightful  din- 
ner appropriate  for  the  holiday  season. 

The  minutes  of  the  preceding  meetings  were 
read  and  adopted. 

The  following  officers  were  elected  for  1927: 

President  M.  J.  Stern 

First  Vice-President  H.  M.  Boxley 

Second  Vice-President  H.  B.  Anderson 

Secretary  & Treasurer  C.  G.  Daugherty 

Delegate  M.  J.  Stern 

Alternate  W.  C.  Ussery 

Censor,  3 yr.  term  J.  C.  Hart 

Censor,  2 yr.  term  Wm.  Kenney 

Censor,  2 yr.  term  H.  M.  Boxley 

G.  A.  Budd,  Frankfort,  read  a paper  on 
‘ Prenatal  Protection  of  Infants.” 

L.  C.  Minnish,  Frankfort,  read  a paper  on 
“Practical  Points  in  Obstetrics.” 

J.  A.  Orr  opened  the  discussion  and  was  fol- 
lowed by  Drs.  H.  M.  Boxley,  J.  T.  Vansant,  C.  G. 
Daugherty,  J.  A.  Gilkey  and  in  closing,  by  Drs. 
G.  A.  Budd  and  L.  C.  Minnish. 

C.  G.  DAUGHERTY,  Secretary. 


Harrison:  The  Harrison  County  Medical  Socie- 
ty held  the  annual  meeting  and  dinner  at  Hotel 
Harrison,  December  6,  1926  with  members  and 
visitors  present.  Drs.  Wood,  Henry,  Midden,  Wy- 
les,  Binford.  N.  W.  Moore,  Martin,  Rees,  Mcll- 
vain,  W.  B.  Moore,  Carr,  R.  J.  Estill  of  Lexing- 
ton, C.  W.  Shaw  of  Burlington,  H.  C.  Clark  and 
C.  H.  Kendall  of  Falmouth. 

Officers  for  1927 

J.  E.  Wells  President 

W.  N.  Carr  Vice-President 

W.  B.  Moore  Secy.-Treas. 

Censors — J.  Martin,  1927;  E.  S.  Mcllvain,  1929. 

Delegate  W.  B.  Moore 

Alternate  J.  P.  Wyles 

W.  B.  MOORE,  Secretary. 


Carter:  The  regular  meeting  of  Carter  County 
Medical  Society  was  held  December  9,  1926. 
Dr.  W.  A.  Henton,  presiding,  resolved  that  we 
continue  our  annual  meeting  at  Carter  Caves 
some  time  in  August.  Also  request  that  the 
state  continue  the  free  clinics  to  be  held  at 
Grayson,  especially  trachoma,  tonsils  and  tuber- 
culosis. 


G.  B.  O’ROARK,  Secretary. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 

For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract,  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References : The 

medical  profession  of  Nashville. 

JOHN  W.  STEVENS,  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TENN 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


HIGH  OAKS — Dr.  Sprague’s  Sanatorium 


For  Mental  and 
Nervous  diseases 
drug  and  liquor 
addictions. 

Homelike  care 
under  expert  med 
ical  supervision. 
Attractive  new 
buildings  with 
modern  ec  uip- 
ment  for  treat- 
ment and  comfort 
of  patients.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
therapy  for  each 
patient.  Complete 
hydrotherapeutic 
equipment.  Ex- 
perienced nurses. 

For  rates  and  in 
formation  address 


Phone  302.  GEO.  P.  SPRAGUE,  M.D.,  Lexington,  Ky. 

-»• — : - • : — 


No  need  to  question  reliability  of  our  advertisers — all  are  guaranteed.  When  answering  ada  mention  this  Joubnal. 
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Knox  Sparkling  Gelatine  in 
the  baby’s  milk  formula  stops 
colic,  regurgitation  and  other 
digestion  ailments  - medical 
practice  has  proved  it—  our 
laboratoiy  reports  give  auth- 
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oritative  information 


* ■ 


1 

♦ ■ 


BEGINNING  with  the  findings  of  such  em- 
inent authorities  as  Jacobi,  Herter,  Alex- 
ander, Ruhrah  and  Friedenwald — and  contin- 
uing with  exhaustive  research  in  the  Mellon 
Institute  of  Pittsburgh — it  has  been  proved 
that  of  pure  unflavored  gelatine  added  to 
milk  will  largely  prevent  colic,  regurigitation, 
diarrhea  and  malnutrition.  Furthermore,  the 
gelatine-milk  mixture  yields  about  23%  in- 
creased nourishment. 

Physicians  everywhere  are  finding 
this  method  highly  successful 
Soak,  for  about  ten  minutes,  one  level  tablespoonful  of  Knox 
Sparkling:  Gelatine  in  one-half  cup  of  cold  milk  taken  from 
the  baby’s  formula;  cover  while  soaking;  then  place  the  cup 
in  boiling  water,  stirring  until  gelatine  is  fully  dissolved; 
add  this  dissolved  gelatine  to  the  quart  of  cold  milk  or 
regular  formiila. 

prom  ra-w  material  to  finished  product  Knox  Sparkling  Gela- 
tine is  constantly  under  chemical  and  bacteriological  control, 
and  is  never  touched  by  hand  while  in  process  of  ^ xnufacture . 

Wr-te  for  our  medical  reports  and  booklets,  discussing 
tnkhiutritibri,  infant  feeding,  liquid  and  soft  diets, 
and  other  ’hases  in  gelatine’s  value  to  medicine. 

KNOX  GELATINE  LABORATORIES 
424  Knox  Ave.,  Johnstown,  N.  Y. 


Increases 
available 

\ nourishment] 
of  milk, 
about 

digestion  and\  == 
lends  aj)j>etizin£ 
variety  to  all  hinds 
of  diets 


Prevents 
milk 
colic 
and  other 
baby 
ailments 


KNOX 


SPARKUNO 

GELATINE 

“The  Highest  Quality  for  Health ” 
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Another  New  Book  by  Dr.  Palfrey 


SPECIALTIES  IN  GENERAL  PRACTICE 

This  new  book  will  simplify  the  problems  of  the  general  practitioner  in  dealing 
with  the  specialties.  It  is  a eollection  of  eleven  monographs  by  fourteen  teachers  at 
Harvard  Medical  School,  the  whole  book  being  edited  by  Dr.  Francis  W.  Palfrey. 
The  specialties  covered  are  dermatology,,  genito-urinary  surgery,  gynecology,  rhin- 
ology  and  laryngology,  obstetrics,  ophthalmology,  orthopedic  surgery,  otology,  ped- 
iatrics, psychiatry,  and  surgery.  Throughout,  emphasis  is  given  to  the  commoner 
conditions,  and  the  practitioner  is  taught  how  to  identify  conditions,  how  to  cope 
with  them,  and  when  the  care  of  a specialist  is  indicated. 

Octavo  of  750  pages,  illustrated.  By  Francis  W.  Palfrey,  M.  D.,  Instructor  in  Medicine  at  Harvard  University 
Medical  School.  Cloth,  $0.50  net. 

THE  ART  OF  MEDICAL  TREATMENT 

Dr.  Palfrey’s  hook  is  a work  on  the  physician’s  relation  to  his  patient  and  his  pa- 
tient’s relatives  and  friends.  It  is  the  art  of  conducting  a case.  Dr.  Palfrey  be- 
lieves that  one  of  the  first  duties  of  the  physician  is  to  do  something  for  the  com- 
fort of  the  patient.  To  this  end  he  gives  a list  of  medical  diseases  and  of  all  symp- 
toms that  are  commonly  treated  symptomatically,  together  with  the  therapeutic 

measures  that  will  in  most  eases  constitute  satisfactory  treatment.  The  mental  side 

of  the  ease  is  given  special  attention. 

By  Francis  W.  Palfrey,  M,  D.,  Instructor  in  Medicine,  Harvard  University  Medical  School.  Octavo  of 
475  pages.  Cloth,  $4.50  net. 

W.  B.  SAUNDERS  COMPANY  Philadelphia  and  London 
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MEAD’S  DEXTRI-MALTOSE 


MEAD’S 


MEAD’S  infant  diet  materials  are 
advertised  only  to  physicians.  Nofeed- 
ing directions  accompany  trade  pack- 
ages. Information  in  regard  to  feeding 
is  supplied  to  the  mother  by  written 
instructions  from  her  doctor,  who 
changes  the  feedings  from  time  to  time 
to  meet  the  nutritional  requirements 
of  the  growing  infant.  Literature  fur- 
nished only  to  physicians. 


The  first  suggestion  for  the  preparation  of  Mead’s 
Dextri- Maltose  came  from  the  pediatrists. 
Naturally  their  preference  for  this  particular  form 
of  carbohydrate  is  back  of  its  very  conception. 

Yet  however  appealing  the  theory  of  a com- 
bination of  Dextrin  and  Maltose  as  a carbohy- 
drate might  have  been,  its  actual  value  is  de- 
termined by  practical  results  alone. 

Experience  has  proven 
its  Dependability! 

Its  uniformity  of  composition,  ease  of  assimila- 
tion, flexibility  of  use  in  difficult  cases  and  its 
greater  tolerance  by  the  majority  of  infants  are 
a few  of  the  ever  constant  factors  contributing 
to  its  increasing  use  in  the  clinic  and  in  private 
practice. 

Keeping  well  babies  well  is  not  its  only  claim 
for  favor.  The  fact  that  it  can  usually  be  given 
sooner  and  in  larger  amounts  than  any  other 
sugar  after  an  attack  of  fermentative  diarrhoea 
is  added  assurance  of  dependability  when  used 
in  normal  infants. 


Samples  and  Literature  on  Request. 


MEAD  JOHNSON  ^COMPANY 


Evansville,  Indiana,  u.  S.  A. 
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EDITORIAL 


A NEW  MEDICAL  SOCIETY. 

The  Cumberland  Valley  Medical  Society 
was  organized  at  a meeting  held  in  Corbin  re- 
cently. It  will  be  composed  of  the  members 
of  the  county  societies  in  ITarlar..  'Bell,  Knox. 
Laurel  and  Whitley  Counties. 

Dr.  W.  M.  Martin,  Harlan,  the  council  tr 
for  +he  eleventh  district  was  elected  presi- 
dent and  George  T.  Corum,  Corbin,  was  made 
secretary. 

The  county  societies  in  this  district  are 
large  and  active  and  this  will  give  them  an 
opportunity  for  an  interchange  of  their  work 
which  should  prove  valuable  to  all  of  them. 


A CONTRIBUTION  TO  MEDICAL 
HISTORY. 

The  Woman’s  Auxiliary  of  the  Kentucky 
State  Medical  Association  have  very  wisely, 
we  think,  determined  to  devote  a large  part 
of  their  time  to  a study  of  the  medical  liis- 
ory  of  Kentucky".  The  Journal  feels  very 
fortunate  in  being  able  to  present  at  this  time 
a photograph  of  Dr.  William  Henry  Martin 
who  practiced  medicine  at  Claysville  in  Har- 
rison County. 

Dr.  Martin  was  born  in  1830',  died  in  1923. 
He  took  his  first  course  of  lectures  at  Tran- 
sylvania, Lexington,  in  1849-50,  completing 
his  medical  education  in  Jefferson  Medical 
College  in  Philadelphia,  receiving  his  degree 
March  8,  1851. 

Tn  September.  1851  he  was  called  to  see  a 
boy,  Ennie  C.  Kelley,  twelve  years  of  age, 
who  in  “skinning  a cat’’  on  a peach  tree  limb 
received  a severe  abdominal  injury.  Dr.  Mar- 
tin was  assisted  in  the  operation  by  Dr.  Bob 
Rainey,  the  patient  was  held  by  James  Jolly 
and  some  other  men.  An  incision  was  made 
almost  from  the  ensiform  to  the  pubes.  Volv- 
ulus was  discovered  and  a small  incision  was 
made  in  the  gut  and  a gallon  of  fluid  re- 
moved before  it  could  be  reduced.  The  in- 
cision in  the  bowel  was  closed  with  silk  and 
the  peritoneum,  muscle  and  skin  with  one 
continuous  silk  suture.  The  boy  lived  to  be 
eightv-one  years  of  age. 

A brother-in-law  and  a niece  of  the  bov 
who  was  operated  upon  are  living  in  Indiana 
and  they  both  say  that  an  anesthetic  was  giv- 


men  in  the  neighborhood  still  living  say  that 
the  boy  came  out  of  the  influence  of  the  anes- 
thetic during  the  operation,  raised  his  head 
up  and  looked  at  his  guts,  and  said,  “Now 
you’ve  done  it.” 

Dr.  Josephus  Martin  at  present  one  of  the 
leading  physicians  of  Cynthiana  is  a son  and 
worthy  successor  of  his  distinguished  father. 


THE  SALE  OF  ULTRAVIOLET  GENER- 
ATORS DIRECTLY  TO  THE  PUBLIC. 

The  Council  on  Physical  Therapy,  of  the 
American  Medical  Association,  on  the  basis 
of  the  present  available  evidence,  is  convinc- 
ed that  the  sale  of  generators  of  ultraviolet 
energy  to  the  public  for  self-treatment  is 
without  justification.  The  Council  bases  its 
condemnation  of  the  sale  of  such  apparatus 
for  this  purpose  on  the  following  grounds: 

1.  The  uninformed  public  could  not  take 
the  proper  precautions  in  administering 
treatments  and,  as  a result,  severe  general 
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burns  or  grave  injury  to  the  eyes  might  en- 
sue. 

2.  Those  not  familiar  with  the  possibilities 
of  such  apparatus  would  be  led  to  place  un- 
warranted confidence  in  the  therapeutic  val- 
ue of  such  treatment  by  the  claims  that  might 
be  made  in  the  literature  advertising  such 
generators,  and  to  undertake  to  treat  serious 
conditions  not  amenable  to  such  treatment. 

3.  The  unrestricted  possession  of  such  ther- 
apeutic means  would  tend  to  deprive  people 
of  expert  diagnosis  by  encouraging  them  to 
make  self-diagnoses. 

4.  Such  practice  would  encourage  the  sale 
of  useless  and  fraudulent  lamps  which  would 
be  advertised  as  generators  of  ultraviolet 
rays,  since  the  public  would  have  no  means  at 
its  disposal  to  determine  the  quality  or  quan- 
tity of  the  radiant  energy  emitted  by  such 
lamps. 

For  the  foregoing  reasons,  the  Council  on 
Physical  Therapy  considers  as  detrimental 
to  public  welfare  the  sale  or  the  advertising 
for  sale,  directly  to  the  public,  of  a genera- 
tor of  ultraviolet  energy.  Under  rule  11  of 
its  Official  Rules,  the  Couneil  will  declare  in- 
admissible for  inclusion  in  its  list  of  accepted 
devices  for  physical  therapy  apparatus  man- 
ufactured by  a firm  whose  policy  is  in  this 
matter  detrimental  to  public  welfare. 


THE  RURAL  MEDICAL  PROBLEM 

In  the  present  revival  of  discussion  on  the 
rural  scarcity  of  physicians,  it  is  profitable 
to  get  all  the  information  possible,  as  to  lo- 
cal conditions.  Opinions  from  rural  physic- 
ians may  also  be  instructive,  so  I venture  to 
offer  the  following. 

Dr.  Pusey’s  elaborate  and  thorough  work 
along  this  line  is  very  enlightening,  and  his 
conclusions  from  quite  an  array  of  statistics 
are  convincing  along  certain  lines,  but  a so- 
lution of  the  problem  is  the  result  to  be  de- 
sired. 

T have  been  a rural  physician  for  forty 
years,  living  in  a town  of  less  than  two  thous- 
and inhabitants.  Local  conditions  in  my 
county  of  about  fourteen  thousand  popula- 
tion is  only  one  item  in  many  thousand,  but 
srives  some  idea  of  changing  conditions.  Be- 
fore the  present  trend  of  physicians  t>  con- 
centrate in  urban  communities  this  county 
usually  had  twelve  to  fourteen  physicians, 
and  no  irregulars.  These  were  about  equal- 
ly divided  between  the  town  and  country  in 
location.  Now  we  have  two  regular  white 
physicians  in  country  locations,  and  seven  in 
town.  We  also  have  in  town  two  regular 
colored  physicians,  one  chiropractor,  and  one 
combined  homeopath,  osteopath,  and  eye  spec- 
ialist. The  medical  work  is  being  cared  for 
very  well  since  our  roads  have  been  improved, 


and  the  advent  of  automobiles.  Our  regular 
physicians  are  all  good  doctors,  and  also  the 
best  fellows  in  the  world.  The  situation  here 
is  rather  unusual  in  having  so  many  regular 
physicians  in  a small  town.  We  have  to  be 
content  with  small  incomes,  but  the  town  has 
practically  all  the  advantages  of  the  city, 
plus  a bountiful  supply  of  natural  gas  fur- 
nished at  low  cost,  without  city  disadvan- 
tages, hence  it  is  an  attractive  place  to  live. 

I hope  T may  be  pardoned  for  giving  some 
expressions  to  my  opinions  in  regard  to  pro- 
posed changes  in  education  of  physicians.  T 
am  sure  no  man  worthv  to  be  given  the  legal 
right  to  practice  medicine,  whether  under- 
graduate or  a graduate  of  lower  order,  would 
consent  to  have  his  field  for' work  chosen  for 
him.  or  be  under  the  restricting  direction  of 
a health  officer,  or  any  other  overlord.  I 
doubt  very  much  if  the  medical  ranks  would 
be  augmented  to  any  great  extent  if  second 
class  diplomas  were  offered  to  young  men  who 
desire  to  enter  the  profession.  Many  of  us 
are  probably  second  grade  physicians,  but  we 
all  would  object  to  wearing  the  label. 

The  old  adage  that  “water  always  seeks  its 
level”  applies  to  doctors  the  same  as  to  other 
professions,  trades,  or  callings.  The  man 
with  meager  edimation,  but  with  energy  and 
ability,  will  rise  above  his  surroundings, 
while  the  man  with  a full  medical  school  and 
hospital  training,  but  lacking  the  other  qual- 
ities, will  not  be  able  to  overcome  his  natural 
handicap.  Confusion  would  come  from  turn- 
ing men  loose  to  practice  medicine  with  differ- 
ent grade  diplomas  from  the  same  school. 

With  the  present  improvement  in  roads, 
and  lessened  incidence  of  acute  diseases, 
there  is  no  scarcity  of  physicians,  but  there 
is  a lack  of  equality  in  distribution.  There 
is  not  likely  to  be  any  dearth  of  physicians 
for  many  years  to  come,  if  ever,  but  the  in- 
equality of  distribution  will  probably  in- 
crease, unless  there  is  improvement  in  living 
conditions,  and  further  improvement  in  roads 
in  rural  communities.  There  is  also  an  urban 
trend  of  the  population  which  mav  overcome, 
to  some  extent,  the  problem  of  disparity  of 
medical  men  in  rural  districts.  Even  in  rur- 
al sections  the  people  visit  the  doctor  more, 
and  have  him  visit  them  much  less,  than  in 
former  times. 

It  is  my  belief  that  the  educational  stand- 
ards should  be  fixed  as  at  present,  or  possibly 
not  quite  so  technical,  but  the  same  for  all 
students  in  the  same  school.  The  graduates 
will  all  then  be  equipped  for  acceptable  med- 
ical work  in  any  field  they  may  choose.  I 
believe  incompetent  medical  practice  is  prob- 
ably not  any  better  than  none  at  all. 

The  irregulars  may  prey  on  the  people 
more  as  the  regular  physician  becomes  less 
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available,  but,  except  in  the  few  cases  in 
which  delay  in  proper  medical  treatment  is  a 
serious  factor,  they  (the  irregulars)  do  very 
little  damage  except  financially.  Their  work 
in  most  instances,  is  equivalent  to  no  treat- 
ment. 

I believe  that  the  matter  of  distriuution 
will  be  cared  for,  as  time  passes,  as  well  un- 
der present  educational  conditions,  as  if  we 
had  a mixed  profession  of  first  and  second 
grade  graduates — legally  speaking. 

J.  L.  Atkinson,  Campbellsville. 


OFFICIAL  ANNOUNCEMENTS 

ENDOWMENT  FUND  FOR  UNIVERSITY 
OF  LOUISVILLE. 

Tim  University  of  Louisville,  which  since 
its  inception  as  the  first  municipal  university 
in  America  has  been  a pioneer  in  medical  ed- 
ucation, this  month  will  round  out  its  90th 
year  of  service.  Today  the  School  of  Medi- 
cine of  the  University  is  the  only  medical 
school  in  the  Commonwealth  of  Kentucky  and 
the  oldest  existing  school  of  medicine  west  of 
the  Alleghenies.  Tn  the  course  of  its  90  years 
the  University  has  graduated  thousands  of 
doctors  who  have  gone  into  all  parts  of  the 
South  and  the  West  and  have  in  many  in- 
stances become  the  pioneers  in  medicine  in 
their  localities.  Today  more  than  20.000  per- 
sons call  the  University  of  Louisville  their 
Alma  Mater.  Sixty  per  cent  of  the  physicians 
and  sixty-two  per  cent  of  the  dentists  of  Ken- 
tucky are  graduates  of  the  University. 

The  story  of  the  development  of  the  Uni- 
versity of  Louisville  from  a group  of  medical 
students,  who  gathered  for  their  first  lecture 
in  the  upper  room  of  the  city  work-house,  to 
an  institution;,  embracing  five  schools  and 
with  an  enrollment  of  1 ,500  and  a faculty  of 
227,  is  truly  an  epic.  The  foundations  of  the 
University  were  laid  in  the  third  decade  of 
the  last  century  when  three  members  of  the 
disbanded  medical  department  of  Transyl- 
vania, University,  seeing  in  Louisville  an  ideal 
site  for  a great  medical  school,  came  to  the 
city  from  Lexington.  These  men  inspired 
some  of  the  leading  citizens  of  the  city  to  take 
steps  towards  the  creation  of  a medical  in- 
stitute, and  on  April  3,  1837  the  City  Coun- 
cil of  Louisville  formallv  authorized  the  pro- 
ject, granted  land  for  the  college  and  appro- 
priated $50,000  for  the  first  building  and  the 
equipment.  Thus  it  was  that  the  University  of 
Louisville  was  born. 

Nine  years  later  the  Kentucky  Legislature 
granted  to  the  new  University  a charter  giv- 
ing the  President  and  Trustees  authority  “to 
establish  all  the  departments  of  a University, 
and  for  the  promotion  of  every  branch  of 
science,  literature  and  the  liberal  arts.”  For 


sixty  years  the  University  consisted  of  the 
school  of  medicine  and  a school  of  law,  which 
is,  with  one  exception,  the  oldest  law  school 
in  the  South.  In  1907  the  organization  of  a 
college  of  liberal  arts  and  sciences  was  made 
possible  by  the  public  spirit  and  generosity 
of  a group  of  Louisville  citizens.  The  fol- 
lowing year  the  five  schools  of  medicine  in 
Louisville  became  one  and  thus  the  School  of 
Medicine  of  the  University,  as  now  consti- 
tuted, was  organized.  In  this  coalition  there 
was  besides  the  medical  department  of  the 
University  the  following  schools:  the  Ken- 
tucky School  of  Medicine,  founded  in  1850; 
the  Louisville  Medical  College,  founded  in 
1869 ; the  Hospital  College  of  Medicine, 
founded  in  1873,  and  the  medical  department 
of  Kentucky  College  (now  Transylvania  Uni- 
versity) which  was  founded  in  1898.  This 
coalition  assured  for  the  school  the  continu- 
ance of  its  Class  A rating  and  gave  to  the 
present  school  the  combined  native  strength 
of  the  several  schools  represented  in  the  mer- 
ger. 

The  next  great  forward  step  was  the  an- 
nexation of  a school  of  denistry.  In  1918 
the  equipment  of  the  Louisville  College  of 
Denistry,  which  had  been  associated  with 
Centre  College  of  Danville,  Kentucky,  was 
purchased,  and  the  college  reorganized  as  the 
school  of  Denistry  of  the  University. 

The  latest  school  of  the  University  was 
created  in  1924  when  through  a bequest  of 
$250,000  from  Mrs.  F.  M.  Sackett  and  Wil- 
liam S.  Speed  the  creation  of  the  James 
Breckenridge  Speed  Foundation  was  estab- 
lished, as  a memorial  to  the  father  of  the  do- 
nors, and  the  Speed  Scientific  School  was  or- 
ganized. The  school,  dedicated  to  the  ad- 
vancement of  the  sciences  related  to  engineer- 
ing, Avas  opened  in  1925. 

Thus  in  a span  of  something  less  than  a 
century  there  has  grown  up  in  Louisville  a 
well-rounded  University,  one  of  the  half  doz- 
en outstanding  municipal  universities  of 
America,  whose  material  and  spiritual  value 
to  the  city  and  the  commonwealth  is  becom- 
'ncreasingly  manifest,  and  whose  place  in  the 
history  of  higher  education  in  America  is 
unique. 

In  order  that  the  work  of  this  school  may 
be  developed  to  meet  the  needs  of  the  city  and 
the  state  that  it  serves,  and  that  the  other  col- 
leges of  the  University  may  be  accordingly 
strengthened,  the  Board  of  Trustees  of  the 
University  of  Louisville  on  the  eve  of  the 
University’s  ninetieth  birthday  has  announc- 
ed that  an  endowment  fund  of  two  million 
dollars  is  to  be  created.  The  alumni,  of  the 
University  throughout  Kentucky  and  the  na- 
tion and  the  other  friends  of  the  institution 
will  be  called  on  during  the  month  of  April 
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to  make  their  contribution  to  this  fund.  All 
subscriptions  will  be  payable  over  a five  year 
period,  ending  May  31,  1932. 

The  income  from  this  endowment  fund, 
which  will  amount  to  at  least  $100,000  a year, 
will  be  used  exclusively  for  improvement  of 
the  teaching  program  of  the  University.  With 
this  income  the  trustees  of  the  University 
will  be  able  to  build  up  a larger  full-time  fac- 
ulty, create  much-needed  new  departments 
and  strengthen  existing  ones,  establish  even- 
ing courses  for  the  young  people  of  Louisville 
who  are  employed  during  the  day,  and  build 
up  the  University  library,  which  is  inade- 
quate for  the  present  needs. 

The  creation  of  this  general  endowment 
fund  is  the  second  step  towards  a Greater 
Universitv  of  Louisville.  In  the  fall  of  1925 
the  people  of  Louisville  in  voting  a bond  is- 
sue of  one  million  dollars  for  the  physical 
needs  of  the  University  authorized  the  first 
step  in  this  general  direction.  With  this 
money  the  new  campus  of  the  University,  lo- 
cated at  Third  and  Shipp  Streets,  was  freed 
from  indebtedness  and  funds  for  the  erection 
of  the  first  of  a group  of  new  buildings,  an 
, administration  hall,  were  provided.  Already 
work  is  well  along  on  tho  administration 
building,  a stately  Georgian  edifice,  which  is 
to  cost  $266,000.00. 

It  is  appropriate  that  in  this  public  cam- 
paign for  funds  the  alumni  of  the  medical 
school  should  take  the  leading  part,  for  it  is 
the  medical  graduates  that  make  up  the  great- 
er portion  of  the  University  alumni.  In  order 
that  each  alumnus  of  Louisville  may  be  reach- 
ed and  given  an  opportunity  to  make  some 
contribution  to  the  endowment  program,  the 
nation  has  been  sub-divided  into  twenty  di- 
visions, and  a chairman  for  each  division  has 
been  named.  In  this  way  the  alumni  of  the 
University  of  Louisville  will  be  linked  up  in 
a united  effort  to  insure  the  unhampered  con- 
tinuance of  their  University. 

A further  step  in  the  organization  of  the 
University  alumni  is  the  division  of  the  State 
of  Kentucky  into  12  districts,  over  which  a 
chairman  has  been  appointed.  Dr.  G.  A.  Hen- 
don of  Louisville,  Class  of  1894,  has  been 
named  divisional  chairman  for  Kentucky,  and 
is  at  work  organizing  the  2,8U0  alumni 
throughout  the  state. 

The  uistrict  chairmen  for  Kentucky  who 
have  been  appointed  to  date  are  Dr.  G.  L. 
Dyer,  ’13,  Beuchel;  Dr.  B.  K.  Menefee,  ’93, 
Covington;  Dr.  E.  E.  Linville,  ’07,  Mount 
Olivet ; Dr.  Omer  E.  Hume,  ’17,  Richmond ; 
Dr.  S.  C.  Smith,  ’12,  Ashland;  Dr.  A.  M. 
Gross,  ’05,  Hazard;  Dr.  William  R.  Parks, 
’22,  Harlan;  Dr.  Carl  Norfleet,  ’05,  Somer- 
set ; Dr.  Fidelia  Edwards,  ’04,  Glasgow ; Dr. 
Elmo  McClure,  ’06,  Elizabethtown ; Dr.  El- 
bert W.  Jackson,  ’12,  Paducah.  During  the 


last  few  weeks  conferences  have  been  held  in 
each  district  and  local  chairmen  named  for 
each  town  in  which  there  is  a group  of  alum- 
ni. 

To  head  the  twenty  national  divisions  of  the 
alumni  some  of  the  most  distinguished  of  the 
University  alumni  have  been  recruited.  These 
national  divisional  chairmen  and  the  terri- 
tory over  which  they  will  be  responsible  in 
the  solicitation  of  the  alumni  follow : For 

Kentucky — George  A.  Hendon,  ’94,  of  Louis- 
ville; for  Indiana,  Dr.  A.  M.  Mitchell,  ’13, 
of  Terre  Haute  ; for  W.  Va.,  and  Virginia.  Dr 
John  W.  Duff,  TO,  of  Charleston.  W.  Va. ; for 
Illinois,  Michigan  and  Wisconsin,  Dr.  P.  J. 
H.  Farrell  ’92,  of  Chicago ; for  Missouri  and 
Kansas,  Dr.  Walter  F.  Holbrook,  T5  of  Kan- 
sas City ; for  Oklahoma,  Dr.  Lea  A.  Riely, 
98,  Oklahoma  City;  for  Texas,  Dr.  Harry  B. 
Jablow,  ’ll,  Dallas;  for  Tennessee,  Dr.  Rob- 
ert F.  Patterson,  TO,  of  Knoxville;  for  Flor- 
ida, Georgia  and  Alabama,  Dr.  R.  W.  Wal- 
drop, ’96,  Bessemer,  Ala. ; for  Mississippi  and 
Louisiana,  Dr.  Ernest  L.  Posey,  T5,  Jackson, 
Miss.;  for  Arkansas,  Dr.  James  E.  Jones,  TO, 
of  Little  Rock ; for  Ohio,  Dr.  Earl  A.  Baber, 
’09,  of  Cincinnati ; for  the  Eastern  States, 
Honorable  John  J.  Kindred,  ’89,  of  Washing- 
ton, D.  C. ; for  North  Carolina,  Dr.  Henry 
Otis  Lineberger,  ’14,  of  Raleigh ; for  South 
Carolina,  Dr.  James  Moss  Beeler.  17,  Spart- 
anburg ; for  California,  Dr.  Earl  Mendum 
Tarr,  '15,  of  Los  Angeles;  for  Washington, 
Morris  U.  Lively,  ’25,  of  Seattle,  and  for  New 
Mexico,  Dr.  Robert  L.  Bradley,  ’90,  of  Ros- 
well. 

From  its  beginning  the  medical  school  of  the 
University  tus  been  progressive  and  forward 
looking.  Founded  as  it  was  by  former 
members  of  the  medical  faculty  of  Transyl- 
vania University,  the  first  medical  school 
west  of  the  Alleghenies,  it  lays  just  claim  to 
being  a pioneer  in  medical  education  in  the 
West.  As  the  educational  standards  of  the 
medical  world  slowly  but  steadily  rose,  and 
the  requirements  for  admission  and  for  grad- 
uation became  more  rigid,  so  the  standards  of 
the  University  medical  school  rose.  From  the 
very  first,  stress  was  laid  on  clinical  teaching, 
and  class-room  lectures  were  supplemented 
by  clinics  in  the  hospital  ward  and  operating 
room.  Throughout  its  history  the  school  has 
sought  to  train  men  for  general  practice,  to 
make  of  its  students  competent,  resourceful, 
and  courageous  practitioners  of  medicine. 
Almost  from  the  first  the  school  has  main- 
tained teaching  relations  with  the  hospitals 
of  Louisville,  with  the  old  Marine  Hospital, 
with  St.  Mary  and  Elizabeth  Hospital  and 
with  the  city  institutions,  especially  the  Louis- 
ville City  Hospital. 

Today,  while  the  methods  of  teaching  have 
improved  in  the  passing  of  the  years  and  the 
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present  equipment  of  the  school  would  amaze 
the  pioneer  teachers  and  students,  the  funda- 
mental policies  of  the  school  have  in  no  de- 
gree changed.  Emphasis  is  still  laid  on  the 
fundamentals  of  medicine.  Ventures  in  post- 
graduate instruction  and  excursions  into  the 
vast  and  unexplored  fields  of  medicine  have 
been  left  to  the  richly  endowed  schools  of  the 
East  and  the  North.  The  statement  of  pur- 
pose of  instruction  in  the  current  catalogue 
might  have  appeared  in  the  early  catalogues 
of  the  school,  so  little  changed  are  the  educa- 
tional ideals  of  the  institution.  “The  general 
purpose  of  instruction  in  this  School  is  to  ed- 
ucate men  to  become  general  practitioners  of 
high  standing,  well  trained  in  the  fundamen- 
tal medical  sciences,  and  in  the  intelligent  ap- 
plication of  those  sciences  to  the  prevention, 
diagnosis,  and  treatment  of  disease.” 

The  School  of  Medicine  of  the  University  of 
Louisville  is  exceptionally  well-equipped  to 
carry  out  this  program  of  instruction.  Its 
two  buildings  are  amply  equipped  for  the 
academic  class-room  and  laboratory  work, 
while  the  Louisville  City  Hospital,  the  teach- 
ing hospital  of  the  School,  located  nearby  af- 
fords a wealth  of  clinical  material  for  the  ad- 
vanced classes  in  medicine  and  surgery.  The 
entire  professional  service  at  the  hospital, 
which  has  an  average  daily  population  of  325 
is  furnished  by  the  school  of  medicine.  It  is 
safe  to  say  that  no  medical  school  in  America 
has  fuller  opportunities  for  clinical  instruc- 
tion than  is  afforded  by  the  City  Hospital  to 
the  University  of  Louisville  School  of  Medi- 
cine. 

The  popularity  of  the  school  is  indicated 
by  the  large  number  of  applications  for  ad- 
mission to  the  freshman  class.  Each  year 
there  are  received  many  more  applications 
than  there  are  vacancies  to  fill.  Last  fall 
three  hundred  sought  to  register  in  the  first 
year  course.  Of  this  number  only  84  could 
be  admitted.  In  every  instance  residents  of 
Kentucky  are  given  precedence  in  the  mat- 
ter of  admission. 

Every  year  an  increasing  number  of  the 
graduates  of  the  school  enter  hospitals  for  at 
least  a year  of  hospital  service  before  engag- 
ing in  practice.  While  a period  of  hospital 
service  is  not  required  in  Kentucky,  as  it  is 
in  a number  of  states,  the  graduates  of  Louis- 
ville are  encouraged  to  obtain  this  ex- 
perience. Last  year  approximately  ninety 
per  cent  of  the  graduating  class  were  given 
hospital  appointments  after  competition  with 
graduates  of  the  larger  and  better-known 
medical  schools  of  the  East.  Graduates  are 
now  serving  in  hospitals  from  Providence,  R. 
I.  to  San  Francisco,  and  from  Cleveland  to 
New  Orleans.  Men  have  gone  from  the 
school  to  the  Mayo  Foundation  at  Rochester, 


Minn.,  the  Lakeside  Hospital  at  Cleveland, 
the  Henry  Ford  Hospital  at  Detroit,  the 
Peter  Brent  Brigham  Hospital  at  Boston,  the 
Rhode  Island  Hospital  at  Providence,  Van- 
ucibilt  University  Hospital,  Cincinnati  Gen- 
eral Hospital.  Indianapolis  City  Hospital, 
Charity  Hospital  of  New  Orleans,  New  York 
Post-Graduate  Hospital,  the  University  of 
Kansas  Hospital.  Kansas  City  General  Hos- 
pital and  many  other  of  the  outstanding  hos- 
pitals of  the  country. 

In  order  that  the  high  character  of  teach- 
ing may  be  maintained  and  the  various  de- 
partments of  the  medical  school  may  be  de- 
veloped, the  teaching  staff  must  be  increased 
and  the  load  of  detail  work  that  now  rests  on 
the  shoulders  of  both  the  academic  and  clin- 
ical faculties  must  be  lightened.  Adminis- 
trators of  the  school  look  forward  to  the  es- 
tablishment of  additional  courses  in  public 
health  and  preventative  medicine,  and  to  the 
establishment  of  a regular  post-graduate  clin- 
ic, which  will  offer  to  men  in  the  profession 
the  opportunity  to  do  graduate  work  during 
three  or  four  weeks  of  the  year. 

To  make  these  improvements  in  the  curric- 
ulum and  teaching  staff  additional  endowment 
is  absolutely  essential.  The  sources  of  income 
that  accrue  to  the  University  are  definitely 
limited  to  three : present  endownment  of 
$265,000,  of  which  $250,000  is  for  the  sup- 
port of  the  Speed  Scientific  School;  tuition 
fees,  which  represent  only  about  36  per  cent 
of  the  operating  costs  of  the  University,  and 
the  city  tax  levy,  which  is  limited  by  law  to 
five  cents  per  $100.  The  present  income  of 
the  University  is  insufficient  for  the  present 
needs  of  the  institution.  Therefore,  to  ex- 
pect improvement  in  teaching  conditions 
without  additional  endowment  is  out  of  the 
question.  Because  it  is  necessary  to  create 
additional  operating  capital  to  provide  rev- 
enue for  the  upkeep  and  upbuilding  of  the 
University,  the  Board  of  Trustees  are  asking 
the  men  and  women  of  Louisville  and  the 
alumni  of  the  University  throughout  the 
state  and  nation  to  create  this  general  en- 
dowment fund  of  two  million  dollars.  The 
income  from  this  fund  which  will  amount  to 
at  least  $100,000  a year,  will  be  a perpetual 
boon  to  the  University,  and  insure  the  pro- 
gressive development  of  the  several  schools 
that  go  to  make  up  America’s  oldest  munic- 
ipal university.  Until  this  endowment  fund 
is  provided,  the  future  of  the  Univei'sity  and 
its  school  will  be  uncertain,  and  its  place 
amid  American  colleges  insecure. 
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ORIGINAL  ARTICLES 


LOCAL  ANESTHESIA:  INDICATIONS, 

LIMITATIONS.* 

By  A.  J.  Bryson,  Ashland. 

The  subject  which  we  shall  discuss  briefly 
with  you  is  one  that  has  been  receiving  a fair 
share  of  attention  from  Medical  Association 
Meetings,  and  has  likewise  been  getting  a rea- 
sonable amount  of  publicity  by  way  of  the 
Medical  Tress.  These,  we  take  it,  are  fair 
indications  concerning  its  use  and  import- 
ance. 

The  administration  of  drugs  for  general 
anaesthesia  has  reached  a high  degree  of  per- 
fection and  safety,  and  this,  in  our  opinion, 
.s  one  very  good  reason  why  the  use  of  local 
or  regional  anaesthesia  has  not  kept  step,  and 
will  continue  to  be  a reason  that  will  mitigate 
against  tne  use  oi  iocai.  »v  e contenu,  novv- 
ever,  anu  at  least  nope  to  impress  upon  >ou 
some  01  tne  very  goou  anu  important,  reasons 
tor  its  use  ana  important  points  relating  to 
ns  advantages,  to  sucn  an  extent  tAat  you 
may  be  more  man  vvnimg  to  give  me  pian 
and  metnod  earetui  consideration,  tne  luea 
of  perlormmg  operative  procedures  upon 
patients  wno  are  luliy  conscious  is  in  no  sense 
new,  rather,  the  direct  opposite  is  quite  true. 
The  more  or  less  recent  widespread  uses  to 
which  local  anesthesia  has  been  put,  dates 
back  to  the  discovery  ot  cocaine,  along  about 
the  year  f rom  this  date  on,  commend- 

able efforts  on  the  part  of  the  medical  pro- 
fession have  been  made  to  do  major  opera- 
tions by  the  use  of  local  anesthetization,  but 
due  to  the  fact  that  cocaine  is  so  highly  tox- 
ic, its  use  in  sufficient  quantity  was  thereby 
precluded.  Since  the  introduction  of  cocaine 
derivatives,  or  their  synthetic  preparations, 
local  anaesthesia  is  gaining  new  impetus, 
and  has  received  considerable  att(  ntion,  par- 
ticularly from  foreign  clinics,  and  has  come 
into  moderate  use  in  this  country,  especially 
within  the  past  ten  years.  Many  of  the  for- 
eign clinics  are  performing  a rather  high  per- 
centage of  their  surgery  under  local,  some  to 
the  extent  oi  eighty  or  ninety  percent.  The 
same  high  percentage  does  not  obtain  only  at 
some  very  tew  clinics  in  this  country,  even  up 
to  the  present.  If  the  time  comes  when  the 
pharmacologists  can  offer  us  a product  whose 
toxicity  will  be  absolutely  negligible  and  still 
retain  the  anaesthetic  property  that  we  are 
now  able  to  get  from  procaine,  we  firmly  be- 
lieve local  anesthesia  will  become  the  anes- 
thetic of  choice  in  practically  one  hundred 
percent  of  cases.  We  may  add  here,  however, 
that  local  is  now  safe,  provided,  of  course, 

‘Read  before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  20,  21,  22,  23,  1926. 


that  reasonable  good  judgment  is  used  in  its 
administration,  in  fact,  we  have  had  no  un- 
toward symptom  in  our  clinic,  which  covers 
a total  of  about  fifteen  hundred  (1500)  ad- 
ministrations. Care  and  judgment,  however, 
must  be  exercised  in  its  administration,  par- 
ticularly to  avoid  administering  large  quanti- 
ties directly  into  the  blood  stream. 

The  administration  of  general  anaesthetics, 
while  not  exactly  standardized,  their  admin- 
istration does  at  least  harmonize,  and  the 
same  condition  exists,  or  can  be  applied  to 
major  operative  surgery.  While  these  pro- 
cedures are  not  fully  standardized,  and  indi 
vidual  operators  can  not  be  standardized,  tin 
methods  and  efforts  are  very  much  in  bar 
mony.  Granting  these  facts  to  be  true,  we 
very  rightly  conclude  that  morbidity  and 
mortality  statistics  will  remain  fairly  station 
ary.  Tne  point  that  we  desire  to  make  and 
contend  for,  is  that  we  may  possibly  reduce 
these  statistics  to  a lower  level  by  taking  into 
the  fold  of  anesthesia,  local.  There  are  classes 
and  types  of  surgery  winch  we  fully  believe 
can  be  done  witn  greater  safety,  and  at  the 
same  time  lessen  slightly  the  hospitalization 
period  than  if  they  had  been  done  under  gen- 
eral anesthesia.  Some  of  the  whys  and  where- 
fores pertaining  to  this,  we  hope  to  explain 
more  fully  under  indications  and  limitations. 
We  are  purposely  omitting  detailed  descrip- 
tion of  the  technical  administration  in  local 
anaesthesia,  since  this,  of  itself,  would  consti 
tute  more  than  an  ordinary  essay,  and  does 
not  quite  come  under  the  scope  of  my  dis- 
cussion in  this  paper. 

Indications. 

Certain  classes  of  patients,  from  the  path- 
ological standpoint,  should  receive  serious 
consideration  as  to  the  anaesthetic  when  it 
becomes  necessary  to  submit  themselves  to 
surgical  procedures.  Tuberculous  patients 
would  necessarily  come  under  this  class,  and, 
with  the  rarest  exception,  we  are  convinced 
that  no  anaesthetic  will  meet  the  heeds  of  the 
patient  suffering  from  tuberculosis  quite  so 
well  as  local.  The  tubercular  patient  is  below 
par,  and,  therefore,  should  receive  very  care- 
ful consideration  from  every  angle  bearing 
on  his  immediate  operative  procedure,  as  well 
as  the  future  outlook  on  the  tuberculous  fo- 
cus. Not  infrequently,  tuberculous  patients 
who  have  submitted  to  operative  procedures 
have  rapidly  gone  on  to  an  unfavorable  re- 
sult, while  quite  frequently  just  the  opposite 
is  noted.  It  is  not  so  much  the  effect  of  the 
general  anaesthetic  on  the  pulmonary  condi- 
tion that  we  have  in  mind  when  speaking 
about  local,  but  rather,  r membering  the 
emanciatsd,  sub-standard  state  of  this  class  of 
patients,  and  our  point  is  that  following  sur- 
gery under  local,  the  patient  is  in  much  bet- 
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ter  condition  and  will  more  rapidly  make  a 
satisfactory  convalescence. 

Another  class  of  patients  that  lend  them- 
selves very  well  to  major  surgery  under  local, 
is  the  cardiovascular  renal  type  of  patient. 
This  particular  class  of  patients,  as  is  well 
known,  are  comparatively  poor  risks,  both  as 
regards  anaesthesia  and  surgery.  We  may 
then  say  that  this  class,  too,  is  a sub-standard 
type  and  will,  like  the  tuberculous  patient, 
be  more  safely  operated  under  local,  and  will 
likewise  make  a more  rapid  recovery. 

There  is  yet  one  other  patient  in  which  the 
choice  of  anaesthesia  is  more  important  than 
those  formerly  mentioned,  and  this  particular 
patient  may  or  may  not  be  tuberculous,  or 
may  or  may  not  be  suffering  from  some  other 
type  of  oi’gamc  disease.  We  refer  particu- 
larly to  the  patient  who  is  lug  lay  septic,  in 
which  the  surgical  condition  may  have  been 
neglected,  emaciated  body  fiuius  depleted, 
and  so  forth.  Tins  kind  of  patient  is  neces- 
sarily an  extremely  poor  risk  for  major  sur- 
gery and  every  precaution  possible,  and  ev- 
ery pre-operative  care  snouid  be  given  this 
type  of  patient.  In  most  instances,  however, 
tins  type  is  demanding  immediate  interfer- 
ence, therefore,  w e especially  commend 
local  anaesthesia,  since  very  little,  if  any,  ad- 
ded damage  will  result  as  a result  of  surgical 
interference,  from  the  anaesthetic  standpoint. 
Furthermore,  this  patient  can  immediately, 
in  most  instances,  be  given  fluids  and  nour- 
ishment following  the  operative  procedure, 
tnereby  materially  increasing  his  chances  for 
a complete  recovery. 

Certain  body  regions,  as  well  as  particular 
pathological  conditions,  can  be  dealt  with 
more  easily  than  others  under  regional  an- 
aesthesia. We  do  believe,  however,  there  will 
be  few  body  regions,  and  but  few  conditions 
that  may  not  be  dealt  effectively  with  under 
the  proper  administration  of  regional  anaes- 
thesia. We  mention  some  conditions,  such  as 
gastro-intestinal  surgery,  intestinal  obstruc- 
tion from  whatever  cause,  neglected  appendi- 
ceal cases,  patients  that  have  become  practi- 
cally moribund  from  whatever  cause.  As 
other  indications  for  local,  we  will  mention 
its  serious  consideration  in  any  case  or  con- 
dition in  which  the  choice  of  anaesthesia  be- 
comes an  issue.  Accident  and  industrial  sur- 
gery can  usually  be  taken  care  of  very  nicely 
under  local  anesthesia,  since  its  administra- 
tion will  neither  add  to  nor  produce  shock. 

Local  anaesthesia  is  easy  of  administration 
and  very  effective  in  dealing  with  conditions 
of  the  lower  bowel,  for  cervical  cauterization, 
prostatectomy,  and  perineal  lacerations,  cau- 
dal block  being  used  for  operative  work  in 
this  particular  field.  Extremely  satisfactory 
operations  upon  the  head,  neck,  and  chest 


can  be  carried  out  effectively  under  local,  as 
can  operations  upon  all  of  the  extremities. 
We,  however,  are  not  doing  all  of  our  sur- 
gery under  local  anaesthesia,  in  fact,  we  may 
say  here  that  we  make  use  of  ether,  ethylene, 
colonic,  and  local,  in  our  surgical  activities. 
Operations  on  the  upper  abdomen,  especially 
cholecystectomy,  from  the  operative  stand- 
point, can  be  dealt  with  easier  under  colonic 
anaesthesia  than  any  other  kind,  due  to  the 
complete  relaxation,  and  almost  complete  ab- 
sence of  the  usual  respiratory  excursion.  We 
are  employing  local  anaesthesia  in  about  sixty 
percent  of  our  caoes,  a very,  very  small  per- 
cent under  colonic  anaesthesia,  and  the  re- 
maining percent  about  evenly  divided  be- 
tween ethylene  and  ether.  Having  had  no 
personal  experience  with  spinal  anaesthesia, 
we  can  not  speak  for  or  against  its  use. 

Limitations. 

Local  anaesthesia  is  not  unlike  other  useful 
remedies  or  procedures,  since  it  has  its  dis- 
advantages and  limitations.  The  treater  one’s 
observation,  study  and  application,  the  less 
firm  becomes  the  boundary  as  applied  to  lo- 
cal anaesthesia  in  its  connection  with  opera- 
tive surgery.  The  drugs  used  in  the  produc- 
tion of  local  anaesthesia  ar  • poisonous,  and 
this  should  ever  be  rememheitd  in  their  ap- 
plication and,  beyond  a reasonable  quantity, 
should  not  be  used. 

For  some  several  years  we  have  made  use 
of  one  particular  brand  of  procaine  (neo- 
caine)  on  account  of  its  convenience  and  high 
state  of  purity.  Mental  attitude  toward  the 
very  idea  of  submitting  one’s  self  to  opera- 
tive procedures  while  yet  awake,  will  preclude 
the  possibility  of  doing  surgery  for  certain  in- 
dividuals. This  percent,  howTever,  is  negligi- 
ble. Our  experience  has  shown  us  that  the 
so-called  nervous’  type  of  patient  usually 
makes  an  exceedingly  suitable  party  on  whom 
to  operate  under  local  anaesthesia. 

There  are  certain. types  of  bodily  diseases 
that  can  not  be  blocked  or  anaesthetized  so 
well  as  others.  Among  these  would  be  in- 
flammatory areas  that,  are  massive  in  type, 
making  it  extremely  difficult,  or  impossible, 
to  secure  an  effective  block  proximal  to  the 
condition.  Some  pelvic  conditions,  ones  that 
we  may  very  well  term  the  “city  hospital’’ 
type  pelves,  where  there  are  extensive  adhes- 
ions, enormous  pus  tubes,  inflammatory  mass- 
es, and  so  on,  in  which  the  operatives  effort 
would  require  considerable  pulling  and  haul- 
ing, would  be  somewhat  difficult  to  do  under 
regional  anaesthesia,  but  given  a case  in 
which  the  pelvis  is  clean,  hysterectomy  can 
be  very  readily  performed,  and  just  here,  we 
shall  briefly  describe  the  technique  employed 
in  such  a case.  First,  a caudal  block  is  used, 
then  the  abdomen  is  blocked  in  layers  or  oth- 
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erwise,  peritoneum  being  anaesthetized  after 
the  abdomen  is  opened,  usually.  Then,  after 
abdomen  is  opened,  blocking  may  be  done 
along  the  Fallopian  tubes,  round  and  broad 
ligaments,  bladder  reflected  peritoneum,  af- 
ter which  the  operative  procedure  should  be 
carried  out  with  minimum  of  trauma  and 
tugging.  By  this  plan,  a subtotal  or  complete 
hysterectomy  may  be  very  well  completed. 
Lack  of  sufficient  time  in  which  to  anesthetize 
patients  by  operators  doing  many  operations 
per  day,  is  often  offered  as  an  excuse  for  not 
employing  local,  and  we  admit  that  it  does 
take  a reasonable  amount  of  added  time.  This, 
however,  in  our  opinion,  is  not  a valid  rea- 
son for  its  non-use.  since  the  patient’s  wel- 
fare should  certainly  receive  first  considera- 
tion. We  also  admit,  as  previously  mention- 
ed, that  most  cases  can  be  operated  under 
most  any  kind  of  general  anesthesia  with 
more  or  less  safety,  and  we  have  particularly 
stressed  tne  value  ot  local  anaestnesia  in  sub- 
standard risks  and  desperately  ill  patients, 
if  local  is  good,  or  betier,  man  general  for 
these  classes  of  patients,  it  likewise  may  be 
more  than  safely  used  in  those  wnose  physical 
check  up  is  good. 

We  have  heretofore  omitted  to  say  that  the 
preparation  of  the  patient  for  local  anaes- 
thesia is  very  necessary,  and  sliould  be  as 
thorough  in  the  pre-operative  check  up  as  if 
tliey  were  being  operated  under  general  an- 
aesthesia. A small  dose  of  morphine,  and  of- 
ten, a very  small  dose  of  hyoscin  or  scopola- 
min  is  added,  this  given  about  one  hour  be- 
fore the  operative  time.  The  anaesthetist 
takes  care  of  the  patient  as  much  so  as  if  gen- 
eral anaesthesia  was  being  administered.  The 
patient  should  be  made  extremely  comfortable 
on  the  operating  table.  The  beginning  of  the 
operative  procedure  snouid  be  extremely  gen- 
tle, being  quite  sure  not  to  cause  pain  at  this 
time.  Ulten,  later  on  in  our  operative  ei- 
forts,  tfie  patient  wilt  submit  to  considerable 
trauma  witliout  complaint  of  pain. 

We  conclude  by  suggesting  to  every  man  in 
this  association  doing  surgery,  that  he  give 
some  careful  consideration  to  the  subject  of 
local  anaesthesia  in  his  surgical  activities. 

DISCUSSION 

John  W.  Price,  Louisville:  This  subject  of 

Dr.  Bryson’s  is  one  which  is  of  constant  inter- 
est to  all  of  us  and  it  is  one  to  which  I think  we 
do  not  give  enough  attention  in  our  routine 
work.  I have  operated  on  a number  of  cases 
under  general  anesthesia  in  which  subsequent 
results  have  shown  that  it  would  have  been  bet- 
ter if  I had  used  a local  anesthetic. 

There  is  one  class  of  case  that  the  Doctor  did 
not  mention,  or  if  he  did  I could  not  hear  him, 
and  that  is  the  acute  respiratory  diseases.  You 
will  find,  if  it  is  your  misfortune  to  have  to  do 


an  emergency  operation  on  a patient  suffering 
with  an  acute  infection  of  the  tonsils  or  the 
larynx  or  the  bronchi,  that  you  are  very  for- 
tunate in  having  a local  anesthetic  to  use  and  a 
technic  which  is  thoroughly  i-atisfactory.  It  is 
only  during  the  past  winter  that  I was  called  to 
see  a young  patient  twenty-one  or  twenty-two 
years  oid  who  had  an  acute  infection  of  the  ton- 
sils and  pharynx,  what  had  been  diagnosed  for 
several  days  as  the  flu,  with  temperture  101 
and  102,  and  during  the  course  of  this  illness 
she  developed  an  acute  pain  in  the  right  iliac 
fossa  and  her  medical  atendants  made  a diag- 
nosis of  acute  appendicitis  before  I was  called 
into  the  case. 

My  being  called  in  simply  confirmed  the  diag- 
nosis, and  an  examination  of  the  patient  showed 
that  to  subject  that  patient  to  a general  anes- 
thetic would  be  practically  the  same  as  ordering 
a death  warrant  for  her,  so  the  operation  was 
done  under  a local,  she  was  returned  to  bed  in  a 
veij  rew  iinuiu.es,  cue  patient  never  nail  any 
voiniLiiig  or  nausea  aicer  tne  operation,  sue  nau 
no  postoperative  morpnm,  sne  nau  none  oi 
tnose  orai nary  mscomioits  ionowing  an  opera- 
t.„n  Vvnicti  wo  usuany  see  alter  a general  anes- 
thetic such  as  ether. 

i Wisn  to  congratulate  Dr.  Bryson  on  the  ex- 
cellence of  his  paper  and  tne  care  in  wmch  it 
has  been  prepared  and  the  detail  that  he  has 
used  in  calling  to  our  attention  that  multitude  of 
cioes  wnmn  are  benLtted  by  local  anesthesia. 

A.  u.  Willmoth,  Louisville:  There  is  one 

mass  of  cases  tnat  I didn’t  hear  the  essayist  men- 

uviil  Liiia t-  1 LUlIlK  lOCcti  cUlfcibbiitJSrU  IS  p&rCiCUiUriy 

iiiUitatcu  in,  Liici l is  tne  so-caiifc(l  status  iympnat- 
itus  case. 

me  uoy  or  gin  wao  presents  tnemseives  to 
you  lor  suig.cai  worn  wnose  neignt  is  exceeded 
oy  lengui  irom  tip  to  tip,  wnose  glandular  sys- 
tem is  out  of  Daiance,  nas  pluriglandular  imbal- 
ance, is  a dangerous  case  to  give  a general  an- 
estnetic,  his  ductless  gianduiar  system  is  entire- 
ly out  of  balance  and  he  is  the  one  who  dies 
irom  diving  into  water  and  who  dies  quickly 
from  a few  inhalations  of  anesthesia  of  almost 
any  kind. 

We  should  look  for  these  cases.  These  are  a 
particular  type  of  people  to  be  operated  upon 
with  the  local  anesthetic;  it  is  practically  safe, 
while  the  giving  of  a general  anesthetic  is  ex- 
ceedingly dangerous.  If  the  essayist  mentioned 
that,  I failed  to  hear  it.  They  are  the  class 
which  should  all  be  operated  on  under  local  and 
never  submitted  to  genera!  if  it  is  possible  to 
avoid  it. 

A.  J.  Bryson  (in  closing)  : I heartily  concur 

in  all  the  statements  made  by  the  men  who  have 
taken  part  in  the  discussion,  and  particularly 
so  as  to  that  class  of  patients  referred  to  by  Dr. 
Price.  There  were  many  things  left  unsaid  in 
my  somewhat  brief  paper.  One  statement  in 
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there,  however,  covers  many  of  those  things  left 
unsaid,  where  I made  the  remark  that  in  any 
patient  where  the  anesthetic  becomes  an  issue, 
serious  consideration  should  be  given  the  local 
anesthesia. 


LOCAL  ANESTHESIA  IN  THYROID- 
ECTOMY.* 

By  John  R.  Wathen,  Louisville. 

Operations  for  Goiter  were  among  the 
earliest  surgical  procedures  wherein  general 
anaesthesia  was  replaced  by  local  anaesthesia. 

Koclier  of  Switzerland  did  all  his  opera- 
tions under  this  method  and  his  influence  in 
European  clinics  has  been  responsible  for  its 
continued  use  abroad. 

It  is  strange  that  in  America  we  have  only 
recently  appreciated  its  advantages,  for  it  is 
a method  which  lends  itself  especially  to  sur- 
gery of  the  thyroid  gland. 

It  greatly  reduces  the  risk  of  injury  to  the 
recurrent  laryngeal  nerves,  avoids  the  liabili- 
ty to  bronchitis  and  post-operative  pneu- 
monia and  almost  entirely  does  away  with 
vomiting  after  operation,  which  is  very  dan- 
gerous, annoying,  and  predisposes  to  hemor- 
rhage. 

There  is  a special  advantage  in  local  anaes- 
thesia in  cases  of  toxic  goiters -for  the  reason 
that  the  heart  in  these  eases  most  often  has 
been  damaged  to  an  extent  to  mabe  any  gen- 
eral anaesthetic  a greater  risk  and  in  some  of 
the  worse  cases  general  anaesthesia  is  abso- 
lutely contraindicated. 

Local  anaesthesia  has  been  employed  by 
three  methods,  namely:  (a)  terminal  infil- 
teration,  (b)  field  block  and  (c)  nerve  block. 

Nerve  block  regional  anaesthesia  has  be- 
come the  most  popular  and  is  the  most  sat- 
isfactory. 

Cervical  plexus  block  is  accomplished  by 
two  methods : First,  injection  of  the  nerve 
trunks  at  the  level  of  the  point  of  exit  of  the 
cutaneous  nerves,  a point  corresponding  to 
the  middle  of  the  posterior  border  of  the 
sterno  mastoid  muscle,  or,  second,  injection 
of  the  points  of  junction  of  the  2nd,  3rd  and 
4th  cervical  roots  at  the  level  of  their  exit 
from  the  intervertebral  foramina  in  front  of 
the  transverse  processes;  i.  e.,  the  method  of 
paravertebral  anaesthesia.  This  is  accom- 
plished by  either  the  posterior  or  the  lateral 
direct  routes. 

Then  next  injection  at  the  upper  poles, 
along  the  region  of  the  superior  thyroid  ar- 
teries, as  the  sensitive  nerves  of  the  gland  en- 
ter mainly  through  the  upper  poles  and  the 
injection  of  this  area  blocks  the  sensation  of 
the  posterior  surface  of  the  thyroid  lobes. 

*Read  before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  20,  21,  22,  23,  1926. 


And  lastly  injection  along  the  line  of  the  col- 
lar incision  of  Kocher  which  should  encircle 
the  anterior  lower  part  of  the  neck  just  above 
the  sternum. 

Novocain  without  any  adrenalin  in  three- 
fourths  of  one  per  cent  solution  is  the  anaes- 
thetic of  choice. 

We  have  entirely  discarded  adrenalin  in 
goiter  surgery  as  it  has  no  special  advantages 
and  may  be  dangerous  in  the  toxic  goiter 
cases. 

The  dermal  wheals  are  first  made  with  a 
very  fine  pointed  needle  which  produces  lit- 
tle or  no  pain,  and  later  a large  needle,  with- 
out the  syringe,  is  introduced  to  its  full 
depth  and  a few  seconds  allowed  to  elapse  to 
see  whether  any  blood  flows  from  the  needle 
and  then  if  it  has  not  punctured  a blood  ves- 
sel. the  syringe  is  then  attached  and  the  novo- 
cain solution  slowly  injected. 

This  latter  method,  we  adopted  only  after 
several  rather  alarming  experiences,  where 
we  had  injected  the  solution  directly  into  a 
vein  or  an  artery  the  consequences  of  which 
are  very  serious  and  may  be  fatal  and  since 
its  adoption  we  have  had  no  more  trouble 
from  this  source. 

The  preliminary  medication  is  of  equal  or 
as  much  importance  as  the  novocain  injec- 
tions. 

We  give  the  evening  before  the  operation 
12  to  15  grains  of  Veronal  in  the  form  of  the 
Elixir  of  Veronal,  as  it  is  very  readily  ab- 
sorbed, can  be  given  by  mouth  or  by  rectum 
and  has  no  accumulative  action. 

The  next  morning  early,  we  give  Elixir  of 
Veronal  one  half  the  amount  given  the  night 
before ; i.  e.,  about  6 to  10  grains. 

One  hour  before  operation  an  injection  of 
morphine  gr.  1-6  and  Scopolamine  gr.  1-200, 
is  given. 

After  the  thyroid  lobes  have  been  exposed 
and  we  are  ready  to  elevate  and  applv  for- 
ceps to  the  vessels,  we  give  an  injection  of 
Morphine  grs.  one-fourth  which  usually  is  all 
that  is  needed  for  the  completion  of  the  oper- 
ation. 

We  have  employed  this  method  for  the  last 
year  in  a large  number  of  operations,  and  in 
no  single  instance  have  we  had  to  supplement 
the  local  anaesthesia  with  nitrous  oxide  or 
auv  other  "eneral  anaesthetic. 

This  method  has  allowed  us  to  handle  the 
bad  risk,  damaged  heart  eases,  which  we  for 
merlv  refused  for  operation. 

It  has  not  onlv  increased  the  operability, 
but  has  decreased  the  mortality. 

The  operative  technioue  employed  when 
local  anaesthesia  is  used,  should  differ  from 
that  with  general  anaesthesia. 

Too  much  elevation  and  traction  should  be 
avoided  as  these  cause  pain  and  by  very  gen- 
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tie  manipulations  much  can  be  accomplished, 
which  would  be  impossible  if  the  same  meth- 
ods formerly  used  in  general  anaesthesia  were 
used. 

The  technique  we  have  now  adopted  and 
which  we  will  illustrate  with  lantern  slides, 
has  these  above  mentioned  advantages.  It  is 
also  rapid,  safe,  and  allows  us  to  leave  be- 
hind on  both  sides  of  the  trachea  a small  por- 
tion of  each  lobe  containing  the  parathyroids 
and  covering  the  recurrent  laryngeal  nerves, 
as  we  prefer,  to  do  a bilateral  operation  in  the 
great  majority  of  goiters.  Although  we  ad- 
vise this  technique  as  especially  suited  to  lo- 
cal anaesthesia,  we  do  not  wish  to  exalt  this 
into  a rigid  rule,  but  merely  desire  to  indi- 
cate a method  which  in  our  opinion  greatly 
facilitates  the  performance  of  the  operation 
under  local  anaesthesia  and  pays  due  regard 
to  the  anatomy  and  physiology  of  the  thyroid 
and  parathyroids. 

Conclusions. 

Local  anaesthesia  is  especially  suited  to 
operations  on  the  thyroid  gland  and  possesses 
advantages  over  general  anaesthesia  in  the 
prevention  of  injury  to  the  recurrent  laryn- 
geal nerves,  avoids  the  liability  to  bronchitis 
and  post-operative  pneumonia,  and  almost  en 
tirely  does  away  with  the  vomiting  after  op 
eration,  which  is  dangerous,  annoying  and 
predisposes  to  hemorrhage. 

It  also  places  less  burden  on  a damaged 
heart  and  kidneys,  and  by  so  doing  increases 
the  number  of  bad  risk  cases  accepted  for 
operation,  as  well  as  reduces  the  mortality. 
The  only  disadvantage  it  possesses  is  that  it 
requires  a special  training  and  experience, 
and  is  not  well  suited  to  those  of  limited  ex- 
perience in  this  class  of  surgery. 

DISCUSSIONS. 

A.  J.  Bryson,  Ashland:  I am  thoroughly  con- 

vinced that  practically  all  goiters  can  be  done 
under  local  anesthesia  and  I am  likewise  quite 
thoroughly  convinced  that  practically  all  should 
be  done  under  local  anesthesia.  Dr.  Wathen  has 
described  very  clearly  the  various  techniques 
used  in  goiter  removal.  As  one  is  not  quite 
sure  as  to  the  location  of  blood  vessels,  there 
will  be  no  danger  if  the  aspiration  test  is  done 
from  time  to  time,  and  this  will  apply  more  par- 
ticularly when  injections  are  made  laterally. 
Most  goiter  operations  can  be  completed  under 
the  ordinary  field  block.  If  a sensitive  area  is 
encountered,  the  injection  of  a little  added  an- 
esthesia here  and  there  will  permit  the  comple- 
tion of  the  goiter  removal. 

J.  Hunter  Peak,  Louisville:  A strange  thing 

to  me  in  this  country  is  why  we  have  not  used 
local  anesthesia  more  than  we  have  in  goiter 
work,  when  Kocher  himself,  who  is  the  father  of 
goiter  surgery,  used  it  almost  entirely,  whether 
cases  were  toxic  or  not. 

We  have  been  in  such  a habit  of  doing  our 


goiter  work  under  general  anesthesia  that  it  is 
hard  for  us  to  break  away  from  it  yet.  I think 
there  are  a great  many  cases  where  we  can 
still  use  a general  anesthetic,  particularly  those 
cases  of  a cystic  goiter,  goiters  of  that  charac- 
ter, where  the  patient  is  not  profoundly  poison- 
ed. 

In  all  toxic  cases  where  the  toxicity  is  pro- 
found, we  now  have  a means  of  relieving  them 
as  Kocher  did  and  has  for  a number  of  years  by 
the  means  that  Dr.  Wathen  has  so  beautifully 
demonstrated  to  us  today. 

As  to  the  anesthetic  used,  there  is  no  question 
at  all  but  that  the  novocain  is  possibly  the  safest 
one  we  can  use.  I do  not  see  any  necessity  of 
using  the  adrenalin  at  any  time.  An  injection 
of  normal  saline  or  even  water  will  almost  do  the 
same  thing. 

In  the  use  of  this  drug  the  nerve  block  is  pos- 
sibly quicker  and  you  can  proceed  without  any 
subsequent  anesthesia,  except,  as  the  Doctor 
suggested,  as  the  patient  would  suffer  from 
pain. 

It  has  been  my  experience  that  under  local 
anesthesia  there  is  no  great  hurry  about  your 
work  being  done.  Under  general  anesthesia  you 
have  to  and  should  work  rapidly.  Under  local 
anesthesia  you  do  not  have  to  work  fast.  Your 
patient  will  talk  to  you  if  you  permit  him  to, 
and  certainly  he  is  going  to  do  it  if  you  hurt 
him. 

My  method  has  been  to  start  with  the  skin 
where  you  expect  to  do  your  first  incision  and 
take  your  time.  When  you  pass  through  the 
skin  and  superficial  structures,  the  fascia,  even 
down  to  the  gland  and  the  capsule  surrounding 
it.  inject  the  tissues  as  you  come  to  them. 

I believe  in  all  operative  work,  and  more  par- 
ticularly that  of  goiter,  we  should  handle  our 
patient  just  exactly  as  though  he  were  awake 
and  not  only  conscious  of  what  we  are  doing, 
but  as  if  he  were  not  even  having  a local  anes- 
thetic administered. 

A great  deal  of  traumatism  can  be  done  to  the 
neck  and  nerves  where  you  use  a great  many 
hemostats,  as  I have  seen  done,  possibly  twenty- 
five  or  thirty  or  more  being  used  in  an  effort 
to  be  quick  and  rapid  in  the  enucleation  of  the 
gland.  The  very  presence  of  the  hemostats  will 
cause  traumatism. 

The  best  means  is  to  use  a small  hemostate  as 
you  can  to  pick  up  the  artery  consistent  with  the 
size  of  the  artery.  Pick  it  up  and  ligate  it  as 
soon  as  you  get  to  it.  Go  ahead  with  your  enuc- 
leation until  you  are  through,  and  if  at  any  time 
the  patient  complains  of  pain,  you  can  easily 
stop  it  by  simply  dropping  a few  more  drops 
upon  that  part  you  are  operating  upon  and  not 
being  in  too  big  a hurry.  Just  give  it  a little 
time. 

In  that  way  you  not  only  control  all  your 
hemorrhage  as  you  get  to  it,  you  do  not  produce 
any  traumatism  to  cause  pain  then  or  subse- 
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quently,  and  you  can  do  your  work  much  bet- 
ter and  not  shock  your  patient  at  all. 

I am  particularly  interested  in  the  local  anes- 
thetic in  those  cases  where  there  is  no  hope  of 
the  patient  at  all  on  account  of  the  cardiac  and 
renal  condition,  and  where  we  use  the  local  an- 
esthetic we  ban  operate  on  the  cases  as  the 
Doctor  suggested,  who  were  considered  inoper- 
able. 

PARESIS,  SOME  RECENT  ASPECTS  * 
Bv  H.  B.  Scott,  Louisville. 

Paresis  is  an  organic  disease  of  the  brain  of 
an  inflammatory  and  degenerative  nature, 
manifesting  itself  by  certain  physical  symp- 
toms and  progressive  mental  deterioration, 
and  producing  various  mental  symptoms.  Tt 
is  essentially  a cortical  disease,  but  its  symp- 
tomatology is  frequently  modified  by  spinal 
complications.  The  psychic  symptoms  in  ad- 
dition to  the  characteristic  progressive  de- 
mentia, present  many  phases;  neurasthenic, 
hysterical,  hypochondrical,  melancholic,  man- 
iacal, circular  and  paranoic. 

The  disease  is  best  studied  perhaps  in  three 
stages:  the  prodromal  or  incipient,  the  estab- 
lished mental  disorder  (which  may  be  exalt- 
ed, depressed  or  hallucinatory),  and  the  ter- 
minal period  of  dementia.  T shall  base  my 
paper  more  particularly  on  the  prodromal  or 
pre-paretic  period,  because  of  the  great  im- 
portance to  both  the  patient  and  the  family 
as  well  as  the  public  in  general,  in  being 
able  to  detect  the  disease  in  its  very  incip- 
iency,  thus  being  abV,  to  avoid  many  un- 
pleasant and  disastrous  happenings  that  of- 
ten occur  during  this  stage  of  the  disease. 

Paresis  is  oue  of  Ihe  most  insidious  forms 
of  insanity  as  regards  its  gradual,  and  al- 
most unnoticable  onset.  Very  often  this 
earlv  stage  presents  svmjjtoms  which  lead  to 
its  being  mistaken  fur  neurasthenia.  The 
earliest  symptoms  may  he  neurasthenic  in 
character  or  even  a combination  of  hysteria 
with  neurasthenia.  Insomnia  tremor,  irrita- 
bility of  temper,  hvpochondrical  depression, 
dull  headache,  ophthalmic  migraine,  pains  in 
various  parts  of  the  body,  general  malaise, 
loss  of  appetite  and  digestive  disorders;  these 
are  manifestations  which  may  readily  be  mis- 
interpreted as  purely  of  functional  nature. 
It  is  only  where  other  symptoms  in  addition 
to  these,  are  presented  that  a suspicion  of  a 
more  serious  disease  may  be  entertained  or 
the  diagnosis  actually  established. 

There  are  so  many  manifestations  in  the 
prodromal  period  that  it  is  not  strange  that 
it  should  often  go  unrecognized  during  its 
early  stage,  however,  there  is  no  disease  in 


*K«ad  before  the  Kentucky  State  Medical  Association, 
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which  a failure  to  make  an  early  correct 
diagnosis  results  so  disastrously.  It  is  dur- 
ing this  early  period  that  those  unfortunate 
occurrences  are  so  frequent  which  might 
have  been  prevented  if  the  true  condition 
had  been  recognized. 

Paresis  is  manifested  in  its  incipiency  by 
symptoms  of  defect  :vc  judgment  and  intelli- 
gence, memory  defects,  and  moral  obtuse- 
ness. 

We  frequently  see  the  most  pitiful  pictures 
— a previously  respected  citizen,  father  of  a 
family,  occupying  a good  social  position, 
change  and  become,  at  the  height  of  his  suc- 
cess, a failure  and  debauch,  while  his  friends 
see  nothing  decidedly  wrong  mentally,  al- 
though they  take  notice  of  this  decided 
change.  If  we  can  get  at  and  recognize  the 
early  symptoms  in  these  cases,  many  trage- 
dies would  be  prevented  daily.  A change  in 
general  conduct,  lasting  weeks  or  months,  is 
usually  followed  by  an  acute  maniacal  excite- 
ment— the  delirium  of  an  acute  toxic  psy- 
chosis— and  even  the  slowly  developing  de- 
pression of  the  melancholia  or  the  gradual 
change  of  character  of  the  paranoic,  is  usual- 
ly not  appreciated  before  any  serious  harm  is 
done.  The  diagnosis  of  Paresis  does  not  rest 
solely  upon  the  mental  symptoms.  Paresis  is 
a gross  organic  syphilitic  disease  of  the  brain 
and  its  diagnosis  must  rest  largely  upon  an 
appreciation  of  the  physical  signs  which’ 
these  changes  bring  about,  particularly  in  the 
field  of  motor  disturbance.  Delusion  of  gran 
deur  and  great  wealth,  power  and  strength 
are  in  no  wise  a necessary  part  of  the  symp- 
tom complex  and  wrhile  the  so-called  classi- 
fied type  of  Paresis  does  present  such  delus- 
ions, still  reasons  have  been  advanced  for  be- 
lieving that  this  type  is  becoming  relatively 
less  frequent.  The  most  important  physical 
symptoms  of  the  prodromal  period  are  the 
occul o-motor  and  the  tendon  reflex  disturb- 
ances. In  the  occulo-motor  phenomena  the 
pupillary  abnormalities  are  most  important. 
The  loss  of  the  light  reflex  with  retention  of 
the  reaction  to  accomodation — the  Argyll- 
Robertson  pupil,  is  one  of  the  most  valuable 
diagnostic  signs  of  beginning  Paresis,  in  the 
absence  of  Tabes,  as  it  frequently  occurs  very 
early.  This  symptom  is  present  in  about  for- 
ty-five per  cent  of  all  cases.  A sluggish  re- 
action to  light,  probably  the  beginning  stage 
of  the  Argyll-Robertson  pupil,  is  found  in 
about  twenty-eight  per  cent,  while  a normal 
light  reflex  is  present  in  about  twenty-six 
per  cent.  It  is  generally  conceded,  however, 
that  the  Argyll-Robertson  pupil  is  much  more 
common  in  the  tabetic  type  of  Paresis,  which 
is  about  eighty-four  per  cent. 

In  examining  for  these  conditions,  care 
should  be  taken  that  movements  of  accomo- 
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dation  are  not  mistaken  for  reaction  to  light 
by  having  the  patient  fix  the  gaze  upon  some 
object,  the  pupils  should  be  equally  illumin- 
ated and  the  light  should  not  be  too  bright, 
as  under  these  circumstances,  a sluggish  re- 
action might  be  masked.  Earlier  still  than 
loss  of  the  direct  light  reflex,  can  often  be 
found  loss  of  consensual  light  reflex.  This 
consists  in  the  dilatation  and  contraction  of 
the  pupil  of  one  eye  when  the  other  is  shaded 
or  exposed  to  direct  light.  It  is  quite  pos- 
sible that  the  loss  of  the  reflex  is  an  early 
stage  in  the  development  of  the  Argyll-Rob- 
ertson  pupil  and  should  always  be  tested  for. 
This  condition  is  usually  found  when  a slug- 
gish light  reflex  is  present.  Of  the  tendon  re- 
flexes, the  most  important  is  the  knee-jerk. 
This  may  be  normal,  exaggerated,  diminished 
or  lost  on  one  or  both  sides. 

The  exaggerated  reflex  is  most  common  but 
the  absence  of  the  knee-jerk  is  of  much  greater 
diagnostic  importance,  as  there  are  many 
more  causes  for  its  absence.  This  sign  also, 
of  course,  depends  for  its  importance  upon 
the  elimination  of  other  possible  etiological 
factors,  especially  Tabes.  The  mental  symp- 
toms of  the  prodromal  stage  are  often  not  ap- 
preciated. Tn  the  beginning,  the  patient  like 
anv  neurasthenic,  has  a distinct  Conscious- 
ness of  his  own  illness  and  observes  his  symp- 
toms. "Rut  with  the  progress  of  the  disease, 
he  soon  loses  that  sense  of  being  ill,  takes  no 
further  notice  of  his  own  swmntoms.  Besides 
what  I have  mentioned  there  are  several  oth- 
er physical  signs  and  symptoms  which  are 
helpful  in  making  an  early  diagnosis — defec- 
tive innervation  of  one  side  of  the  face  caus- 
ing a slight  paralysis;  transitory  ocular  pal- 
sies; diminished  sensibility  to  pain;  a dark, 
pale,  greasy  complexion ; lack  of  facial  'ex- 
pression; jerky  tremor  of  the  facio-lingual 
mus  ses  at  the  beginning  of  voluntary  move- 
ment; slight  difficulties  of  articulation; 
rushing  of  blood  to  head ; loss  of  memory  of 
localization  of  tactile  sensations;  loss  of  crem- 
asteric reflex ; attacks  of  syncope  or  of  mild 
or  severe  epileptiform  convulsions,  gastric 
and  vesical  crises.  Whenever  a patient  pre- 
sents several  of  the  physical  signs  that  \ have 
mentioned,  a positive  Wasserman  will  make 
a diagnosis  of  Paresis  almost  conclusive,  be- 
yond a doubt.  And  even  in  the  absence  of  a 
positive  Wassermann  of  the  blood  and  spinal 
fluid,  a patient  presenting  these  symptoms 
together  with  a clinical  history  of  syphilis 
should  be  carefully  watched  and  treated  un- 
til some  definite  conclusion  has  been  reached. 
The  serological  tests  for  syphilis  have,  as  a 
rule,  great  corroborative  significance.  A 
Wassermann  test  of  the  blood  and  of  the 
spinal  fluid  is  usually  positive  and  the  cells 
in  the  spinal  fluid,  which  normally  number 


three  and  not  above  ten,  may  be  from  ten  up- 
ward to  many  hundreds.  A moderate  in- 
crease to  around  fifty  is  rather  in  favor  of 
the  metasyphilitic  disorder,  while  a count  of 
hundreds  of  cells  is  more  common  in  cerebro- 
spinal syphilis,  from  which  we  have  to  make 
a differential  diagnosis,  in  Paresis.  The  par- 
etic gold  curve  is  also  one  of  our  best  diag- 
nostic aids  and  serves  with  other  symptoms 
and  tests  in  making  our  diagnosis. 

Several  years  ago  a prominent  Svphilo- 
"rapher  of  Chicago  read  a paper  before  the 
Jefferson  County  Medical  Society  in  which  he 
stated,  with  great  emphasis,  that  he  believed 
that  it  was  verv  detrimental  to  the  patient  to 
administer  anv  form  of  the  arsenical  prepara- 
tions after  mental  symptoms  had  developed 
statement,  yet  I feel  that  time  and  facts  have 
in  Paresis.  While  there  is  some  truth  in  this 
proven  that  he  was  honestly  mistaken  in  his 
advice,  since  many  such  cases  have  been  treat- 
ed. some  arrested  and  some  with  apparent  re- 
coveries. But  anv  way  he  caused  many  of 
his  hearers,  including  myself,  to  become  very 
pessimistic  in  the  treatment  of  Paresis  and 
many  cases  have  gone  untreated.  More  prog- 
ress has  been  made  in  the  treatment  of  Pare- 
sis during  the  past  four  years  than  during 
the  past  twenty  years  prior  to  that  time,  ac- 
cording to  reliable  statistics.  The  several 
different  stations  at  which  Tryparsamide  has 
been  tried  out  report  some  very  favorable  re- 
sults, stating  that  Tryparsamide,  together 
with  mercury,  seems  to  do  what  none  of  the 
other  arsenical  preparations  have  done  with 
incipient  or  pre-paretic  cases. 

Some  claim  as  high  as  twenty-five  percent 
of  arrested  or  apparent  recoveries.  The  Ma- 
larial inoculation  treatment  has  met  with 
fairly  good  results  in  the  hands  of  several. 
Personally,  I have  assisted  in  treating  several 
cases  and  T have  seen  other  cases  that  have 
shown  improvement.  The  Malarial  inocula- 
tion is  usually  followed  with  alternating  dos- 
es of  Arsphenemin  and  Tryparsamide  of 
three-tenths  gram  doses.  The  Malarial  treat- 
ment is  not  difficult  and  can  be  carried  out 
in  any  hospital.  It  consists  of  injections,  in- 
travenously of  2 cc.  of  blood  taken  from  a 
patient  who  has  a well-developed  case  of  ma- 
laria of  the  Tertian  type.  After  the  patient 
has  had  from  twelve  to  fourteen  paroxysms 
with  fever  from  104°  to  106°  or  107  he  is  then 
given  the  usual  malarial  treatment  consisting 
of  ten  grain  doses  of  quinine.  If  the  fever  is 
low  and  the  paroxysms  are  irregular  we  can 
stimulate  with  15  cc.  of  milk  intramuscularly 
or  use  typhoid  vaccine.  Some  cases  may  run 
only  a few  paroxysms  and  develop  jaundice. 
The  treatment  must  be  discontinued  and  the 
patient’s  physical  health  built  up  with  the 
arsenieals.  Under  these  conditions  the  malar- 
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iul  treatment  may  be  given  again. 

During  the  malarial  inoculation  the  pa- 
tient must  bt  thoroughly  screened  against 
mosquitoes  in  order  not  to  carry  malaria  to 
other  patients.  It  is  preferable  to  obtain 
blood  irom  the  malarial  patient  just  before  a 
chill  if  possible  as  it  seems  to  give  best  re- 
sults, but  in  case  this  cannot  be  accomplished, 
any  blood  of  a malarial  case  will  often  give 
results. 

It  is  only  necessary  to  give  one  inoculation 
provided  it  takes  and  the  fever  is  high,  be- 
cause it  nas  ueen  thoroughly  uemonstrated 
mat  one  treatment  is  sutncient  in  a case  to 
ootain  results  11  tney  are  to  be  obtained  in 
mat  particular  case,  and  the  patient  will  soon 
begin  to  snow  lucid  intervals  and  gradually 
become  rational.  Examination  of  records  at 
the  lioston  Psychopathic  Hospital  reveal 
mat  out  of  two  hundred  cases  that  have  been 
diagnosed  General  Paresis,  thirty  per  cent 
show  arrests  of  all  mental  symptoms  with 
negative  blood,  spinal  fluids  and  gold 
curve.  Many  of  these  cases  have  long  since 
been  rational  over  the  period  of  time  that  we 
give  these  cases  to  die  and  have  been  restored 
to  their  families  and  working  every  day.  It 
is  the  concensus  of  opinion  of  those  who  have 
been  obtaining  the  best  results  from  these 
recent  treatments,  that  they  believe  their  suc- 
cess has  been  due  to  not  only  getting  these 
cases  under  treatment  before  brain  cells  ac- 
tually begin  to  degenerate,  but  to  keeping  up 
l he  treatment  over  a period  of  several  years. 
As  much  as  five,  six  and  seven  hundred  in- 
jections of  Neo-salvarsan  and  Tryparsamide 
have  been  given  one  individual  case  with 
splendid  results,  considering  only  and  solely 
the  condition  of  the  blood,  spinal  fluid  con- 
tent and  gold  curve  reading.  Personally,  I 
cannot  help  but  feel  that  we  have  at  last 
found  something  that  will  help  us  in  these 
poor  unfortunate  cases  that  heretofore  have 
been  considered  utterly  hopeless  in  our 
hands. 

DISCUSSION 

E.  R.  Palmer,  Louisville:  Probably  what  I 

have  to  say  will  be  considered  a voice  from  the 
past.  I am  a reactionary  about  syphilis,  but  I am 
still  holding  on  to  the  opinions  I have  had  for 
several  years. 

It  would  be  extremely  fortunate  if  the  opti- 
mistic picture  Dr.  Scott  presented  to  us  would 
develop  to  be  the  truth,  but  I fear  that  it  is 
purely  one  of  those  conditions  that  we  see  so 
frequently  in  this  disease,  the  remissions  that 
it  is  known  the  disease  is  commonly  subject  to. 

My  reasons  for  objecting  to  this  are  twofold. 
In  the  first  place,  the  theory  on  which  the  drugs 
are  administered  is  wrong,  they  are  adminis- 
tered on  the  theory  that  they  are  d'rect  para- 
siticides, that  they  kill  directly  th*  microorgan- 


isms causing  the  disease,  nrd  t!.o  next  is  that 
true  paresis  represents  a degeneration  of  the 
nerve  substance.  It  is  the  result  of  the  invas- 
ion into  the  nerve  substance  of  the  spirochetes. 
It  is  then  due  to  the  fact  that  the  patient  has 
not  the  proper  resistance. 

I am  not  familiar  with  paresis.  I don’t  get 
that  type  of  disease  to  handle.  I may  say  in 
the  thirty  years  in  which  I have  been  working 
along  this  line  there  have  only  been  two  patients 
of  mine  who  had  followed  my  course  of  treat- 
ment who  ever  developed  paresis,  two  in  thirty 
years.  Both  of  these  men  were  hard  drinkers. 

I wish  ail  of  you  could  have  heard  Dr.  Gold- 
thwait’s  little  address  upon  the  care  of  the 
chronic  case.  It  seems  to  me  that  the  point 
here  is  wnat  modern  medicine  is  tending  to  rignt 
along,  to  get  away  from  the  super-scientific  at- 
titude of  trying  to  kiil  germs.  We  have  gone 
through  various  phases  in  the  evolution  of  med- 
icine as  was  so  beautifully  brought  out  by  Dr. 
Morris  several  years  ago,  the  heroic  age,  the 
pathologic  age,  etc.  We  found  the  bacteria,  and 
we  used  to  say,  “Oh,  just  let  us  find  what  caus- 
es this  disease  and  we  will  cure  it  immediately.” 
But  we  didn’t  cure  tuberculosis  by  killing  the 
tubercle  bacillus.  We  don’t  cure  gonorrhea 
Dy  killing  the  gonococcus,  nor  do  we  cure  syphil- 
is by  killing  the  spirochetes. 

The  gist  of  the  matter  is  that  we  should  try 
to  find  why  it  is  that  in  the  last  twenty-five 
years  there  has  been  an  enormous  increase  in 
the  incidence  of  neurosyphilis.  Those  of  you 
who  have  worked  with  syphilis  as  I have  for 
many  years  I am  sure  will  agree  with  me  that 
there  has  been  a decided  change  in  the  type  of 
the  disease. 

Thirty  years  ago  syphilis  was  described  prin- 
cipally in  the  textbooks  of  dermatology.  It  was 
looked  upon  particularly  as  a skin  disease.  It 
was  characterized  by  the  manifestations  of  those 
more  or  less  repulsive  skin  lesions,  with  also 
lesions  of  the  mucous  membranes  and  the  gum- 
matous tissue. 

That  was  syphilis  of  thirty  years  ago.  What 
is  syphilis  today?  Syphilis  today  is  a disease  of 
the  internal  viscera,  the  cardiovascular  system 
and  the  central  nervous  system.  Why  is  that? 
It  has  been  claimed  by  some  that  it  is  due  to  the 
fact  that  there  is  a different  kind  of  spirochete, 
there  is  a spirochete  that  has  a predilection  for 
the  central  nervous  system.  If  we  are  going  to 
follow  that  line  we  would  have  to  have  a spiro- 
chete for  the  heart,  the  lung,  the  liver,  and  ev- 
erything else.  It  is  not  that  at  all. 

I firmly  believe  it  is  due  not  to  any  particular 
drug.  When  I first  started  this  fight  they 
thought  that  I was  coming  to  fight  arsphenamin. 
I am  fighting  that,  it  is  very  true,  but  I am  chief- 
ly fighting  a method  of  treatment.  I claim  that 
you  in  your  super-scientific  ignorance  are  step- 
ping in  and  throwing  a monkey-wrench  into 
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God  Almighty’s  machinery  and  upsetting  the  na- 
tural protective  machinery  by  which  only  is  our 
body  able  to  rid  itself  of  microorganisms  and 
parasites. 

The  skin  is  a protective  organ,  and  it  is  by 
allowing  the  disease  to  give  the  external  man- 
ifestations on  the  skin  that  we  get  the  protec- 
tion that  protects  the  central  nervous  system. 

Fournier  statistics  have  shown  that  ninety  per 
cent  of  Tertiary  syphilis  occured  in  which  the 
secondary  symptoms  were  absent  or  extremely 
mild.  My  cases  over  the  last  thirty  years  that 
I have  handled  have  been  allowed  to  come  into 
secondary  manifestations.  Instead  of  treating 
a man  before  the  Wassermann  becomes  positive, 
I say  by  all  manner  of  means  wait  until  it  be- 
comes strongly  positive  and  then  you  know  that 
the  body  has  marshalled  its  protective  forces 
and  is  ready  to  do  the  battle.  Don’t  wait,  gen- 
tlemen, until  you  have  come  to  even  the  pre- 
paretic stage,  don’t  wait  for  that.  If  you  will 
wait  beforehand,  if  you  will  wait  until  the  sec- 
ondary stage  of  syphilis,  I will  be  willing  to 
stake  my  future  reputation  that  there  will  be  a 
decrease  of  not  only  neurosyphilis,  but  cardio- 
vascular syphilis  and  syphilis  of  all  of  the  inter- 
nal viscera.  It  allows  the  skin  to  bear  the 
brunt  of  the  battle  instead  of  the  more  vulner- 
able internal  organs. 

W.  E.  Gardner,  Louisville:  I know  only  in 

a very  scattering  sort  of  way  what  Dr.  Scott 
had  to  say,  because  I did  not  hear  his  paper  in 
its  entirety. 

I got  the  impression  from  my  talk  with  Dr. 
Scott  today,  however,  that  he  feels  from  his  re- 
cent investigation  and  study  of  paresis  that  per- 
haps we  are  not  treating  paresis  as  intensively 
as  we  should.  His  observations  have  convinced 
him  that  patients  who  have  been  kept  under 
somewhat  more  intensive  anti-syphilitic  treat- 
ment than  we  are  inclined  to  do  in  this  section 
have  obtained  real  benefit. 

I must  admit  that  my  position  in  regard  to 
the  treatment  of  paresis  has  been  somewhat  con- 
servative. Not  only  from  my  personal  exper- 
ience in  the  observation  of  patients  who  have 
been  intensively  treated  by  salvarsan,  neosal- 
varsan,  tryparsamid,  and  other  forms  of  arsen- 
icals,  but  also  with  the  more  conservative  meth- 
ods, the  use  of  mercury  and  general  hygienic 
care  of  the  patient.  There  are  certain  things 
I believe  we  must  bear  in  mind.  In  the  first 
place  we  must  know  definitely  that  the  case  is 
one  of  paresis,  because  if  we  still  have  the  so- 
called  cerebrospinal  syphilis,  the  meningo-vas- 
cular  type  of  syphilis,  where  we  have  an  involve- 
ment of  the  blood  vessels,  the  meninges,  and 
formation  of  gumma,  it  is  possible  that  inten- 
sive treatment  may  accomplish  something,  but 
when  we  get  a well  developed  case  of  paresis, 
with  typical  spinal  fluid  reaction,  positive  Was- 
sermann, positive  globulin  with  forty  to  fifty 


cell  count,  and  the  paretic  gold  curve,  with  cer- 
tain clinical  manifestations  which  are  typical  of 
paresis,  and  we  have  these  appearing  fairly 
early  sometimes  in  the  quality  of  the  knee-jerks, 
sometimes  exaggerated;  sometimes  unequal;  stiff 
pupil,  some  tremor  of  the  voice,  eyelids  and  so 
forth;  if  we  have  a clinical  diagnosis  of  paresis 
which  is  confirmed  by  the  laboratory  findings, 
we  know  that  we  have  a parenchymatous  degen- 
eration of  the  brain.  There  has  been  already 
more  or  less  destruction  of  brain  substance,  es- 
pecially cellular  substance  of  the  brain,  where- 
as in  cerebrospinal  syphilis  we  still  have  an  in- 
volvement of  the  connective  tissue.  It  is  very 
questionable  in  my  mind  as  to  whether  paresis 
should  be  treated  too  intensively.  I have  seen 
in  many  instances  a quiet,  harmless  type  of 
paretic  converted  into  a violent  type  of  paretic 
with  a rapid  physical  decline. 

Sometimes  in  taboparesis  we  may  have  some 
beginning  changes  in  the  optic  nerve.  It  is  here 
that  the  use  of  tryparsamid  is  definitely  con- 
traindicated because  it  will  cause  a much  more 
rapid  destruction  of  the  optic  nerve. 

The  ear  men  now  are  beginning  to  tell  us  neo- 
salvarsan  and  the  arsenical  preparations  should 
not  be  used  in  cases  of  nerve  deafness.  I have 
had  occasion  to  observe  one  or  two  cases  in 
which  the  arsenical  treatment  was  recommended 
in  cases  of  syphilis  with  deafness  that  were 
made  definitely  worse  by  the  use  of  the  arsen- 
ical. We  must  realize  that  we  are  treading  on 
dangerous  ground  and  not  attempt  to  treat  ev- 
erj  case  in  the  same  routine  way.  We  must  not 
treat  just  the  disease  syphilis  but  we  must  treat 
the  patient.  We  must  bear  in  mind  always  that 
the  general  resistance  of  the  patient  must  be 
kept  up.  This  can  be  done,  of  course,  by  rest, 
regulation,  general  hygienic  measures,  with 
moderate  treatment,  perhaps  mercury  at  times, 
a little  salvarsan  at  others;  the  use  of  the  iodides 
do  not  seem  to  accomplish  anything  in  paresis 
after  degenerative  changes  have  taken  place, 
but  in  the  cerebrospinal  syphilis  we  do,  of 
course,  get  very  beneficial  results  from  the  use 
of  the  iodine. 

One  rather  interesting  point  about  cerebro- 
spinal syphilis  and  paresis  is  that  a good  many 
of  the  investigators  in  collecting  the  statistics 
have  shown  that  in  the  typical  case  of  paresis 
there  has  not  usually  been  a history  of  nerve 
recurrences,  that  is  cranial  nerve  involvement, 
with  headaches.  There  seem  to  be  perhaps  cer- 
tain neurotropic  strains  of  the  spirochete  which 
have  a predilection  for  brain  tissue  that  are 
somewhat  different  from  those  producing  so- 
called  cerebrospinal  syphilis. 

On  the  other  hand,  the  cases  of  cerebrospinal 
syphilis  that  show  nerve  recurrences,  cranial 
nerve  involvements,  headache,  mental  hebitude, 
and,  so  forth,  seldom  become  paretic.  If  we  be- 
lieve that  early  involvement  of  the  nervous 


April,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


147 


system  in  the  form  of  a meningo-vascular  sy- 
philis, if  not  treated  intensively,  becomes  pare- 
sis, I think  we  are  somewhat  in  error. 

Recently  the  work  that  has  been  done  with 
malaria  in  treating  paresis  has  been  of  interest. 
In  the  Wagner  von  Jauregg  Clinic  in  Vienna 
they  are  reporting  a fairly  large  percentage  of 
recovery,  yet  they  say  themselves  sufficient 
time  has  not  elapsed  to  allow  them  to  say  what 
permanent  benefit  has  been  gained  by  this  form 
of  treatment. 

My  position  is  that  we  must  keep  in  mind  the 
individual  case;  we  must  treat  the  patient,  we 
must  not  lower  his  resistance.  If  we  treat  him 
too  intensively  and  try  to  reduce  his  laboratory 
findings  to  a minimum,  we  are  likely  to  do  him 
very  great  harm  in  a clinical  way.  Let’s  bear 
in  mind  always  that  the  anatomical  improvement 
and  the  laboratory  changes  are  never  in  propor- 
tion to  the  clinical  changes  in  paresis.  We  may 
have  clinical  improvements,  but  it  is  very  seldom 
that  we  get  a negative  spinal  fluid;  the  globulin 
and  cell  count  may  be  somewhat  reduced,  but  it 
is  seldom  that  we  get  a negative  Wassermann, 
and  the  postmortem  shows  that  in  these  cases 
that  apparently  have  improved  clinically  there 
is  a very  extensive  destruction  of  brain  tissue. 

Jethra  Hancock,  Louisville:  Gentlemen  of  the 

Society,  I certainly  regret  that  I did  not  get  to 
hear  Dr.  Scott’s  paper.  I got  to  hear  just  a lit- 
tle of  the  discussion.  Certainly  neurosyphilis 
is  a very  sad  state  of  affairs  at  best.  It  is  not 
a condition  that  any  of  us  can  feel  very  cheer- 
ful about.  Not  knowing  just  exactly  what  the 
Doctor  said  in  his  essay,  I would  hesitate  to  un- 
dertake to  discuss  the  subject  at  length.  Neu- 
rosyphilis is  showing  a much  brighter  side.  We 
are  finding  today  that  the  earlier  treatment  of 
it,  or  more  particularly  the  early  recognition  of 
neurosyphilis,  with  our  added  armanentarium. 
such  as  tryparsamide,  is  giving  results  that  here- 
tofore we  had  not  expected  to  get. 

I believe  there  is  nothing  new  to  be  said  in 
the  treatment  of  neurosyphilis,  and  particularly 
paresis,  only  a strong  effort  to  recognize  the 
condition  very  early  and  institute  arsenical 
treatments  and  particularly  the  tryparsamide. 

As  I said  at  the  outset,  it  is  a sad  thing  that 
any  one  should  advance  to  the  period  of  neuro- 
syphilis. In  this  day  of  scientific  medicine, 
probably  there  is  no  field  of  medicine  in  which 
there  has  been  more  scientific  research  done 
than  in  this  particular  field.  We  should  recog- 
nize these  conditions  and  give  them  suitable 
treatment  so  they  will  not  occur. 

I am  sorry  that  I am  not  in  accord  with  my 
friend  Dr.  Palmer,  and  I believe  he  says  he 
stands  entirely  alone  in  his  position  today  (so 
far  as  I know  he  does)  — that  is  that  we  should 
let  syphilis  go  on  to  the  secondary  stage  with- 
out treatment.  We  know  that  the  early  recog- 


nition of  syphilis  can  be  done  now  by  scientific 
investigation.  Before  the  Wassermann  has  be- 
come positive  the  diagnosis  can  be  made.  If 
tins  d.agnos.s  is  made,  with  appropriate  treat- 
ment the  patient  never  should  have  a positive 
Wassermann.  Moreover,  as  far  as  we  can  tell 
serologically  or  otherwise,  the  patient  should 
never  have  any  of  the  manifestations  of  syphilis 
in  himself  or  in  his  offspring.  If  that  is  not  a 
cure,  I am  at  a loss  to  know  what  a cure  would 
be. 

I say  these  things  advisedly  from  having  seen, 
as  Dr.  Palmer  has  seen  many  hundreds  of  such 
cases  (I  would  not  gainsay  his  experience),  n, 
occur  over  and  over  again  where  the  patient 
that  was  treated  before  the  Wassermann  was 
positive,  now  that  we  have  had  ten  or  fifteen 
years  to  observe  these  cases,  absolutely  is  eighty 
to  ninety-five  percent  cured  serologically,  clin- 
ically and  eugenically,  if  you  will  permit  the 
term.  What  more  could  we  ask? 

'the  burden,  I think,  is  on  the  medical  profes- 
sion to  lay  down  this  dictum  as  doctors  and 
general  practitioners  and  stick  to  it,  that  all 
lesions  of  the  external  genitalia  should  be  re- 
garded syphilis  until  proven  otherwise.  This  is 
preventing  paresisi  We  may  do  this  by  search- 
ing for  the  spirochaeta.  If  the  lesion  is  not 
tampered  with  and  there  is  no  medication,  we 
find  them  abundantly.  If  the  lesion  has  been 
tampered  with  and  we  cannot  locate  the  spiro- 
chaeta microscopically,  then  we  can  turn  to  the 
microscopic  Kahn  test,  which  will  give  us  our 
diagnosis  before  the  Wassermann  becomes  posi- 
tive. 

It  seems  a pity  two  men  of  experience  would 
come  before  you  so  contradictory  in  their  view- 
point, but  I believe  if  the  procedure  that  I have 
laid  down  is  carried  out  we  will  have  very  lit- 
tle paresis. 

H.  B.  Scott  (in  closing)  : I have  known  of 

Dr.  Palmer’s  attitude  toward  the  treatment  of 
syphilis  for  some  time.  I consider  him  one  of 
the  best  syphilographers  in  the  country.  He 
knows  his  work;  he  does  his  work  well.  He  has 
only  two  cases  he  knows  of  that  he  has  treated 
that  ever  developed  paresis. 

I did  not  read  this  paper  today  for  his  bene- 
fit so  much  as  I did  for  the  benefit  of  others. 
I read  this  paper  for  the  benefit  of  some  men 
who  ai  • like  the  man  who  brought  a case  to  me 
four  weeks  ago.  I looked  at  the  man,  talked 
to  him  a little  while  and  he  told  me  he  would 
rather  die  than  live  unless  he  could  get  well.  He 
had  been  wanting  to  kill  himself  and  was  de- 
pressed at  times.  These  were  the  only  symp- 
toms he  had.  I asked  the  doctor  if  this  patient 
ever  had  syphilis.  He  relied,  “Not  to  my  know- 
ledge.” 

We  made  a blood  Wassermann  and  found  it 
four  plus.  The  man  had  been  in  that  condition 
for  three  years.  If  we  could  have  had  a Wasser- 
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mann  three  years  before  and  could  have  had  the 
man  treated,  I believe  he  would  be  alive  and 
well  today. 

I think  we  are  far  behind  the  times  in  the 
treatment  of  paresis  or  pre-paretic  cases. 

When  Dr.  Solomon  of  the  Psychopatic  Hos- 
pital of  Boston  a few  months  ago  began  telling 
others  and  myself  about  some  patients  that  he 
had  that  had  recovered  from  paresis,  I almost 
insulted  him  by  the  questions  that  I asked.  1 
told  him  in  a joking  way,  “I  am  from  the  state 
next  to  Missouri.  You  will  have  to  show  me.” 

He  said,  “Give  me  a little  time  and  I will 
show  you.” 

He  showed  us  cases  that  they  had  had  under 
treatment  from  six  to  nine  years.  Many  of 
these  cases  are  well  today  and  mentally  norma!. 
The  only  question  in  my  mind  is  whether  they 
were  correct  in  their  diagnosis  of  general  pa- 
resis. I believe  they  were,  and  that  they  know 
more  about  it  than  we  do.  As  I cited  in  my 
paper,  out  of  200  cases  that  they  have  treated, 
all  of  these  cases  diagnosed  as  general  paresis, 
show  a percentage  of  about  thirty  that  have 
been  arrested  and  some  of  them  seem  to  me  to 
be  normal.  These  men  are  at  work,  restored  to 
their  families  and  are  getting  along  nicely.  If 
they  can  do  that  I think  we  should  give  the  pa- 
tient the  benefit  of  the  doubt  and  try  the  same 
thing. 

For  a number  of  years  in  Kentucky  we  have 
been  doing  nothing  with  the  paretic  who  shows 
mental  symptoms. 

A prominent  doctor  of  Chicago  a few  years 
ago  told  us  th.u  we  made  a mistake  if  we  treat- 
ed these  cases  after  they  showed  mental  symp- 
toms. I for  one  discontinued  to  treat  these 
cases  but  from  now  on  T am  going  to  treat  them 
because  I-  believe  I can  help  these  poor  suffering 
people. 


Cause  of  Epidemic  of  Sore  Throat. — Hemolytic 
streptococci  were  found  by  Coleman  and  Wheel- 
er to  be  the  predominating  organisms  in  throat 
cultures  from  the  acute  cases  studied  in  an  ex- 
tensive epidemic  of  septic  sore  throat.  The 
toxicity  of  twelve  strains  was  tested.  One  pro- 
duced a potent  toxin  netralized  by  the  standard 
scarlet  fever  antistreptococcus  serum  and  also 
by  the  patient’s  serum.  The  other  eleven  pro- 
duced little  or  no  toxin.  The  precipitinogens 
and  agglutinating  antigens  prepared  from  four 
of  the  nontoxic  strains  could  not  be  distinguished 
from  this  prepared  from  the  one  toxic  strain,  or 
from  the  Dochez  strain  of  scarlet  fever  streptoc- 
occus. Among  a group  of  twenty  convalescents, 
30  per  cent  gave  definite  skin  reactions  to  a 
standard  scarlet  fever  streptococcus  toxin,  which 
is  approximately  the  same  proportion  as  in  a 
group  of  normal  persons  of  the  same  age, 
(8  to  50  years). 


ANGINA  PECTORIS.* 

By  Leon  K.  Baldauf,  Louisville. 

On  July  21,  1768,  Heberden,  at  the  WTq  al 
College  of  Physicians,  read  a paper  entitled 
“Some  Account  of  a Disorder  of  the  Breast.” 
The  abstract  published  in  Osier’s  Monograph 
will  be  given. 

There  is  a disorder  of  the  breast  marked 
with  strong  and  peculiar  symptoms,  consid- 
erate for  the  kind  of  danger  belonging  to  it. 
The  seat  of  it  and  the  sense  of  strangling  and 
anxiety  with  which  it  is  attended  make  it  not 
improperly  io  be  catieu  angina  pectoris. 
Those  who  are  alltictea  with  it  are  seizeu 
white  tney  are  walking,  and  more  particular- 
ly when  Hiey  walk  soon  alter  eating,  with  a 
painful  and  most  disagreeable  sensation  in 
the  breast,  winch  seems  as  if  it  would  take 
their  life  away  if  it  were  to  increase  or  to 
continue.  The  moment  they  stand  still  all 
tins  uneasiness  vanishes,  in  ait  other  res- 
pects the  patients  are  at  the  beginning  of 
this  disorder  perfectly  well  and  m particular 
have  no  shortness  of  breath  from  which  it  is 
totally  different. 

The  name  angina,  which  lleberden  adopted 
means  strangling  and  this  would  not  seem 
satisfactory  but  for  the  fact  that  the  two 
main  features  of  the  disease, — anxiety  and 
anguish, — have  the  same  Greek  derivation  as 
angina.  * 

The  first  attack  of  John  Hunter,  in  1773, 
described  by  liis  nephew,  Everard  Home,  and 
quoted  in  Osier’s  Monograph,  is  as  follows: 
While  he  was  walking  about  the  room  he 
cast  his  eyes  in  the  looking  glass  and  observed 
his  countenance  to  be  pale,  his  lips  white,  giv- 
ing the  appearance  of  a dead  man.  This 
alarmed  him  and  led  him  to  feel  for  his  pulse, 
but  he  found  none  in  either  arm.  The  pain 
continued  and  lie  found  himself  at  times  not 
breathing.  Being  afraid  of  death  soon  taking 
place  if  he  did  not  breathe,  he  produced  a 
voluntary  act  of  breathing  by  working  his 
lungs  by  the  power  of  his  will.  Following 
another  attack  he  was  seen  by  his  friend  and 
pupil,  Edward  Jenncr.  The  letter  which  he 
wrote  regarding  John  Hunter’s  case  to  He- 
berden  quoted  in  full  in  Osier’s  Monograph 
is  as  follows : 

“When  you  are  acquainted  with  my  motives 
l presume  you  will  pardon  the  liberty  I take 
in  addi’essing  you.  I am  prompted  to  it  from 
a knowledge  of  the  mutual  regard  that  sub- 
sists between  you  and  my  worthy  friend,  Mr. 
John  Hunter,  when  1 had  the  pleasure  of 
seeing  him  at  Bath  last  autumn.  1 thought 
he  was  affected  with  many  symptoms  of  the 
angina  pectoris.  The  dissection,  as  far  as  1 

‘Read  before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  20,  21,  22,  23,  1926. 
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have  seen,  of  those  who  have  died  of  it  throws 
but  little  light  on  the  subject,  though  in  the 
course  of  my  practice  I have  seen  many  fall 
victims  of  this  dreadful  disease,  yet  I have 
only  had  two  opportunities  of  an  examination 
after  death.  In  the  first  of  these  I found  no 
material  disease  of  the  heart,  except  that  the 
coronary  artery  appeared  thickened.  As  no 
notice  had  been  taken  of  such  a circumstance 
by  anybody  who  has  written  on  the  subject, 
I concluded  that  we  must  seek  for  other  caus- 
' es  as  productive  of  the  disease ; but  about 
three  weeks  ago  Mr.  Paythros,  a surgeon  at 
Ross,  in  Cherfordshire,  desired  me  to  exam- 
ine with  him  the  heart  of  a person  who  had 
died  of  angina  pectoris  a few  days  before. 
Here  we  found  the  same  appearance  of  the 
coronary  arteries  as  in  the  former  case,  but 
what  I had  taken  to  be  an  ossification  of  the 
vessel  itself,  Mr.  P.  discovered  to  be  a kind 
of  firm  fleshy  tube  formed  within  the  vessel, 
with  a considerable  quantity  of  ossific  matter 
dispersed  irregularly  through  it.  This  tube 
did  not  appear  to  have  any  particular  con- 
nection with  the  coats  of  the  artery,  but  seem- 
ed to  lie  merely  in  simple  contact  with  it.  As 
the  heart,  I believe,  in  every  subject  who  has 
died  of  the  angina  pectoris  has  been  found 
extremely  loaded  with  fat,  and  as  these  ves- 
sels lie  quite  concealed  in  that  substance,  it 
is  possible  this  appearance  may  have  been 
overlooked. 

The  importance  of  the  coronaries  and  how 
much  the  heart  must  suffer  from  their  not  be- 
ing able  to  perform  their  functions  is  a sub- 
ject 1 need  not  enlarge  upon.  Therefore, 
shall  just  remark  that  it  is  possible  that  all 
the  symptoms  may  arise  from  this  one  cir- 
cumstance. 

As  1 frequently  write  to  Mr.  Hunter,  I 
have  been  sometimes  in  hesitancy  respecting 
the  propriety  of  communicating  the  matter  to 
him  and  shall  be  exceedingly  thankful  to  you, 
sir,  for  advice  upon  the  subject.  Should  it 
be  admitted  that  this  is  the  cause  of  the  dis- 
ease I fear  the  medical  profession  must  seek 
in  vain  for  a remedy,  and  1 am  fearful  if  Mr. 
Hunter  should  admit  this  to  be  the  cause  of 
the  disease  that  it  may  deprive  him  of  the 
hope  of  recovery.” 

The  details  of  Hunter’s  case  have  frequent- 
ly been  mentioned.  He  often  said  that  his 
life  was  in  the  hands  of  any  rascal  who  chose 
to  annoy  and  tease  him.  This  prediction 
came  true.  Following  a meeting  of  the  Gov- 
ernors of  St.  George’s  Hospital,  someone  con- 
tradicted him ; he  left  the  room  in  a rage  and 
in  the  next  room  gave  a deep  sigh  and  fell 
dead.  There  was  marked  calcification  of  the 
coronary  arteries  with  dilatation  of  the  aorta. 

Sir  James  McKenzie’s  definition  of  angina 
pectoris  is  as  follows: 

‘‘Angina  pectoris  is  a condition  in  which  a 


series  of  symptoms  are  produced  by  the  heart 
in  which  pain  is  the  most  prominent ; in  its 
most  characteristic  form  it  occurs  in  attacks, 
the  patient  being  seized  with  pain,  at  first 
slight  and  ill  defined,  but  more  or  less  speed- 
ily attaining  a degree  of  great  severity.  The 
pain  usually  lasts  a few  seconds,  or  a few 
minutes,  generally  passing  off  completely,  but 
sometimes  remaining  for  hours.  Other  symp- 
toms may  be  present,  such  as  contraction 
across  the  chest  which  sometimes  precedes 
the  pain,  a sense  of  depression,  pallor  in  some, 
flushing  in  others,  and  an  increased  flow  of 
saliva.  The  pain  is  always  felt  in  definite 
regions,  generally  limited  to  the  front  of  the 
chest  and  in  the  arms,  most  frequently  on  the 
left  side.  It  may  be  felt  also  along  the  jaws, 
in  the  neck  and  behind  the  ears.” 

Various  explanations  have  been  given  as  to 
the  origin  of  angina  pectoris.  First — The 
theory  of  heart  muscle  failure,  expounded  en- 
thusiastically by  McKenzie,  and  into  which 
I shall  go  into  rather  minute  detail.  Second 
— That  of  coronary  artery  disease.  At  the 
present  time  a difference  of  diagnosis  must 
be  made  between  coronary  thrombosis  and 
angina  pectoris. 

The  theory  of  coronary  sclerosis,  previous- 
ly held  by  many,  cannot  apply  to  all  cases 
however,  because  marked  cases  of  coronary 
sclerosis  may  appear  at,  autopsy  and  during 
life  there  may  be  no  symptoms  of  angina. 

Third — A condition  of  paroxysmal  vaso- 
motor spasm  of  the  coronary  arteries  analo- 
gous .to  the  spasm  of  the  vessel  of  the  lower 
extremities  which  give  rise  to  symptoms  of  in- 
termittent claudication  has  also  been  given. 

Fourth — Allbutt’s  exposition  in  which  he 
describes  the  pain  of  the  disease  to  be  at  the 
base  of  the  ascending  aorta.  He  considers 
that  owing  to  the  changes  in  the  vessel  wall 
at  the  base  of  the  aorta,  there  is  an  irritation 
of  the  nerve  endings  of  the  sympathetic  car- 
diac-plexus, and  with  the  rise  of  the  intra- 
aorta pressure  there  arises  pain. 

Fifth — Reid’s  explanation  as  to  the  pain 
in  angina  is  dependent  on  a peripheral  vaso- 
dilation and  a splanchnic  vaso-constriction. 
Daniel  Opolu  explains  attacks  as  follows: 

‘‘The  anginal  attack  arises  from  a disturb- 
ance of  the  balance  between  the  work  of  the 
myocardium  and  its  blood  supply  through 
the  coronary  arteries.  The  possible  solution 
of  the  cause  of  angina  neetoris  and  the  ra- 
tional treatment  of  angina  probably  lies  in 
the  study  of  heart  failure,  the  study  of  visc- 
eral pain  and  the  nature  of  referred  pain. 

Heart  Failure — When  anvthing  abnormal 
concerns  the  heart  the  first  question  which 
we  ask  is.  ‘‘Ts  there  anv  heart  failure?”  A 
heart  mav  be  perfectlv  efficient  when  the  pa- 
tient is  at  rest,  but  after  a slight  effort  with 
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little  reserve  there  may  be  indications  of  car- 
diac failure,  because  certain  symptoms  ap- 
pear which  were  not  present  before  the  ef- 
fort was  made.  We  have  as  the  first  evidence 
of  heart  failure,  an  impaired  circulation 
which  manifests  itself  first  in  breathlessness 
with  a loss  of  reserve  power.  Later  on  this  may 
develop  into  a general  anasarca,  enlargement 
of  the  liver  and  other  signs  of  poor  circula- 
tion. In  addition  to  the  early  symptoms  of 
breathlessness,  we  may  also  have  pain.  This 
pain  may  be  due  to  exhaustion  of  the  heart 
muscles.  First,  from  overwork.  Second,  to 
poor  coronary  circulation.  Third,  to  diseased 
museles.  Pain  in  the  viscera  and  other  tis- 
sues may  also  be  due  to  violent  contractions 
of  the  muscles,  to  exhausted  muscles,  and  to 
tissues  deprived  of  blood.  As  examples  of 
violent  contractions,  corresponding  to  over- 
work and  heart  muscle  giving  rise  to  pain, 
we  have  symptoms  of  colic,  renal,  bowel  and 
gallstones.  We  have  as  an  example  of  ex- 
hausted muscle  giving  rise  to  pain,  the  pain 
in  voluntary  muscles  after  over-exercise ; in 
the  athelete,  and  mountain  climber,  after  th° 
over-use  of  muscles  not  ordinarily  exhausted. 
As  example  of  pain  in  muscles  due  to  exer- 
cise, plus  poor  circulation,  we  have  a typical 
case  of  intermittent  claudication,  where  after 
walking  a few  blocks  the  patient  is  pulled  up 
with  pain  due  to  defective  circulation,  the  re- 
sult of  an  atheroma  or  marked  arterio  sclero- 
sis. According  to  this  our  conception  of  an- 
gina now  is  heart  failure  produced  by  ex- 
haustion of  muscles,  result  of  diseased  muscles 
or  poor  coronary  circulation,  which,  through 
the  nervous  system,  gives  rise  to  pain  and 
other  evidences  of  nerve  stimulation  and  sen- 
sorv  disturbances. 

The  Nerve  Supply  of  the  Heart : The  heart 
is  supplied  by  the  vagus  and  sympathetic 
nerves.  The  vagus  slows  the  heart  and  the 
svmpathetic  increases  the  rate.  The  sympa- 
thetic nerves  of  the  heart  arise  in  the  lower 
cervical  and  upper  four  thoracic  ganglia  of 
the  sympathetic  chain  and  pass  to  the  plexus 
at  the  root  of  the  aorta,  and  thence  to  the 
heart  itself.  Thev  enter  the  spinal  cord  bv 
the  spinal  root  of  the  fourth,  third,  second 
and  first  dorsal  areas  and  the  eighth  cervical. 

These  spinal  nerves  are  distributed  to  the 
external  body  wall  from  the  lower  part  of 
the  chest  about  the  level  of  the  fifth  inter- 
space in  front  and  in  the  axilla,  and.  roughly 
speaking,  down  the  inner  side  of  the  upper 
arm  and  the  ulnar  half  of  the  forearm  to  the 
little  and  ring  fingers.  These  nerves  are  al- 
so distributed  over  a portion  of  the  back  of 
the  chest.  This  is  the  location  or  site  of  the 
pain  in  angina  pectoris. 

Relation  of  the  Vagus  to  the  Sensory 
Nerves:  The  pain  behind  the  ear  and  the 

back  of  the  head  is  from  the  distribution  of 


the  second  and  third  cervical  nerves  and  ex- 
tension of  the  root  of  the  vagus  in  the  medul- 
la brings  it  in  close  relation  with  t e origin  of 
these  nerves. 

The  Cause  of  Cardiac  Pain : The  heart  re- 
ceives its  blood  supply  from  the  coronary  ar 
terics.  In  response  to  effort,  an  increased 
amount  of  blood  is  necessary  to  carry  on  the 
cardiac  function.  If  there  is  sclerosis  of  the 
coronaries,  the  necessary  supply  of  blood  is 
lacking  and  angina  will  result  due  to  effort. 

Pathological  examinations  have  shown  thal 
angina  may  have  existed  without  marked  or 
distinct  changes  in  the  coronaries.  The  ex- 
planation of  the  condition  giving  rise  to  the 
pain  must  lay  in  the  exhausted  muscles.  We 
know  that  in  healthy  individuals  after  very 
marked  exertion  there  may  be  severe  pain  in 
the  chest.  In  typical  angina  where  no  cor- 
onary sclerosis  is  found  the  myocardium  may 
show  disease  and  a condition  similar  to  ex- 
haustion due  to  faulty  blood  supply  may  oc- 
cur. There  are  cases  of  so  called  pseudo  an- 
gina where  the  heart  muscle  is  not  severely 
injured,  where  there  is  only  a slight  scleros- 
is of  the  coronaries  and  where  the  pain  is 
dependent  upon  a very  highly  sensitive  ner- 
vous system.  It  frequently  happen:-  that  in 
certain  toxic  and  neurasthenic  states,  the 
heart  muscles  mav  be  injured  along  with  the 
cerebro-spinal  nervous  system:  the  slight  in- 
jure to  the  muscle  giving  rise  to  a stimulant 
sufficient  to  irritate  a very  sensitive  cerebro- 
spinal nervous  system. 

Angina,  true  or  false,  must  therefore  be 
considered  as  typically  reflex,  just  as  we 
have  reflex  pains  occurring  in  gall  bladder 
and  renal  stone  attacks.  Tn  the  gall  bladder 
and  in  renal  attacks  the  pain  is  referred  to 
tvpical  regions,  so  here  we  have  the  pain 
from  a diseased  muscle  due  to  coronary  scler- 
oris  or  muscles  showing  myocarditis  giving 
rise  to  pain  which  is  referred  to  certain  areas. 
These  areas  depend  upon  the  connection 
between  the  autonomic  fibres  and  the  fibres 
of  the  cerebro-spinal  nervous  svstem.  This 
stimulation  of  the  excitable  nervous  svstem 
is  especially  noticeable  in  what  is  known  as 
status-angenosis.  where  the  attacks  are  caused 
bv  slight  stimulation  and  where  thev  occur 
for  no  particular  reason  except  for  the  lift 
ing  of  an  arm  or  turning  in  bed. 

Primary  Angtna — -Secondary  Angtna, 

Primary  angina  occurs  where  there  are 
definite  and  permanent  changes  in  the  hearr 
muscle,  giving  rise  to  a condition  which  re- 
flectlv  affects  certain  cases  through  the  sym- 
pathetic and  central  nervous  system. 

Tn  secondary  angina  the  heart  changes  are 
flight,  but  oiving  to  certain  toxic  conditions 
the  reflex  pain  caused  bv  irritation  of  the 
heart  muscles  through  Ihe  svmpathetic  and 
central  nervous  system  is  similiar  but  disap- 
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pears  when  the  toxic  condition — the  cause  of 
the  pain — is  overcome. 

Signs  of  Gravity : In  the  study  of  his  own 
cases  and  the  review  of  2,000  other  cases, 
McKenzie  found  it  difficult  to  discover  the 
signs  which  would  differentiate  the  mild 
from  a severe  type  of  the  disease. 

High  Blood  Pressure:  The  relationship 

of  high  blood  pressure  to  angina  is  not  posi- 
tively settled.  Frequently  during  or  before 
attacks  the  pressure  is  very  high  but  in  a 
number  of  instances  the  pressure  may  be 
normal  or  below  normal.  High  blood  pres- 
sure is  a bad  significance  if  associated  with 
signs  of  heart  failure.  An  unfavorable  sign 
is  always  an  associated  Cheyenne-Stokes 
breathing  or  pulsus  alterans. 

Angina  Pectoris  Sine  Dolore : There  are  a 
few  cases  without  pain  in  which  there  is  a 
sense  of  great  compression  over  the  chest 
with  a sensation  of  impending  dissolution. 
These  are  cases  probably  of  abnormal  rhythm 
as  fibrillation  or  flutter. 

Treatment : The  essential  point  in  the 

treatment  of  angina  pectoris  is  the  diagnosis. 
Is  it  true  or  false  angina?  In  m a n y in- 
stances time  is  essential  for  this  deter- 
mination. Statistics,  however,  are  helpful 
McKenzie  states,  for  instance,  that  rarely 
has  he  seen  a case  of  true  angina  in  the  fe- 
male below  fifty.  We  are  aware  that  the  es- 
sential cause  of  true  angina  is  a feeble  heart 
muscle  and  our  principle  aim  should  be  to 
protect  this  weakened  heart,  muscle  from 
whatever  mav  tend  to  exhaust  this  muscle. 
Secondly,  we  should  avoid  all  circumstances 
which  might  provoke  attacks.  We  know  how 
frequently  attacks  follow  a heavy  meal ; these 
meals  should  be  light  and  if  the  appetite  re- 
quires they  should  be  frequent.  All  digestive 
disturbances  should  be  corrected.  Frequent 
exposure  to  cold  brings  on  an  attack;  this 
may  be  prevented  by  taking,  a hot  drink  to 
prevent  chilling,  or  the  bed  may  be  warmed 
before  the  patient  retires.  Tn  differentiating 
between  true  and  false  angina  the  recognition 
of  the  conditions  which  might,  act  reflexlv 
and  stimulate  angina  attacks  must  be  consid- 
ered. With  a hope  that,  certain  toxic  states 
mav  be  the  cause  of  these  svmptoms.  foci  of 
infection  must  be  sought  and  removed.  True 
angina  attacks  mav  bo  made  less  frequent 
and  less  severe  following  particularly  the  re- 
moval of  abscessed  teeth. 

Use  of  Drum?:  No  drug  can  remove  the  or- 
ganic basis  of  the  disease.  We  have  shown, 
however,  that  a hvp^-sensitive  nervous  svs- 
tem  is  responsible  for  the  reflex  svmptoms 
which  are  produced.  Those  drugs,  therefore, 
which  will  render  a nervous  svstem  less  sus 
ceptihle  to  stimulation  must  be  used.  Fre- 
quentlv  large  doses  of  bromides  esneciallv 
bromide  of  ammonia,  have  been  of  decided 


benefit.  When  these  preparations  are  not 
successful  we  must  resort  to  chloral  or  opi- 
ates. 

As  to  the  Treatment  op  Attacks. 

We  must  for  the  most  part  rely  on  the  vaso- 
dilators, nitrite-amyl  in  four  or  five  drop  dos- 
es, nitro-glycerine  1-100  grain  doses  by  mouth 
or  hypodermically.  McKenzie  recommends 
when  necessary  1-100  of  a grain  of  nitro-gly- 
cerine, possibly  every  five  minutes  until  four 
or  five  tablets  are  taken ; finally,  1-4  grain 
tablet  of  morphine  may  be  necessary  every 
fifteen  minutes  or  chloroform  must  be  resort- 
ed to. 

Recently  the  surgical  treatment  has  been 
resorted  to  and  I shall  briefly  summarize  the 
results  which  have  been  obtained.  The  oper- 
ative procedure  adopted  differs  to  a certain 
extent  with  different  surgeons,  but  in  the 
main  consists  in  the  removal  of  the  cervical 
sympathetic  ganglia.  The  conclusions  arrived 
by  Levine  and  Newton  are  as  follows: 

1.  Some  patients  suffering  from  angina 
have  been  strikingly  helped  by  cervical  sym- 
pathectomy. 

2.  A proper  selection  of  cases  ought  to 
diminish  markedly  the  immediate  surgical 
mortality. 

3.  It  is  absolutely  necessary  that  accurate 
diagnosis  be  made  and  that  cardiac  infection 
be  not  confounded  with  angina  pectoris.  Fur- 
thermore, the  study  of  each  patient  should  in- 
dicate that  there  has  not  been  any  congested 
heart  failure,  that  the  musculature  of  the 
heart  is  satisfactory  and  preferably  that  there 
is  no  valvular  disease. 

4.  A detailed  report  is  made  concerning 
seven  patients  who  were' selected  for  sympa- 
thectomy ; they  are  all  alive  three  months  to 
two  years  following  operation.  Three  were 
rendered  absolutely  free  from  angina  attacks 
immediately  and  have  remained  so;  three 
continued  to  have  typical  angina  attacks  after 
the  operation,  but  nevertheless,  considerably 
improved  in  that  it  req-uired  a greater  effort 
to  bring  thQm  on.  One  was  made  neither  bet- 
ter nor  worse.  Of  these  latter  four,  three 
have  since  become  practically  free  from  at- 
tacks as  result  of  medical  care.  The  eighth 
patient  died  on  the  day  of  the  operation.  In 
general,  it  is  felt  that  the  operative  measure 
of  angina  pertoris,  if  carried  out  on  properly 
selected  patients,  are  distinct  additions  to  our 
means — therapy. 

Bear  in  mind  that  angina  pectoris  is  asso- 
ciated with  marked  sensory  disturbances  and 
that  in  another  disease,  tic  douloureux,  we 
have  also  marked  sensory  disturbances.  Swet- 
low  suggested  the  paravertebral  alcoholic 
block  in  cardiac  pain.  His  discussion  is  as 
follows : 

“In  the  brief  review  of  the  various  surgical 
procedures  it  is  quite  evident  that  the  oper- 
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ators  were  and  still  are  experimenting  as  to 
the  pathway  of  pain.  The  variability  of  the 
nerve  structures  in  the  neck,  the  extensive 
inosculations  between  the  vagus,  superior 
middle  and  inferior  cervical  cardiac  nerves, 
the  numerous  anomalies  of  structure,  make  it 
Guite  evident  that  inconstant  results  are  to 
be  expected  from  such  surgical  procedures. 
The  fact  that  most  of  the  impulses  must  enter 
the  dorsal  root  ganglia  before  they  can  enter 
the  spinal  cord,  suggrsts  a different  site  for 
therapeutic  procedures.  Since  the  pain  stim- 
uli'from  the  heart  must  enter  the  spinal  cord 
via  the  dorsal  root  ganglia,  an  irritation  of 
the  small  cells  in  the  ganglia  is  set  up.  Since 
these  pain-bearing  fibers,  which  are  peripher- 
al arms  of  the  small  cells  in  the  dorsal  root 
ganglia,  are  poorly  myelinated,  they  are  eas- 
ily destroyed  by  alcohol,  probably  producing 
a wallerian  degeneration.  In  a group  of 
eight  cardiac  patients  suffering  from  attacks 
of  severe  precordial  pain,  who  were  treated 
by  paravertebral  alcohol  injections  of  the  dor- 
sal root  ganglia,  prompt  and  satisfactory  re- 
lief from  pain  was  secured  in  every  instance.” 

The  freedom  from  pain  following  a single 
injection  has  usually  lasted  several  months. 
In  one  patient,  who  was  reinjected  after  four 
months  of  relief,  there  has  been  a second  per- 
iod of  comfort  lasting  several  months. 

No  complications  were  encountered  and  no 
serious  after-effects  were  seen.” 

DISCUSSION 

J.  G.  Carpenter,  Stanford:  I have  been  so 

fortunate  or  unfortunate  as  to  have  several  at- 
tacks of  angina,  from  overwork,  loss  of  sleep, 
trying  to  get  ahead  of  the  other  fellows,  running 
the  race  with  swiftness  and  thriftiness.  My  en- 
docrine organs  became  upset  from  functional 
disturbances  disfunctioning. 

In  driving  over  a rough  road  1 dropped  the 
the  buggy  lines  several  times  and  thought  I 
would  die.  I carried  amyl  nitrite  with  me,  but 
since  I have  learned  how  to  live  1 am  all  right. 
I found  the  real  cause  was  gastro-intestinal  dys- 
pepsia and  in  the  rectum.  I had  a Whitehead 
operation  performed  by  Dr.  McChord  and  1 
have  been  free  from  attacks  ever  since,  but  was 
a year  or  more  recovering  from  the  extreme 
neurasthenia.  Dr.  George  P.  Sprague  cured  me 
of  the  latter. 

I had  a patient  in  a country  home  whose 
breathing  was  12  and  pulse  18.  He  was  in  a 
state  of  arteriosclerosis  from  his  big  toe  to  the 
crown  of  his  head  and  had  dysponea  and  angina. 
I got  on  the  good  side  of  him  while  he  lived  and 
finally  I got  on  the  inside  of  him  when  he  died. 
I got  his  heart,  whole  arterial  system,  and  be- 
fore he  died  his  arteries  felt  like  pipe  stems.  I 
found  numerous  spots  of  fatty  degeneration  and 
calicification  verified  by  the  microscope.  I found 
points  of  calcification  that  you  could  not  cut 


with  a sharp  Barlow  knife,  r.nd  at  other  points 
I found  a mixture  of  calcification  and  fatty  de- 
generation. 

The  coronary  artery  was  n a state  of  ar- 
teriosclerosis with  lime  and  fat  deposits.  I got 
a complete  section  of  heart  and  of  the  valves  of 
the  heart,  and  blood  vessels  and  presented  them 
to  the  Central  District  Kentucky  Medical  Socie- 
ty. He  not  only  had  frequent  attacks  of  angina, 
but  amyl  nitrite  relieved  him  and  he  got  along 
very  well. 

Angina  is  a neurosis  at  times.  I have  had 
many  an  attack  that  I thought  would  kill  me. 
Now  my  endocrine  glands  are  all  right.  I know 
how  to  live,  and  I expect  to  be  in  this  Associa- 
tion a hundred  years  from  now.  I have  taken 
a general  anaesthetic  six  times  and  have  always 
awakened  a better  and  happier  doctor. 

M.  Casper,  Louisville:  Speaking  to  the  sur- 

gical side  of  this  disease  we  all  watch  with  great 
deal  of  interest  the  advance  of  surgery  on  an- 
gina pectoris.  Of  course  the  time  has  been  too 
short  to  see  what  the  permanent  results  of  these 
operations  will  be.  However,  it  is  not  as  for- 
midable an  operation  as  you  would  think  from 
first  glance.  It  can  be  done  usually  under  a lo- 
cal anesthetic  and  all  it  requires  is  a good  know- 
ledge of  the  anatomy.  It  is  not  a dangerous  or 
formidable  operation. 

It  has  been  done  a good  deal  in  Germany. 
I was  over  there  last  year  and  had  the  pleasure 
of  seeing  some  of  these  cases.  The  longest  one 
was  present  two  years.  That  in  itself  is  a long 
time  when  you  come  to  think  of  the  violence  and 
great  pain  of  this  disease. 

One  of  the  greatest  points  brought  out  is 
that  of  prevention,  the  proper  way  to  live,  as 
Dr.  Carpenter  has  said.  This  comes  under  the 
diseases  of  preventable  medicine.  Dr.  Baldauf 
has  given  a splendid  paper  on  this  age-old  sub- 
ject and  as  I say  we  may  hope  for  something 
from  a surgical  standpoint.  Medicine  except  as 
a preventative  and  relief  gives  very  little  in  the 
way  of  a cure. 

W.  A.  Jenkins,  Louisville:  Angna  pectoris 

or  pain  in  the  breast  or  chest  isn’t  a disease  at 
all,  it  is  a symptom,  it  is  simply  a clinical  syn- 
drome underlying  the  condition.  A great  many 
of  these  changes  are  in  connection  with  the  car- 
dio-vascular  mechanism.  I think  in  this  miscon- 
ception arise  the  misunderstanding",  and  argu- 
ments into  which  a great  many  of  us  get  regard- 
ing this  matter.  This  condition  is  a symptom. 
It  is  an  important,  prominent  and  ugly  symptom, 
but  it  is  a symptom  just  like  hypertension  is  a 
svmotom,  just  like  albuminuria  is  a sympton, 
just  like  jaundice  is  a symptom.  If  a man  who 
is  accustomed  to  finding  a postmortem  two  or 
thre°  cases  with  a stovepipe  aorta  simply  slam- 
med down  on  the  top  of  the  heart,  mashing 
down  on  the  arterial  supply  of  the  heart  mus- 
cle, he  believes  that  it  is  aortic  in  origin. 
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A man  who  has  m*ade  three  or  four  postmor- 
tems of  prominent  individuals  and  linds  promin- 
ent coronary  disease  with  complete  stoppage 
feels  it  is  entirely  a question  of  coronary  artery. 
Another  individual  will  find  an  extremely  de- 
generative heart  muscle  with  fat,  sclerotic,  cal- 
cified areas  of  the  heart.  He  feels  it  is  a myo- 
cardium that  is  at  fault,  and  so  on  we  go. 

I believe  we  should  take  into  consideration 
that  this  is  a symptom  and  that  in  all  true  cases 
practically,  we  are  prone  to  find  certain  cnanges 
in  connection  witn  the  cardiovascular  mechan- 
ism. 

As  to  the  origin  of  this  thing  we  are  not  abso- 
lutely able  to  say.  Ic  could  be  angina  pectoris 
and  the  prominent  changes  be  in  any  one  of 
tnese  patients  and  yet  the  gentleman  holding  to 
the  coronary  theory  would  not  be  wrong. 

It  seems  to  me  we  should  bear  in  mind  the  fact 
that  we  shall  have  to  hold  to  the  pseudo  angina 
or  anginoid,  which  means  angina-like,  because 
jt  may  be  ischemic,  it  may  be  vasomotor,  and  so 
forth,  and  that  individual  dies  of  accidental 
death  and  a postmortem  be  done  and  no  path- 
ology be  found. 

un  tne  other  hand,  you  may  find  a great  dea: 
of  patnoiogy  in  these  various  structures.  Dr. 
Haidaui  has  summarized  very  beautifully  the 
m.ngs  contained  in  the  modern  textbooks  along 
tnese  lines.  As  he  says,  the  best  thing  to  do  is 
not  to  be  in  a hurry  about  your  diagnosis,  but 
make  an  exhaustive  clinical  study  of  your  case. 
One  of  the  chief  elements  in  the  study  of  your 
case  is  time,  net  him  go  over  a considerable 
period  of  time  and  see  the  frequency  and  the 
character  and  tne  order  in  which  these  symptoms 
appear. 

JLeon  K.  Baldauf,  Louisville  (in  closing):  In 

reply  to  what  Dr.  Anderson  said,  I probably  did 
not  make  myself  exactly  clear.  Or.  McKenzie 
has  been  the  great  exponent  of  weakened  heart 
muscle  as  the  primary  cause  of  the  symptom 
complex  described  as  Angina  Pectoris.  I in- 
tended to  emphasize  Dr.  McKenzie’s  view.  If 
you  would  have  an  unbiased  opinion  after  a re- 
view of  the  different  theories  and  of  the  litera- 
ture we  would  probably  assume  a combination 
view.  We  have  a nervous  system  that  has  been 
injured  or  irritated  and  at  the  same  time  we 
have  a myocardium  which  show  some  change 
one  way  or  another.  There  may  not  be  any 
microscopic  change,  there  may  be  microscopic 
change  and  there  may  be  an  involvement  of  the 
nerve  tissue  supplying  the  heart.  I think  the 
point  Dr.  Jenkins  brought  out  is  most  important 
and  that  is  this:  the  difficulty  in  making  an  ab- 
solute diagnosis.  Whether  we  are  dealing  with 
cases  of  Angina  or  Pseudo-Angina  in  making 
the  diagnosis  the  time  element  is  most  import- 
ant. In  many  cases  where  we  have  patients 
suffering  for  years  the  probability  is  that  the 
symptom  complex  which  we  are  observing  is 
not  a true  angina  pectoris,  is  not  dependent  on 


a condition  in  the  heart  muscle  itself,  but  is  a 
reflex  condition  and  is  dependent  on  lesions  in 
other  parts  of  the  body. 

THE  BETTER  STUDY  OF  CARDIAC 
SYMPTOMS.* 

By  W.  W.  Anderson,  Newport. 

Nature  takes  good  care  oi  the  heart,  it  is 
excellently  adapted  to  its  intended  task,  it 
nas  great  immediate  reserve  power.  Thus  a 
neaithy  man  may  spring  up  suddenly  from  ly- 
ing in  oed  and  go  tnrougn  strenuous  exercise 
without  inconvenience,  because  the  heart  in- 
stantly takes  on  tne  additional  load  due  to 
the  erect  posture  and  adds  to  this  the  burden 
ot  heavy  exercise,  calling  up  its  abundant  re- 
serve torce  to  meet  the  changed  condition. 

it  also  displays  remarkable  capacity  for  re- 
cuperation and  repair  oi  damaged  suffered, 
it  may  be  pressed  upon  by  pericardial  effus- 
ion but  its  muffled  beat  goes  steadily  on  with 
little  change  for  a long  time,  it  may  be 
shoved  out  of  place  by  pleural  effusion  or 
chest  tumor  or  pulled  to  one  side  by  adjacent 
adhesions  with  little  loss  to  its  functional  ef- 
ficiency. Its  valves  may  be  impaired  and  it 
will  grow  muscle  to  overcome  the  effect  of 
the  damage.  Its  signal  system  of  nerve  and 
muscle  communication  may  break  down  and 
the  ventricles  will  establish  a rhythm  of  their 
own  and  circulation  is  carried  on.  It  well  il- 
lustrates the  saying  that  if  Nature  were  not 
the  great  healer  she  is  the  reputation  of  half 
the  physicians  and  all  the  surgeons  would  in- 
stantly be  ruined. 

The  heart  is  seldom  the  seat  of  primary  dis- 
order. It  may  be  the  first  organ  to  give  way 
under  terrific  strain,  as  in  the  acute  dilatation 
due  to  a marathon  race,  but  it  still  remains 
true  that  most  of  its  disorders  are  brought 
to  it,  being  secondary  to  disease  elsewhere  in 
the  body. 

The  heart  is  often  the  seat  of  inflammatory 
disease,  endocarditis,  pericarditis  and  myocar- 
ditis, none  of  which  are  primarily  cardiac  in 
origin.  They  are  secondary  to  such  general 
disease  as  the  acute  infections,  rheumatic  fev- 
er, scarlet  fever,  diphtheria,  typhoid,  influ- 
enza, etc.  or  to  local  infections  in  the  tonsils, 
teeth,  sinuses,  ears,  appendix,  gall  bladder, 
prostate  or  elsewhere. 

In  connection  with  this  classification  let 
us  get  clearly  in  mind  the  distinction  between 
myocarditis  and  myocardial  insufficiency.  The 
former  is  an  inflammation  of  the  heart  muscle 
usually  associated  with  and  a part  of  or  a 
sequel  to  acute  general  or  local  infection  such 
as  scarlet  fever,  rheumatic  fever,  septicaemia 
or  diphtheria.  Myocarditis  is  never  long  con- 
tinued though  it  may  leave  permanent  dam- 

*Read  before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  20,  21,  22,  23,  1926. 
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age  or  weakening  of  heart  muscle  in  its  wake. 

Myocardial  insufficiency,  on  the  other 
hand,  is  a weakening  of  the  heart  muscle 
without  actual  cardiac  inflammation  being 
present.  Such  weakening  may  be  the  result 
of  former  myocarditis,  of  toxaemia  from  dis- 
ease or  drug  poisoning  or  of  prolonged  strain 
as  of  over  work  of  hypertension  or  of  under- 
nourishment of  the  heart  muscle  secondary  to 
coronary  sclerosis,  etc.  Myocarditis  ends  in 
death  or  recovery  or  myocardial  insufficiency, 
but  it  ends.  It  does  not  continue  indefinite- 
ly. The  term  “chronic  myocarditis’’  is  us- 
ually a misnomer  for  myocradial  insufficiency, 
which  may  be  a sequel  of  myocarditis  or  may 
have  come  from  another  cause. 

This  classification  of  myocardial  disorders 
is  purely  clinical  but  has  its  counterpart  in 
the  pathological  classification  into  myocardit- 
is on  the  one  hand  and  myocardial  degenera- 
tion or  fibrosa  on  the  other.  Since  our  work 
deals  almost  wholly  with  the  clinical  problem 
rather  than  the  pathological  one  it  is  best  for 
our  purposes  to  adopt  the  clinical  classifica- 
tion of  myocardial  disorders. 

The  various  heart  inflammations  are  each 
rather  cleai-ly  defined  clinical  and  pathologi- 
cal entities.  The  signs  and  symptoms  of  each 
are  well  understood,  making  possible  as  high 
a percentage  of  accurate  diagnoses  in  this  as 
in  other  fields  of  internal  medicine.  Patho- 
logically there  is  no  difficulty  in  establishing 
the  diagnosis  from  the  study  of  the  specimen. 
Only  a little  less  clearly  defined  clinically  and 
quite  as  well  known  pathologically  are  de- 
generative cardiac  disorders  resulting  in  myo- 
cardial insufficiency. 

There  is  a third  group  of  heart  disturbances 
that  is  ill  defined,  the  arrhythmias  and  tachy- 
cardias. While  important  contributions  have 
been  made  in  this  field  by  the  polygraph  and 
the  electrocardiograph,  the  etiology  and  na- 
ture of  these  disorders  remain  too  obscure 
for  definite  classification.  Some  of  them  we 
charge  vaguely  to  nervous  origin.  Others  are 
traceable  rather  clearly  to  toxaemia  originat- 
ing in  other  parts  of  the  body.  Enough  is 
known  concerning  them  to  warrant  the  gen- 
eral statement  that  they  are  probably  also  of 
extracardiac  origin  as  the  better  known  heart 
lesions  are  proven  to  be. 

If,  then,  the  heart  is  seldom  or  never  the 
seat  of  primary  disease,  and  if  it  has  great 
recuperative  power  when  the  source  of  its 
trouble  is  removed,  it  follows  that  the  first 
duty  of  the  doctor  after  a diagnosis  of  heart 
disorder  is  made  is  the  discovery  of  the  under- 
lying cause. 

The  real  difficulty  in  most  heart  cases  is 
the  finding  of  the  original  cause  of  the  car- 
diac lesion  or  symptoms  and  securing  its  cor- 
rection. We  are  too  readily  content  with  at- 
taching a name  of  some  diagnostic  signifi- 


cance to  the  heart  symptoms  and  letting  it 
go  at  that.  Thus  we  see  “tachycardia”  giv- 
en as  a diagnosis.  It  requires  no  medical 
judgment  to  say  the  patient  has  a rapid  heart 
action.  Hie  knows  that  too  well  himself  and 
may  have  come  under  examination  in  unwar- 
ranted anxiety  on  account  of  it. 

No  better  is  the  more  common  diagnosis  of 
‘ myocarditis  ’ ’ when  it  is  made  to  cover  the 
single  symptom  of  rapid  heart  action.  Rap- 
idity of  action  in  a heart  that  responds  to  ex- 
ercise by  normal  rise  in  rate  and  blood  pres- 
sure that  falls  in  two  minutes  to  the  pre-ef- 
fort reading  is  not  sufficient  evidence  to  war- 
rant a diagnosis  of  myocarditis  or  myocardial 
insufficiency.  Indeed  such  a response  in  the 
presence  of  tachycardia  is  a striking  proof 
of  myocardial  soundness.  That  a myocar- 
dium long  subjected  to  the  strain  of  over  work 
incident  to  a persistent  tachycardia  will  ul- 
timately fail  and  degenerate  is  highly  prob- 
able. So  long  as  it  has  not  failed  no  myocar- 
dial disorder  is  shown. 

A well  established  heart  diagnosis  covered 
by  adequate  physical  findings  is  not  sufficient 
in  itself.  Thus  the  thoroughly  proven  diag- 
nosis of  aortic  stenosis  is  not  sufficient 
alone.  Whence  came  the  valve  lesion?  Is  it 
rheumatic,  syphilitic  or  arteriosclerotic  in  or- 
igin? What  associated  lesions  or  aggravat- 
ing circumstances  are  present  tending  to  in- 
crease the  valve  disorder  or  to  prevent  myo- 
cardial development  to  compensate  for  it? 
All  of  these  questions  must  be  solved  as  a 
part  of  the  complete  cardiac  diagnosis. 

The  underlying  causes  of  heart  disorders 
are  hard  to  find  because  they  are  numerous, 
varied,  often  obscure  and  sometimes  they 
have  entirely  disappeared  except  as  a matter 
of  history,  and  the  history  may  have  been 
forgotten  by  the  patient.  Thus  a septic  sore 
throat  of  short  duration  may  leave  in  its  wake 
a permanent  valve  lesion  that  may  escape  de- 
tection till  the  sore  throat  is  forgotten.  Pneu- 
monia, typhoid,  influenza,  etc.  may  be  com- 
plicated by  myocarditis  and  followed  by  myo- 
cardial insufficiency  from  which  the  patient, 
especially  the  middle  aged  or  older,  perhaps 
never  fully  recovers.  The  slow  toxemia  and 
blood  destruction  of  hookworm,  syphilis,  or 
chronic  malaria  may  lead  to  myocardial  im- 
pairment. though  the  underlying  cause  be  so 
little  apparent  in  the  history  or  direct  symp- 
tomatology as  to  require  the  most  thoughtful 
consideration  to  establish  its  presentee.  The 
chronic  toxaemia  and  heart  overwork  asso- 
ciated with  Basedow’s  disease  or  slowly  de- 
veloping cardiorenal  disease  will  bring  about 
myocardial  damage  and  symptoms  referable 
to  the  heart  and  warranting  a definite  car- 
diac diagnosis,  even  when  the  real  cause  lies 
obscurely  in  the  background  and  discoverable 
only  by  patient,  thoughtful,  thorough  search. 
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Among  unsolved  cardiac  problems  are 
many  cases  with  ill  defined  complaints  re- 
ferable to  the  heart,  such  as  cardialgia  or  pre- 
cordial pain  though  we  find  no  reason  for  it, 
palpitation  though  we  discover  little  or  no 
tachycardia,  breathlessness,  though  the  res- 
ponse to  effort  is  normal,  sense  of  goneness 
under  excitement  or  exertion  though  there  is 
no  real  dyspnoea  or  evidence  of  weakness  and 
particularly  of  heart  consciousness  with  no 
apparent  reason.  A large  majority  of  these 
patients  are  ot  the  slender,  poorly  developed, 
ptotic  type. 

No  casual  examination  of  these  cases  is 
likely  to  disclose  the  whole  truth  as  to  diag- 
nosis or  to  lay  the  foundation  for  effective 
treatment.  Three  broid  paths  to  error  are 
widely  open.  It  is  all  too  easv  to  sav  there  is 
nothing  wrong,  to  dub  the  patient  a neurotic 
or  to  charge  his  symptoms  vaguely  to  some 
endocrine  disturbance.  There  is  something 
wrong  with  these  patients  though  it  be  only 
a mental  bias  that  leads  to  morbid  thinking. 
If  the  patient  is  a neurotic,  the  neurotic 
state  is  worthy  of  profound  study  that  we  may 
know  its  nature  and  origin  and  the  mechan- 
ism by  which  it  disturbs  physical  and  mental 
functions.  If  lie  has  an  endocrine  disorder 
we  should  know  in  what  it  consists.  The  en- 
docrine and  minor  neuropsychiatric  fields 
are  so  little  developed  that  they  offer  a great 
temptation  to  use  them  as  dumps  for  the.  dis- 
posal of  all  troublesome  things, of  doubtful 
worth  for  which  we  find  no  convenient  place 
in  the  well  ordered  sections  of  our  diagnostic 
.orehouse. 

Thoughtful  and  thorough  history  taking 
and  examination  will  rescue  many  of  these 
cases  from  the  dump  of  diagnostic  discards 
and  place  them  on  the  solid  foundation  of  es- 
tablished diagnosis  ready  for  helpful  treat- 
ment. Some  will  be  found  mildly  anaemic  of 
the  secondary  type  or  more  rarely  of  the  pri- 
mary, if  indeed  there  be  truiy  such  a thing 
as  primary  anemia  which  tire  writer  gravely 
doubts.  If  anaemia  is  present  it  will  account 
for  many  heart  symptoms, 'but  it  by  no  means 
settles  the  problem.  The  cause  of  the  anaemia 
must  be  found  and  corrected. 

Some  of  the  vague  heart  cases  will  show  a 
mild  leucocytosis  and  call  for  a minute  search 
for  areas  of  sepsis  or  minor  infection.  A 
good  many  of  them  will  give  on  inquiry  a 
history  of  constipation  and  evidence  of  intes- 
tinal stasis  with  attendant  toxic  absorption 
perhaps  in  part  due  to  ptosis. 

A few  will  be  found  to  have  intestinal  par- 
asites and  will  show  eosinophilia  and  will 
clear  up  in  a few  weeks  after  their  eradica- 
tion. Syphilis  is  extremely  common  as  a lat- 
ent malady  and  malaria  rarely  so,  both  like- 
ly to  cause  symptoms  the  patient  refers  to  the 


heart.  No  case  with  complaints  referred  to 
the  heart  and  not  clearly  accounted  for  should 
be  dismissed  without  blood  studies. 

Rather  frequently  patients  of  the  type 
under  discussion  will  present  one  or  more  of 
the  symptoms  of  hyperthyroidism  of  mild  de- 
gree and  some  of  them  will  show  a slight  in- 
crease of  basal  metabolic  rate.  Basal  meta- 
bolism must  be  taken  at  least  three  times  on 
different  days  and  under  proper  conditions 
to  be  sure  of  it  in  doubtful  cases.  The  find- 
ing of  a basal  metabolic  rate  persistently 
slightly  elevated  does  not  settle  the  diagnos- 
is with  final  certainty  for  mild  hyperthyroid- 
ism is  sometimes  secondary  to  focal  or  gen- 
eral infc  tion  elsewhere  and  perhaps  even  to 
disturbed  mental  scales  all  of  -which  must  be 
identified  or  excluded. 

A good  many  of  these  vague  heart  com- 
plaints, liard  co  explain  and  harder  to  deny, 
are  traceable  to  mental  rather  than  to  phy- 
sical causes.  The  Irish  soldier,  who  claimed 
to  have  brer  shot  through  the  chest  at  the 
4-th  intercostal  space  one  inch  to  the  left  of 
the  sternum,  explained  his  escape  from  death 
by  the  statement  that  his  heart  was  in  his 
mouth  at  th ; time.  Fear,  anger  and  em- 
barrassment have  their  instant  reaction  in 
the  circulate,  y system.  It  is  said  that  love 
sighs  and  gi  ief  carries  a heavy  heart.  The 
words  “weary”  and  “worry”  are  of  similar 
Anglo-Saxon  origin.  Mental  states,  particu- 
larly in  the  miotional  realm,  tend  to  produce 
their  reaction  in  the  physical  being  and  most 
of  all  in  th  i circulatory  apparatus.  Hence 
the  world  old  idea  imperishably  treasured  in 
the  languages  of  all  times  and  all  people 
making  the  heart  the  seat  of  the  emotions. 

The  so-called  neurasthenic  lives  largely  in 
the  realm  of  his  emotions.  He  is  a hobby 
rider  and  his  hobby  is  himself.  He  is  self- 
centered,  emotional  and  introspective.  His 
reactions  to  the  stresses  of  life,  both  mental 
and  physical,  are  exaggerated  and  out  of  pro- 
portion to  their  value.  The  physician  who 
omits  study  of  mental  and  especially  emotion- 
al states  in  the  investigation  of  vague  heart 
symptoms  is  neglecting  a very  important  du- 
ty. Personal,  domestic,  financial  or  social 
maladjustment  may  be  the  principal  or  even 
the  sole  cause  of  -cardiac  complaints.  To  rem- 
edy these  conditions  the  doctor  must  have 
curative  means  beyond  the  use  of  drugs  and 
the  scalpel.  He  must  be  able  to  cast  out  dev- 
ils. 

When  we  have  exhausted  the  diagnostic  re- 
sources of  present  day  medicine  and  psychol- 
ogy, there  will  still  remain  a few  cases  whose 
cardiac  complaints  are  neither  negated  nor 
adequately  explained.  It  is  very  easy  to  add 
these  to  what  some  have  called  the  irreduci- 
ble' minimum  of  diagnostic  impossibilities. 
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Let  us  believe  that  as  a finality  there  is  no 
such  thing  as  a diagnostic  impossibility  for 
the  impossibility  of  today  will  be  the  accom- 
plished fact  of  tomorrow.  The  real  diagnos- 
tician is  not  only  familiar  with  the  well  beat- 
en paths  of  diagnostic  practice,  but  travels 
also  the  less  frequented  byways  of  the  rarer 
diagnoses  and  when  all  paths  fail  he  ventures 
the  wilderness  of  the  unknown  and  blazes 
away  that  others  may  follow.  So  did  Syden- 
ham in  identifying  and  classifying  the  erup- 
tive fevers.  So  did  Pasteur  and  Koch  in  prov- 
ing that  disease  is  not  due  to  an  evil  humor 
in  the  blood.  So  did  Ehrlich  in  914  studies 
in  combinations  of  arsenic  before  he  devel- 
oped one  satisfactory  as  a spirocheticide  and 
tolerable  to  the  living  human  tissues. 

With  the  ever  increasing  importance  of 
cardiac  disorders  as  a cause  of  morbidity  and 
mortality,  with  the  wealth  of  clinical  material 
constantly  flowing  through  our  offices,  with 
the  abundance  of  modern  means  of  diagnosis, 
with  the  example  of  great  achievements  in  the 
past  and  the  inspiring  call  of  great  things  to 
be  done  let  us  not  be  content  to  relegate  dif- 
ficult heart  symptoms  to  the  realm  of  the  un- 
known as  though  the  truth  were  unknowable, 
for  there  are  few  things  hidden  from  him  who 
diligently  applies  himself  to  the  search. 

DISCUSSION 

Curran  W.  Pope,  Louisville : When  one  at- 

tempts l.0  discuss  a paper  as  broad  in  its  scope 
and  as  far  reaching  in  its  meanings  as  this  of  Dr. 
Anderson,  he  will  find  that  the  limited  time  giv- 
en him  is  entirely  too  brief. 

I shall  only  try  to  speak  to  one  phase,  and 
to  a part  of  that  phase  upon  cardiac  disturbance 
upon  which  the  essayist  has  touched,  namely, 
the  neurotic  heart. 

I was  very  much  pleased  to  hear  him  say  that 
neither  physical  measures  nor  chemicals  that 
we  call  drugs  can  as  a rule  reach  these  cases. 
These  are  the  cases  that  require  the  psychologist 
as  well  as  the  neurologist  to  relieve.  These 
are  the  ones  from  whom  we  must  pluck  out  the 
rooted  sorrow,  those  to  whom  we  must  apply 
psychotherapy,  speaking  in  the  broad  sense  of 
that  word. 

Psychotherapy  does  not,  however,  consist  simp- 
ly of  trying  to  persuade,  trying  to  impress  or 
trying  to  talk  the  patient  out  of  the  condition. 
It  oftentimes  does  more  harm  than  good.  What 
is  needed  in  these  cases  is  a persistent  careful 
and  constant  digging  and  grubbing  for  the  un- 
derlying factor,  and  this  can  be  obtained  only  by 
a modified  or  a complete  psychoanalysis  of  the 
individual. 

The  essayist  did  not  dwell  upon  one  psycho- 
logical feature,  I suppose  he  had  too  much  to 
write  of  otherwise,  and  that  is  the  constant,  the 
very  frequent  presence,  of  the  inferior  complex 
in  cases  of  cardiac  neurosis.  These  cases  often 


start  in  a complex  that  has  no  relationship  what- 
soever to  the  heart,  but  by  the  gradual  accre- 
tion of  emotive  material  to  the  original  center 
or  to  the  original  emotion,  a certain  edifice  is 
built  up  of  which  the  heart  is  a part,  and  the 
symptoms  of  which  will  disappear  when  that 
edifice  is  torn  down  and  the  patient  oriented 
with  reality. 

I will  venture  the  assertion  that  there  are 
few  doctors  who  understand  and  appreciate  the 
extensive  number  of  cases  suffering  from  the  in- 
feriority complex. 

Fear  is  a very  potent  and  positive  agent,  es- 
pecially those  fears  that  the  patient  cannot  give 
free  discharge  to,  that  are  without  question  kept 
pent  up  in  his  or  her  soul,  feeding  on  them  un- 
til finally  there  may  be  a partial  disassociation 
of  personality,  that  is  to  say,  an  endeavor  to 
forget  the  condition,  to  throw  it  aside,  to  have 
nothing  to  do  with  it,  but  you  can't  do  that  with 
your  mind.  The  individual  who  tries  to  throw 
mental  states  aside,  who  tides  to  forget  them, 
is  but  laying  the  foundation  stone  for  future  dis- 
ablement and  future  trouble.  There  is  only 
one  way  in  the  world  to  overcome  a condition 
of  that  kind,  and  that  is  to  boldly  face  it,  boldly 
overcome  it  and  conquer  it.  It  is  the  occupation 
of  the  neuropsychologist  to  bring  these  facts  to 
the  patient,  to  teach  him  how  to  face  his  own  dif- 
ficulties, and  to  reorient  them  with  reality. 

So  that  fear  may  not  only  be  a causative  fac- 
tor in  neurotic  manifestations  of  the  heart,  but 
it  may  cause  constant  repetition  upon  repeti- 
tion of  the  condition  as  well  as  at  all  times  ac- 
centuating any  other  form  of  cardiac  trouble 
that  may  be  present. 

It  is  an  interesting  fact  to  know  how  much 
psychology  there  is  always  with  the  heart. 

Fundamentally  it  is  based  on  the  knowledge 
that  if  the  pump  stops,  all  the  rest  stops  in  oth- 
er words,  death  takes  place.  It  is  a fundamen- 
tal factor  in  the  causative  condition,  that  if 
they  have  heart  trouble  it  keeps  on  accentuating 
and  making  the  condition  worse. 


Reactivation  of  Specific  Antibodies  in  Pul- 
monary .Tuberculosis.  — Duprez’  observations 
were  made  on  ten  patients  with  various  forms 
of  pulmonary  tuberculosis,  who  presented  a neg- 
ative reaction  to  Besredka’s  tuberculous  antigen. 
The  reaction  became  strongly  positive  in  all 
three  weeks  after  a subcutaneous  injection  of  2 
cc.  of  horse  serum.  This  did  not  occur  in  clin- 
ically nontuberculous  individuals.  This  suggests 
a possible  way  to  unleash  the  activity  of  tuber- 
culous antibodies  and  consequently  to  enhance 
the  diagnostic  value  of  the  Bordet-Gengou  re- 
action. The  latter  is  usually  negative  in  15 
per  cent  of  cases  of  unquestionable  pulmonary 
tuberculosis. 
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CANCER  OF  UTERUS,  TREATMENT  IF 
SEEN  EARLY;  IF  SEEN  LATE.* 

By  Allen  Donaldson,  Carrollton. 

Cancer  of  uterus  is  one  of  the  largest  and 
most  important  problems  that  the  medical 
profession  and  scientists  are  trying  to  solve. 

In  my  opinion,  one  of  the  most  important 
steps  that  has  been  Inken  to  eradicate  can- 
cer, has  been  the  education  of  the  public 
warning  them  of  its  horrors,  and  the  necessity 
of  an  early  diagnosis.  This  furnishes  the 
most  effective  weapon  in  combatting  cancer. 
And,  it  is  chiefly  through  the  energetic  sup- 
port of  and  cooperation  in  conduct  of  cancer 
educational  campaigns  that  material  improve- 
ment in  the  end  results  can  be  expected. 

If  an  early  diagnosis  is  made  83%  or  more 
of  these  unfortunates  could  be  cured.  As  it 
is  statistics  selected  in  large  clinics  are  of 
interest  in  this  connection.  They  show  that 
on  an  average  only  17%  of  all  the  patients  be- 
ing treated  are  cured.  This  proves  that  83% 
are  doomed  to  a cancerous  death.  Also,  that 
only  in  a very  small  percent  is  an  early  diag- 
nosis made. 

The  above  statistics  are  astounding.  Nev- 
ertheless they  are  true.  We  ask  why  can’t 
these  statistics  be  reversed?  Tn  a measure 
thev  can  by  teaching  the  public  the  necessity 
of  bavino1  an  examination  once  or  twice  a 
year.  and.  the  examiner  being  careful  and 
nainstaking  in  his  examination.  TTow  easv  it 
is  for  us  to  see  and  feel  a suspicious  lesion 
and  advise  the  patient  to  wait  for  develop- 
ments. 

Procrastination  in  these  cases  is  more  dan- 
gerous than  the  thief  at  night.  Some  argue 
that  we  are  too  anxious  to  operate  and  many 
an  innocent  uterus  has  been  sacrificed.  This 
may  be  true,  but.  isn’t  it  better  to  error  on 
the  right  sid?  and  lose  a uterus  than  have  a 
patient  who  will  gladly  welcome  death,  and 
eventually  make  her  exit7 

Cancer  is  either  going  to  attack  the  fundus 
or  cervix.  Cancer  cf  the  fundus  is  not  as 
highly  malignant  as  cancer  of  the  cervix.  Ac- 
cording to  Norris,  at  least  75%  of  errors  in 
the  diagnosis  of  cancer  of  the  fundus  are  due 
to  combination  of  cancer  with  myoma.  Of 
one  hundred  and  o*>e  fundus  cases,  twenty 
have  been  diagnosed  clinicallv  as  benign  ; fif- 
ty-seven as  malignant  and  twenty-four  as 
suspicious.  Tn  cancer  of  '"he  hodv  of  uterus, 
about  the  only  appreciable  sign  Is  increased 
size  of  uterus — best  discerned  in  the  standing 
position.  The  cervix  is  negative  except  for 
possible  bleeding.  Carcinoma  effects  the  cer- 
vix more  often  than  anv  other  organ.  It  oc- 
curs at  any  age  after  puberty ; more  often 

*Read  before  the  Kentucky  State  Medical  Association, 
Frankfort  Ky„  September  21-22-23,  1926. 


between  the  35th  and  60th  year. 

Three  varieties  are  met  with.  Namely:  the 
pavement  cell  cercinoma  and  the  ulcerating 
and  infiltrating  (nodular)  forms  of  the  cylin- 
drical cell  carcinoma.  The  pavement  cell 
variety  starts,  as  a rule,  on  the'  vaginal  por- 
tion and  the  cylindrical  i ell  within  the  cervi- 
cal cavity  but,  when  from  laceration,  erosion, 
or  other  cause,  the  endo-cervical  epithelium 
becomes  squamous  or  that  of  the  vaginal  por- 
tion cylindrical,  the  place  of  origin  may  cor- 
respondingly change.  Cancer  of  the  cervix  is 
highly  malignant,  and,  Mhyo  says  more  than 
50%  of  these  cases  are  inoperable,  and  that 
an  early  carcinoma  of  the  cervix  is  a rare 
clinical  finding. 

A bimanual  examination  alone,  no  matter 
how  carefully  performed,  is  not  sufficient  to 
make  a diagnosis.  The  knee  chest  position, 
Sims  speculum,  and  a direct  light  are  most 
helpful  and  should  be  used  routinely.  I do 
not  believe  curettage  is  permissible  in  these 
cases  for  obtaining  a specimen  for  microscop- 
ical study.  It  may  arouse  a very  dangerous 
enemy  and  open  up  new  avenues  for  the  can- 
cer cells.  Generally,  it  is  possible  to  grade 
cases  on  the  basis  of  a careful  examination  of 
the  two  groups. 

First : Those  in  which  a permanent  cure 
may  reasonably  be  expected.  In  these  the 
treatment  should  be  vigorous  and  thorough. 
If  the  initial  effect  is  not  successful,  no 
amount  of  subsequent  treatment  is  likely  to 
achieve  success. 

Second : Those  in  which  a cure  is  impos- 
sible, or  unlikely.  Here  the  object  must  be 
to  obtain  the  greatest  possible  degree  of  im- 
provement. And,  this  may  be  accomplished 
by  conservative  measures,  repeated  from  time 
to  time  according  to  individual  requirement. 
We  have  the  choice  of  four  weapons  to  use 
in  destroying  and  overcoming  cancer ; name- 
ly : Surgery,  radium,  x-ray  and  endothermy. 
In  early*  favorable  and  borderline  cases  and 
where  the  disease  is  limited  to  the  fundus, 
hysterectomy  must  be  regarded  as  the  meth- 
od of  choice  with  a preoperative  procedure 
of  radium.  Fifty  milligrams  of  radium  in  the 
universal  tube  applicator  placed  in  the  anter- 
ior portion  of  the  cervical  canal  for  fourteen 
hours,  repeated  four  times  at  intervals  of 
three  days,  and,  followed  by  total  hysterec- 
tomy in  four  weeks  from  the  time  of  the  first 
application.  This  seems  to  be  the  most  effec- 
tive method.  Then  within  a few  weeks,  fol- 
low with  the  x-ray.  Here  owing  to  the  depth 
of  the  involved  tissues,  nothing  less  than  180 
K.  V.,  or  better  200  K.  V.  should  be  used  with 
a distance  of  50  cm.  and  a 20  cm.  x 20  cm. 
field,  filtered  through  1 mm.  of  copper  and 
I mm.  of  aluminum. 

The  above  is  an  ideal  treatment  for  cancer 
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of  uterus.  I will  not  mention  endothermy, 
for  I have  not  seen  it  used,  nor  has  it  been 
used  on  any  of  my  patients ; but,  good  results 
are  being  reported  by  a number,  and  no 
doubt  but  what  it  is  an  effective  weapon  in 
a skillful  man’s  hands,  and  a very  dangerous 
one  for  the  amateur. 

I will  now  take  up  the  treatment  of  cancer 
f seen  late. 

Can  much  be  accomplished  ? There  certain- 
ly can. 

The  following  case  history  will  illustrate 
what  can  he  accomplished  by  radium  and 
x-ray. 

Mrs.  P.  acre  fib  years:  referred  bv  T)r. 
Penny  of  Madison.  Indiana.  Tn  11)2??  she 
consulted  Pr.  Cook,  for  constant  aehincr  nain 
in  the  left  sacroiliac  recrion.  radiating  down 
the  left  hin.  and  could  be  rclieycd  bv  asnirin  : 
had  burning  .sensation  in  the  urethra  during 
urination.  For  a year  she  had  a watery  dis- 
charge from  yagina,  tinged  with  blood.  Pr. 
Cook’s  diagnosis:  carcinoma  of  cervix,  and 
advised  immediate  treatment.  But  a chiro- 
practor promised  a cure,  and  told  her  that 
radium  either  killed  or  cured.  Chiropractor 
treated  her  up  until  August.  1925,  when  she 
had  a severe  hemorrhage.  The  chiropractor, 
with  all  his  skill,  couldn’t  stop  this  hemor- 
rhage, and  the  family  becoming  very  much 
alarmed,  sent  for  Pr.  Penny.  Pr.  Penny  re- 
ferred her  to  me.  Examination  revealed  the 
cervix  replaced  by  a large,  friable,  bleeding 
.mass  of  malignant  tissue.  The  mass  was  par- 
tially fixed  in  the  pelvis  by  a marked  indura- 
tion. extending  to  the  left  pelvic  wall.  Suf- 
fering intense  pain  had  to  use  morphiae  for 
relief.  Owing  to  her  fear  of  radium,  she 
would  not  consent  to  its  use,  so  I gave  her 
the  deep  x-ray  treatment — posteriorally  and 
anteriorally.  Hemorrhage,  pain,  and  foul 
watery  discharge  disappeared.  On  July  26, 
1926  had  a decurrence  of  pain  and  gray 
foul,  watery  discharge — using  4 or  5 nap- 
kins a day;  nausea,  painful  urination  and  de- 
fecation. Examination  revealed  a friable, 
bleeding  mass  of  cervix,  extending  from  un- 
der the  cervix  into  the  broad  ligaments,  reach- 
ing to  the  walls  of  the  pelvis  and  immobiliz- 
ing the  uterus.  Abdom°n  very  tender  and 
sensitive  to  pressure  of  examiner’s  hand  ; was 
using  one-half  grain  of  morphiae  for  relief. 
July  26th,  I used  50  milligrams  of  radium 
into  the  cervix  and  50  milligrams  against  the 
cervix  for  30  hours,  thus  getting  a crossfire 
of  100  milligrams.  Pid  not  see  patient  any 
more  until  August  16th.  Pain  and  foul  dis- 
charge had  disappeared,  only  slightly  stain- 
ing one  napkin  a day.  Patient,  feeling  fine 
and  has  not  had  to  resort  to  morphiae  for  re- 
lief since  application  of  radium.  Cervix 
looks  good,  and  the  mass  is  disappearing  and 


seems  to  be  replaced  by  healthy  granulations. 
August  16th,  began  the  deep  x-ray  treatment, 
giving  it  in  divided  doses,  posterially  and  an- 
teriorally. The  relief  this  patient  has  re- 
ceived conld  not  have  been  attained  by  any 
other  mode  of  treatment  that,  I am  acquaint- 
ed with,  and  I am  sure  that  her  life  has  been 
prolonged,  and  the  rough  places  in  the  road 
she  had  to  travel  have  been  smoothed  out. 

Some  patients  are  restored  to  normal 
health,  while  others  are  only  partially  im- 
proved. Unfortunately  the  improvement  is 
not  permanent;  it  may  continue  for  months, 
perhaps  two  or  three  years.  But  sooner  or 
later  recurrence  occurs  in  the  same  or 
some  other  region,  and  is  usually  fatal.  The 
only  form  of  treatment  that  exerts  note- 
worthy influence  on  such  morbid  states,  is 
radiation  by  means  of  radium  and  x-ray, 
used  independently  or  in  combination.  How- 
ard A.  Kelly  treats  all  his  inoperable  cases 
of  cancer  of  cervix  with  radium.  It  is  here 
that  radium  has  its  greatest  field  of  useful- 
ness, and  combining  the  x-ray  a very  large 
dose  can  be  directed  at  the  tumor  and  the 
whole  pelvis  can  also  be  thoroughly  radiated. 
Cancer  of  the  cervix  can  be  benefitted  by 
x-ray  alone. 

Much  pain  and  suffering  can  be  avoided  by 
the  above  treatment.  Every  operator  has  his 
favorite  technique.  The  best  results  are  un- 
doubtedly obtained  by  carefully  studying  the 
individual  case  and  applying  the  technique 
best  suited  to  the  particular  symptom  found. 
For  some  of  these  cases  I use  from  50  to  100 
milligrams  of  radium  for  25  hours ; placing 
50  milligrams  into  the  cervix  and  50  milli- 
grams held  firmly  against  the  cervix — thus 
giving  a crossfire  of  100  milligrams;  packing 
the  vagina  with  wet  gauze  so  as  to  hold  the 
bladder  and  rectum  as  far  from  the  radium 
as  possible  so  they  will  not  be  injured. 

Follow  the  above  treatment  with  the  deep 
x-ray.  Also  each  roentgenologist  has  his  fav- 
orite technique.  Some  believe  in  giving  an 
erythema  dose  through  a 20  cm.  x 20.  cm. 
field  in  one  sitting.  Oothers  think  they  get 
better  results  by  dividing  the  erythema  dose, 
say  one-fourth  of  an  erythema  dose  for  four 
consecutive  days,  posteriorally  and  anterior 
ally.  The  amount  of  loentgen  rays  that  can 
be  given  to  deep  seated  tumors  is  limited  to 
the  amount  the  skin,  intestines,  and  bladder 
will  tolerate.  Skin  reaction  depends  upon 
how  the  radiation  is  given.  Friction  and  oth- 
er kinds  of  irritation  before  and  after  treat- 
ment, will  tend  to  increase  skin  reaction. 
During  the  last  few  years  there  has  been  a 
tendency  among  radiologists  to  divide  the 
doses  and  Drs.  Stenstrom  and  Mattlick  of 
Buffalo,  New  York,  in  studying  the  skin  re- 
action after  divided  roentgen-ray  doses,  came 
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to  this  conclusion:  That  140%  of  hard  rad- 
iation divided  into  four  equal  portions  which 
were  given  at  about  four  equal  intervals  of 
time,  produce  tlie  same  reaction  as  100%  giv- 
en in  one  day. 

borne  claim  that  the  x-ray,  if  given  in  a 
small  dose,  might  stimuiate  the  cancer  cell 
and  make  matters  worse  instead  of  better. 
Tills  is  a debatable  question.  It  is  a common 
belief  that  small  doses  stimulate;  moderate 
doses  damage ; large  doses  kill.  Dr.  iiolz- 
kneeht  states  that  small  doses  do  not  stimu- 
late. He  says  not  one  instance  was  found  in 
which  the  growth  of  carcinoma  was  increased 
following  exposure  to  the  rays  and  all  com- 
parative attempts  at  exposing  one  part  of  a 
tumor  while  shielding  another  part,  were  neg- 
ative, or,  showed  just  the  opposite.  hTaut 
sprouts  which  are  supposed  to  grow  more 
rapidly  following  irradiation,  showed  on  in- 
vestigation of  large  numbers,  that  the  weakly 
irradiated  grew  just  as  rapidly  as  those  that 
were  not  exposed ; and  that  the  strongly  ex- 
posed grew  more  slowly. 

Cancer  of  the  uterus  when  seen  late,  if 
treated  by  radium  and  x-ray  will  prolong 
life,  and  relieve  pain  and  suffering. 

.educating  the  public  is  the  most  effective 
weapon  that  we  have  in  eradicating  cancer 
and  is  bound  to  bear  fruit. 

DISCUSSION 

J.  G.  Carpenter,  Stanford:  There  is  an  old 

saying  that  it  is  the  early  bird  that  catcheg  the 
worm,  that  procrastination  is  the  thief  of  time, 
you  should  not  put  off  until  tomorrow  what  you 
can  do  today.  The  majority  of  these  cases  of 
cancer  of  the  uterus  are  in  the  cervix.  About 
eighty-three  per  cent  of  them  are  curable  when 
taken  early. 

Why  do  we  have  so  many  cancers  of  the  cer- 
vix? Because  the  cervix  is  so  much  abused,  be- 
cause it  has  such  a big  supply  of  lymphatics, 
blood  vessels,  glands  of  Naboth,  and  so  on. 

It  is  abused  in  so  many  ways,  by  miscarriages, 
by  labors  not  properly  conducted,  sexual  excess- 
es, lacerations  of  the  cervix  many  subinvolution 
and  displacement  of  womb  causes  runs  back  to 
the  obstetrician,  the  general  practitioner  who 
fails  to  give  proper  treatment  at  the  right  time. 
There  are  too  many  men  doing  midwifery  that 
cannot  sew  up  a cervix  or  perineum.  A cer- 
vix should  be  sewed  up  when  lacerated  unless 
the  patient  is  so  exhausted  that  you  cannot  do 
so  without  endangering  the  life  of  the  patient. 

I have  seen  some  wonderful  and  successful 
surgical  results.  I have  not  had  any  experience 
with  the  x-ray  or  with  radium  or  the  d ysiother- 
apy  treatment,  but  I do  know  somethitg  of  sur- 
gery. 

I have  had  cancers  of  the  breast  and  removed 
them,  that  have  gone  nineteen  or  twenty-five 
years  without  a return.  I believe  every  obstet- 
rician should  be  a pathologist  and  should  do  the 


right  thing  at  the  right  time. 

Koch’s  toxin  antitoxin  treatment  for  cancer 
the  American  Medical  Association  condemns, 
claim  is  made  that  seventy  per  cent  of  the  cases 
that  radium,  x-ray,  physiotherapy  and  surgery 
have  failed  to  cure  have  been  cured  by  Koch’s 
toxin  anti-toxin,  and  there  is  a big  association 
of  those  men  composed  of  300  reputable  doc- 
tors who  are  going  to  meet  in  Chicago  this  fall. 
I am  anxious  to  know  about  this  latter  remedy.  If 
the  antitoxin  treatment  will  cure  cancer  let’s 
stand  by  it  and  let’s  have  it.  We  want  to  know 
the  truth  and  the  whole  truth  and  treat  patients 
with  truth  and  science. 

A.  D.  Willmoth,  Louisville:  There  are  three 

things  that  bring  the  patient  to  the  doctor  in 
cancer  of  the  uterus;  first,  discharge;  second, 
pain;  third,  hemorrhage.  It  is  usually  the  last 
one  that  drives  the  patient  in.  They  don’t  pay 
much  attention  to  the  first  two,  but  the  third 
symptom  brings  the  patient  as  a rule  to  the  of- 
fice of  some  physician,  either  the  surgeon  or  the 
general  practitioner,  for  an  examination,  and 
then  it  is  that  the  true  condition  is  revealed,  that 
of  malignancy. 

Unfortunately  over  ten  per  cent  of  these  cases 
that  present  themselves  are  already  inoperable. 
What  we  mean  by  that  is  if  we  could  see  inside 
of  the  abdomen  and  knew  exactly  what  the  con- 
dition was  that  was  present,  we  wouldn’t  oper- 
ate because  they  are  too  far  advanced,  nothing 
can  be  done. 

Ten  per  cent  of  them  in  the  best  of  hands  will 
have  a death  rate  following  an  operation,  with 
an  attempt  to  remove  the  remote  pathology  that 
is  present  here,  which  means  the  entire  cleaning 
out  of  the  pelvis  if  you  are  going  to  do  surgery; 
otherwise  it  is  not  necessary  to  attempt  it. 

After  all,  surgery  of  cancers  of  the  uterus  is 
about  as  dark  a page  as  we  have  in  all  medical 
history.  If  you  will  follow  your  cases  through, 
there  are  very  few  of  them  that  live  any  great 
length  of  time  from  surgery  alone.  Therefore, 
W2  must  do  something  to  enhance  the  effect  that 
we  get  from  surgery,  whatever  the  character  of 
your  surgery  is.  We  have  turned  to  x-rays  and 
we  have  turned  to  radium  and  we  have  turned 
to  endothermy  or  electrocoagulation  as  the  es- 
sayist said. 

Certain  it  is  that  x-ray  and  radium  have  af- 
forded a great  deal  of  help;  not  the  help  that 
we  expected  to  get,  not  the  results  that  we  ex- 
pected to  get. 

Why?  Because  there  are  four  characters  of 
carcinoma.  You  remember  the  classifications 
laid  down  by  Francis  Carter  Wood. 

Anything  will  relieve  the  first  class  of  patient. 
The  other  two  are  fairly  easy  to  attack,  and  the 
fourth  class  you  can’t  do  anything  for,  it  makes 
no  difference  how  early  you  have  the  case.  The 
very  moment  the  local  condition  is  present, 
you  have  already  a systemic  effect  and  it  makes 
no  difference  whether  you  use  x-ray  or  radium 
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or  surgery  or  endothermy  or  what  not,  you  are 
going  to  have  a mortality. 

You  remember  in  the  section  on  pathology  in 
Chicago  at  the  American  Medical,  the  symposium 
on  cancer  in  which  the  long  list  of  lantern 
slides  was  shown  and  his  experimental  work  on 
rats  and  the  effect  of  the  x-ray,  in  which  he 
proved  that  the  bold  stroke  of  a tremendous 
dose  did  not  influence  the  pathological  condi- 
tion present,  and  he  showed  a number  of  slides 
to  prove  this.  I regret  to  have  to  take  some 
issue  with  the  essayist,  and  that  is  that  he 
proved  that  the  200,000-volt  machine  was  no 
more  effective  than  was  140  or  150  thousand. 
That  has  been  the  consensus  of  opinion  of  many 
today.  Yoli  all  recall  the  work  that  has  been 
done  by  a little  woman  of  London,  by  Rigaud 
of  Paris,  and  many  men,  who  have  rather  re- 
verted from  the  200,000-volt  machine  because 
of  the  danger  that  is  present,  the  burning  of  the 
intestine,  the  suspension  of  the  liver  cells,  the 
suspension  of  the  adrenals,  and  the  fibrosis  that 
Lakes  place. 

It  is  a dangerous  thing  and  it  is  hard  to  tell 
just  what  you  are  going  to  get  with  it. 

Radium  in  small  doses  frequently  repeated  is 
much  better  than  in  large  doses.  That  has  been 
conclusively  proven. 

The  most  important  thing  is  the  destruction  of 
the  cell.  Endothermy  is  the  only  thing  that  will 
destroy  it.  Much  credit  is  due  to  Percy  who  has 
persistently  brought  the  attention  of  the  profes- 
sion to  the  application  of  heat.-  The  only  differ- 
ence between  the  method  of  Percy  and  the  en- 
dothermy as  referred  to  by  the  essayist  was 
that  in  his  method  he  depended  upon  a hot  iron 
to  give  up  its  heat  to  the  tissue.  Of  course  it 
got  cooler  all  the  time.  It  was  impossible  to 
keep  the  temperature  what  you  wanted.  In  en- 
dothermy, with  a high  frequency  current  prop- 
erly controlled,  with  an  electrode  properly 
placed,  the  tissues  generate  their  own  heat 
and  there  is  no  trouble  to  get  all  the  heat  you 
want.  For  five  or  six  years  I have  not  operated 
upon  a case  of  cancer  with  a knife  and  a pair,  of 
scissors,  because  I could  take  electrocoagulation 
and  with  a little  time  destroy  the  uterus  just 
as  effectively  as  I could  do  it  with  a knife  and 
a pair  of  scissors  and  much  wider  because  of  the 
dissemination  of  the  heat  above  140  degrees 
Fahrenheit  which  is  all  that  is  necessary  to  kill 
a carcinoma  pell.  You  have  no  mortality,  a 
short  stay  in  the  hospital,  a week  or  ten  days 
at  most,  you  reverse  the  lymph  stream,  you  get 
a wide  dissemination  o fthe  heat,  and  last 
and  by  no  means  least  is  to  treat  the  pa- 
tient afterwards.  You  are  going  to  let  the 
patient  go  back  home  and  eat  the  same  things, 
do  the  same  things,  and  carry  with  her  in  her 
body  the  same  chemistry  that  she  had  that  pro- 
duced the  irritation  to  the  cell  that  caused  its 
rapid  proliferation  to  start  with. 


Treat  the  patient. 

Irvin  Abell,  Louisviile:  I regret  1 cannot  dis- 

cuss the  paper  because  1 did  not  hear  it.  I did 
hear  Ur.  Carpenter  ask  about  Kocn’s  cancer 
cure. 

Il  was  my  pleasure  last  week  to  attend  the 
meeting  of  the  Michigan  State  Medical  Society 
at  Lansing.  Wnile  there  I took  advantage  of 
the  opportunity  to  ask  something  about  Kocn 
and  his  cancer  cure.  It  seems  that  Koch  him- 
self is  a graduate  of  a reputable  school  and  for 
years  engaged  in  legitimate  practice  of  medi- 
cine. But  ordinarily  a man  is  known  by  the 
company  that  he  keeps,  and  if  you  will  take  a 
list  of  the  names  of  those  associated  with  Koch 
in  his  cancer  toundation,  you  will  find  tnem  to 
represent  the  various  “isms”  and  “apathies” 
and  what  not,  men  and  women  who  for  years 
and  years  have  been  publicly  engaged  and 
known  to  be  engaged  in  the  exploitation  of 
various  types  of  quack  treatments,  in  a state- 
ment of  tne  committee  of  the  Wayne  County 
Medical  Society  who  investigated  Koch  and  his 
method,  they  state  that  Koch  himself  might  be 
a misguided,  honest  individual,  but  as  much  can- 
not be  said  for  those  associated  with  him  in  this 
particular  enterprise.  The  Wayne  County  Med- 
ical Society  has  given  Koch  every  opportunity  to 
confirm  his  claims  and  so  far  he  has  failed  to 
substantiate  to  their  satisfaction  a single  one 
of  that  number.  It  is  pointed  out  that  those 
who  through  their  efforts  have  discovered  things 
that  have  been  of  value  to  humanity  have  with- 
out exception  been  real  true  doctors  in  that 
they  have  given  such  to  their  profession  with- 
out a question  of  compensation.  Here  comes  a 
man  who  does  not  tell  you  the  character  or  con- 
tents of  what  he  proposes  to  use  as  a cure  for 
cancer,  who  has  perfected  an  organization  on  a 
commercial  scale  requiring  membership  fee  of 
$100  for  each  physician  in  that  organization, 
who  specifies  that  you  are  to  charge  $300  for 
your  first  treatment  of  every  cancer  patient, 
and  $200  for  each  subsequent  treatment.  Did 
you  ever  know  of  a Kentucky  doctor  doing  any- 
thing of  that  kind?  Did  you  ever  know  of  any 
reputable  doctor,  scientist,  in  the  history  of 
medicine,  who  through  his  efforts  was  able  to 
produce  something  that  was  of  benefit  to  hu- 
manity who  did  a similar  thing? 

As  a result  of  that  investigation  and  these 
facts  I have  mentioned  to  you,  and  they  are 
facts  that  are  published  by  the  Michigan  St  a. 
Medical  Society,  they  have  unqualifiedly  con- 
demned Koch  and  his  methods  and  his  associ- 
ates. 

D.  Y.  Keith,  Louisville:  I know  some  men  in 

Detroit  very  well  who  are  of  the  same  opinion 
that  Dr.  Abell  has  stated.  There  is  one  case  in 
New  Albany,  Indiana  that  was  treated.  The  pa- 
tient went  to  Detroit  for  treatment  and  died 
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within  a short  while. 

To  further  verify  what  Dr.  Abell  has  said,  do 
any  of  you  present  know  of  a case  that  has  been 
treated  by  the  Koch  method  and  cured?  That 
is  another  thing  that  would  substantiate  what 
Dr.  Abell  has  had  to  say.  As  far  as  I have  been 
able  to  learn  from  doctors  I know  as  well  as  I 
know  any  man  present,  in  Detroit  where  the 
Wayne  County  Medical  Society  is  situated,  he 
is  considered  a quack  there  and  has  been  given 
every  opportunity  to  administer  his  treatment 
under  supervision  of  the  Cancer  Committee  of 
this  County  society,  and  they  have  even  offered 
to  supply  the  patient  and  the  beds  in  the  hospital 
if  he  would  conduct  his  treatment.  He  has  failed 
show  up  on  every  case. 

As  to  the  treatment  of  carcinoma  of  the  cer- 
vix, the  essayist  brought  out  the  essential  points. 
As  to  his  saying  that  eighty-seven  per  cent  of 
patients  can  be  cured  of  carcinoma  of  the  cer- 
vix, that  is  a much  higher  percentage  than  any- 
one I know  of  has  accomplished.  That  may  be 
true  if  you  get  the  patients  early  enough. 

In  the  early  patients  we  feel  quite  sure  that 
the  diagnosis  should  be  made  first,  and  in  the 
patient  that  is  approaching  the  menopause,  if 
you  are  going  to  use  radium,  (which  we  think 
preferable  to  operation  with  or  without  radium) 
before  surgery,  be  sure  that  it  is  applied  in  the 
cervical  canal.  If  this  is  done  and  your  opera- 
tion done  within  three  or  four  weeks  afterwards, 
in  other  words,  at  the  time  your  cell  is  sickest, 
in  which  it  will  have  the  least  possibility  of 
transplanting,  and  that  is  the  thing  that  cures 
the  patient,  be  sure  your  radium  is  inside  the 
cervical  canal  and  not  out  in  the  vaginal  mu- 
cosa. Your  surgeon  will  have  a much  more  dif- 
ficult operation  if  the  radium  has  been  applied 
to  the  vaginal  mucosa  which  causes  a fibrosis 
making  the  closure  of  the  vagina  more  difficult 
in  complete  hysterectomy. 

Outside  of  the  early  cases  we  feel  sure  that 
radium  and  heat  are  the  best  methods  that  we 
have  at  the  present  time. 

We  are  sure  on  a great  many  of  them  heat 
first  is  preferable  to  radium.  On  a great  many 
we  treat  with  radium  alone. 

As  to  the  question  Dr.  Daugherty  brought  up 
a little  bit  ago,  possibly  a great  many  of  you 
read  a recent  article  in  the  A.  M.  A.,  I think  two 
weeks  ago,  by  Dr.  Francis  Carter  Wood  on  the 
treatment  of  malignancy  with  colloidal  lead.  I 
heard  Dr.  Wood’s  discussion  on  this  at  the  Path- 
ological Section  of  the  A.  M.  A.  last  year  and 
talked  with  him  personally  and  have  kept  in  close 
touch  with  Dr.  Bell’s  work  at  Liverpool,  who  is 
the  man  who  has  given  this  treatment  and  who 
started  it  some  six  or  seven  years  ago.  This  re- 
port that  Dr.  Bell  gave  out  was  his  first  report 
and  was  made  in  1922,  in  which  he  had  treated 
fifty-seven  patients.  Out  of  that  number  he  had 
ten,  I think,  who  had  been  well  for  a period  of 


one  to  three  years.  Strange  to  say,  the  first 
patient  he  treated,  who  was  a pregnant  woman 
with  a carcinoma  of  the  breast,  with  metastas- 
is that  had  been  seen  by  three  of  the  most  prom- 
inent surgeons  in  Liverpool,  gave  birth  to  a 
child  later  and  nursed  it  out  of  the  breast  that 
had  been  ulcerated  by  malignancy.  He  shows 
pictures  of  the  patient,  the  pathological  sec- 
tion, and  the  condition  afterwards.  Up  to  date 
in  the  report  that  Dr.  Wood  gives  out  Bell  has 
treated  between  250  and  260  patients.  Out  of 
that  number  he  has  had  fifty-five  patients  that 
are  well  from  a period  of  one  to  five  years.  Mind 
you,  the  cases  he  has  treated  have  been  the 
hopeless  ones,  cases  which  have  been  turned 
down  by  every  other  man,  and  it  seems  there  is 
a step  forward  in  the  treatment  with  lead. 

Or.  Bell  is  primarily  a gynecologist.  He 
learned  tnac  cases  of  miscarriage  were  coming 
in  from  lead  workers,  in  other  words,  the  breath- 
ing of  lead  and  absorption  of  lead  through  the 
skin  would  cause  a miscarriage.  He  began  the 
treatment  of  colloidal  lead  and  his  idea  is  to 
give  a toxic  dose  to  the  malignant  cell  without 
causing  deatn  to  the  patient.  He  is  sure  on 
some  of  ms  patients  he  has  caused  death  from 
lead  poisoning,  and  he  has  proven  also  by  au- 
topsy and  by  microscopical  section  of  tissue 
that  there  is  a greater  percentage  of  lead  in  the 
malignant  cell  than  in  any  other  portion  of  the 
body  even  including  the  brain  tissue  or  spinal 
cord,  the  colloidal  lead  combining  chemically 
with  the  lecithin  in  tne  cancer  cell.  Lecithin  is 
more  abundant  m the  cancer  cell  than  any  nor- 
mal cell,  even  including  the  brain. 

From  the  information  that  I have  Dr.  Bell 
has  been  criticized  a great  deal  because  he  has 
not  given  his  information  to  the  profession.  He 
has  been  careful  in  his  selection  in  that  the  pa- 
tient doesn’t  have  any  kidney  lesion.  It  is  not 
the  fact  that  Dr.  Bell  is  trying  to,  make  any 
money  out  of  this,  because  he  is  at  the  present 
time  on  a salary  of  Ip  1 00  a year  with  the  Liver- 
pool Cancer  Committee  and  all  the  fees  he  gets 
since  he  began  this  have  been  contributed  to  the 
clinic.  There  is  no  criticism.  There  is  no  sec- 
recy either  about  his  preparation.  The  lead  is 
being  prepared  and  he  gets  his  colloidal  lead 
formed  by  an  electric  spark.  It  is  very  difficult 
to  make  without  being  very  toxic  and  does  not 
keep  over  two  or  three  days’  time.  It  must  be 
used  while  fresh,  preferably  within  .‘1  or  4 hours 
after  its  manufacture. 

Allen  Donaldson,  Carrollton  (in  closing)  : Un- 
fortunately a tumor  which  is  responsive  can  in 
no  pathological  anatomic  sense  be  distinguished 
from  one  which  is  unresponsive.  The  macroscop- 
ic and  microscopic  findings  in  two  tumors  may 
be  identical.  Nor  does  the  clinical  picture  offer 
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any  assistance.  From  the  standpoint  of  radia- 
tion therapy,  malignant  tumors  may  be  highly 
radiosensitive,  slightly  radiosensitive  and  radio- 
resistant. 

Ur.  Wilimoth  thinks  that  200  kilo-volts  is  too 
much.  I don’t  think  that  if  he  was  going  to  do 
a laparotomy  he  would  put  a two-ounce  pres- 
sure on  the  scapei.  With  140  kilo-volts  or  less, 
it  is  almost  impossible  to  reach  deep  structures. 
You  would  only  be  getting  about  a tenth  per 
cent  dose  into  the  uterus  with  140  kilo-volts, 
maybe  not  that  much,  and  would  have  to  resort 
to  cross  fire  technique,  which  would  take  too 
long  a time. 

In  operating,  he  wouldn’t  like  to  have  his 
patient  on  the  table  a long  time;  same  with  ro- 
entgenologists. So  why  not  use  200  kilo-volts? 

No  one  realizes  the  danger  of  x-ray  more  than 
I do.  It  has  made  an  indelible  impression  upon 
me.  It  is  an  instrument  that  a man  should  not 
think  of  trying  to  use  unless  he  has  had  some 
training  with  it. 


THE  EVOLUTION  OF  PREVENTIVE 
MEDICINE.* 

By  J.  S.  Chamber,  Lexington. 
Introduction 

The  first  problem  encountered  in  the  con- 
sideration of  this  subject  is  not  to  find  ma- 
terial for  discussion  but  to  select  from  the 
abundance  of  material  just  sufficient  of  the 
most  important  topics  for  the  space  and  time 
allotted.  It  will  be  necessary  to  confine  this 
paper  to  a consideration  of  some  of  the  more 
important  ground  breaking  discoveries  which 
have  opened  up  and  developed  into  the  pres- 
ent field  ■ of  preventive  medicine. 

No  field  of  human  endeavor  has  contri- 
buted more  to  the  sum  total  of  human  happi- 
ness than  has  preventive  medicine.  In  no 
field  has  progress  been  attended  with  more 
brilliant  ground  breaking  discoveries.  No 
discoveries  have  been  attended  with  a more 
beautiful  spirit  of  service  to  mankind.  When 
we  see  this  kind  of  spirit  we  know  that  medi- 
cine is  not  yet  commercialized.  The  personal 
sacrifice,  the  spirit  of  public  service,  and  the 
tireless  efforts  which  have  ever  attended  pro- 
gress in  this  field  oftentimes  have  touched  on 
the  romantic. 

The  Germ  Theory. 

Preventive  medicine  became  a branch  of 
medicine  when  the  so  called  “germ  theory’’ 
ceased  to  be  a theory  and  was  accepted  as  a 
scientific  truth.  The  “germ  theory”  of  dis- 
ease had  been  advanced  at  intervals  for  many 
centuries  before  it  was  accepted.  It  was 
thought  about  and  philosophized  about  by  an 
occasional  genius  but  was  beyond  proof  until 
the  experimental  method  came  into  use.  The 
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masses  looked  upon  disease  as  a visitation, 
either  divine  or  of  the  evil  spirit,  or  as  due 
to  seasonal  miasms  or  related  to  uie  position 
of  the  heavenly  bodies. 

Microbes  were  not  known  to  exist  until  the 
latter  part  of  the  l'/th  century  when  Van 
Leeuwenhoek,  a Dutcli  lens  maker  and  scien- 
tist first  described  tliem.  For  almost  two 
centuries  then  tliey  were  iooked  upon  some- 
what as  curiosities  and  their  relation  to  dis- 
ease while  oftentimes  suspected  did  not  take 
form  until  the  middle  of  the  19th  century, 
when  Pollender,  a village  physician  on  the 
Rhine,  saw  through  a compound  microscope 
the  anthrax  bacillus  in  the  blood  of  an  ani- 
mal sick  with  tnat  disease.  F or  the  next  de- 
cade or  two  evidence  began  to  accumulate 
that  microbes  were  in  some  way  associated 
with  disease  and  in  the  late  sixties  and  early 
seventies,  Pasteur,  by  means  of  exact  scien- 
tific experimentation  and  after  many  bitter 
attacks  by  the  medical  profession  and  science 
generally,  was  able  to  prove  the  causal  rela- 
tionship of  bacteria  to  infectious  diseases.  An 
incident  will  illustrate  the  medical  thought  of 
the  period  and  Pasteur's  relation  to  it.  At 
a meeting  of  the  academy  of  medicine  a doc- 
tor was  discussing  an  epidemic  of  puerperal 
sepsis  at  one  of  the  lying  in  hospitals.  He 
was  attributing  the  epidemic  to  tne  seasonal 
miasms  and  at  the  close  of  the  discussion  said 
in  a jesting  manner  “perhaps  one  of  M.  Pas- 
teur’s germs  have  had  something  to  do  with 
it,”  whereupon  Pasteur  went  to  the  black- 
board and  drew  a likeness  of  a chain  of  strep- 
tococci, saying:  “there  it  is.” 

Time  and  space  forbid  the  enumeration  of 
all  the  brilliant  work  done  during  the  period 
from  1870  until  Pasteur’s  death  in  1895,  but 
suffice  it  to  say  his  experimental  methods 
were  adopted  by  workers  everywhere  and  the 
causative  microbe  of  one  infectious  disease  af- 
ter another  was  discovered  and  its  life  his- 
tory worked  out,  thus  establishing  firmly  the 
“germ  theory”  as  a scientific  truth. 

Spontaneous  Generation. 

Another  theory,  a running  mate  to  the 
“germ  theory,”  was  the  theory  of  “spontan- 
eous generation.”  After  the  discovery  of 
bacteria  for  over  a century  they  were  looked 
upon  as  .the  beginnings  of  life.  It  was  some- 
what of  a sport  of  the  scientist  to  prepare  dif- 
ferent kinds  of  infusions  and  let  them  stand 
undisturbed  until  they  were  teeming  with 
bacteria.  It  was  thought  they  originated 
spontaneously  in  the  infusion.  There  were 
even  formula  for  making  frogs.  This  theory 
was  the  subject  of  mild  controversy  among 
scientists  and  philosophers  until  Pasteur  set 
about  to  study  bacteria,  the  role  they  play  in 
nature  and  their  distribution.  He  first  dem- 
onstrated that  if  an  infusion  and  its  contain- 
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er  are  free  from  bacteria  and  pi’operly  pro- 
tected from  them  they  will  not  develop  spon- 
taneously in  the  infusion.  He  then  demon- 
strated the  presence  of  bacteria  in  air,  water 
and  soil  and  finally  lived  to  see  demonstrated 
the  important  role  they  play  not  only  in  na- 
ture and  industry  but  in  medicine.  The  im- 
portance of  the  final  destruction  of  this  theory 
of  spontaneous  generation  cannot  be  overes- 
timated for  preventive  medicine  and  espec- 
ially epidemiology  could  never  have  devel- 
oped under  the  influence  of  such  a trend  of 
thought. 

Antiseptic  Surgery. 

Among  the  first  fruits  of  bacteriology  was 
antiseptic  surgery,  which  was  a forerunner 
of  aseptic  surgery.  The  antiseptic  technique 
was  developed  bv  Lister  following  Pasteur’s 
demonstration  of  the  almost  ubiquitious  dis- 
tribution of  bacteria,  even  in  the  air.  The 
following  letter  from  Lister  to  Pasteur,  dated 
2-15-1874,  shows  something  of  the  origin  of 
antiseptic  surgery : 

MV  dear  Sir: — 

Allow  me  to  beg  your  acceptance  of  a pam- 
nhlet  which  T send  by  the  same  post,  contain- 
ing an  account  of  some  investigations  into  the 
subject  which  you  have  done  so  much  to  eluci- 
date. the  germ  theory  of  fermentative  chang- 
es. T flatter  mvself  that  you  may  read  with 
some  interest  what  I have  written  on  the  or- 
ganism which  you  were  the  first  to  describe 
in  your  “memoir  on  lactic  acid  fermenta- 
tion.” 

T do  not  know  whether  the  records  of  Brit- 
ish surgery  ever  meet  vour  eye.  If  so,  you 
will  have  seen  from  time  to  time  notices  of 
the  antiseptic  svstem  of  treatment  which  T 
have  been  laboring  for  the  last  nine  years  to 
bring  to  perfection. 

Allow  me  to  take  this  opportunity  to  tender 
you  mv  most  cordial  thanks  for  having  bv 
vour  brilliant  researches,  demonstrated  to  me 
the  truth  of  the  germ  theorv  of  putrefaction, 
and  thus  furnished  me  with  the  principle 
upon  which  alone  the  antisentie  svstem  can 
he  carried  out.  Should  vou  at  anv  tim'*  visit 
Tfdinhur"  it  would  T believe,  give  vou  sincere 
gratification  to  see  at  our  hospital  how  large- 
ly mankind  is  being  benefitted  bv  vour  la- 
bors. 

T need  hardlv  add  that  it  would  afford  me 
the  highest  gratification  to  show  Amu  how 
greatlv  surgerA^  is  indebted  to  vou. 

Forgive  the  freedom  with  which  a common 
love  of  science  inspires  me.  and 

Believe  me.  with  profound  respect 
Tours  very  sincereh^. 

Joseph  Lister. 

The  antiseptic  sprav  for  the  air  of  the  op- 
erating room,  the  rendering  antiseptic  of  ev- 
erything exposed  to  the  air  even  the  opera- 


tive field  or  wound  was  the  overdevelopment 
of  the  idea  which  eventually  swung  back  to 
aseptic  surgery. 

Surgery  has  grown  from  a procedure  of 
last  resort  largely  in  case  of  injury,  such  as 
compound  fractures  and  in  amputations  to 
its  present  status  within  the  last  50  years. 

Antisepsis  and  asepsis  have  removed  from 
childbirth  the  hazards  of  50  years  ago,  espec- 
ially in  the  case  of  lying  in  hospitals.  And  all 
these  things  were  made  possible  in  surgery  by 
the  practice  of  a phase  of  preventive  medi- 
cine. 

Immunity. 

Man  has  probably  always  observed  that  he 
will  have  certain  diseases  only  once.  That 
fact,  one  of  the  earliest  observations  in  medi- 
cine, has  been  the  basis  of  much  tuought  and 
work  and  while  many  things  have  Keen  learn- 
ed about  it,  it  still  remains  one  of  the  mys- 
teries of  medicine.  Smallpox  was  one  of  the 
diseases  of  which  this  observation  was  made 
and  inoculation  with  smallpox  material  under 
favorable  conditions,  ivas  practiced  tor  many 
centuries  to  get  the  advantage  of  immunity 
with  the  least  possible  danger.  Inoculation, 
however,  was  attended  with  some  danger  of 
severe  or  even  fatal  cases  occasionally  occur- 
ring and  the  practice  would  spring  up  and 
thrive  at  intervals  then  die  down  until  I 
when  Jenner  introduced  inoculation  with 
cowpox.  He  made  the  observation  that  indi- 
viduals who  . had  had  cowpox  were  immune 
to  smallpox.  He  vaccinated  a boy  with  cow- 
pox,  then  six  weeks  later  inoculated  him  with 
smallpox  without  effect,  demonstrating  an 
acquired  immunity.  The  vaccination  with 
cowpox  was  milder  than  the  old  method  of 
smallpox  inoculation  and  the  practice  came 
into  more  general  use.  Jenner ’s  observations 
great  as  they  were  failed  to  recognize  cow- 
pox  as  an  attenuated  smallpox,  but  he  did 
recognize  the  fact  that  a valuable  smallpox 
immunity  could  be  had  at  the  small  expense 
of  a mild  cowpox  sore. 

Pasteur  was  the  first  to  make  a comprehen- 
sive study  of  immunity.  He  recognized  dif- 
ferent kinds  of  immunity  and  classified  them. 
He  demonstrated  a natural  immunity  of  dif- 
ferent animal  species  to  different  diseases, 
the  chicken  does  not  have  anthrax  and  he 
wondered  why.  He  chilled  a hen  in  a cold 
bath  then  successfully  inoculated  with  an- 
thrax, demonstrating  that  the  natural  im- 
munity in  that  case  was  due  to  the  warm 
blooded  characteristic  of  fowl.  He  recog- 
nized that  one  acquired  immunity  by  having 
a certain  disease,  but  he  did  not  understand 
why  an  attack  of  cowpox  should  protect  from 
smallpox.  He  later,  by  accident,  produced 
such  an  artificially  acquired  immunity,  in 
chickens,  to  infection  with  the  bacillus  of 
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chicken  cholera.  It  occurred  in  this  way:  he 
was  working  with  chicken  cholera  when  the 
work  was  interrupted  and  several  flasks  of 
broth  cultures  of  the  organism  were  set  aside 
for  several  weeks.  He  again  took  up  the  work 
and  found  his  old  cultures  would  not  sicken 
chickens.  A freshly  isolated  culture  was  then 
tried  on  the  same  chickens  with  the  same  re- 
sult. The  fresh  cultures  were  then  tried  on 
fresh  chickens  which  sickened  and  died.  Pas- 
teur immediately  saw  that  he  had  immunized 
the  first  lot  of  chickens  with  the  old  atten- 
uated cultures  so  that  virulent  cultures  would 
not  effect  them.  This  was  the  first  recogni- 
tion of  the  principle  of  producing  acquired 
immunity  artificially  by  means  of  attenuated 
avirulent  organisms  and  Pasteur  then  recog- 
nized that  vaccine  virus  was  in  fact  small- 
pox virus  attenuated  by  passage  through  the 
cow.  It  later  developed  that  dead  organisms 
were  effective  immunizing  agents  and  this 
type  of  vaccine  has  largely  supplanted  the 
attenuated  living  vaccine. 

As  other  infectious  diseases  come  to  be  ex- 
plained it  was  found  that  in  certain  diseases, 
as  Diphetheria,  soluble  toxin  liberated 
by  the  bacteria,  rather  than  the  bacteria 
themselves  plays  a leading  role  in  the  dis- 
ease. Sewell  had  already  immunized  pigeons 
to  snake  venom  and  Ehrlich  had  immunized 
guinea  pigs  to  the  vegetable  poisons,  abrm, 
ricin  and  robin.  Von  Behring  then  immun- 
ize! rabbits  to  diphtheria  toxi.n.  Roux  and 
Yersin  ti’ansferred  this  immunity  contained 
in  the  serum  to  other  animals  and  found  it 
was  effective.  They  then  developed  on  a 
large  scale  which  was  later  commercialized,  a 
method  of  producing  the  diphtheria  immune 
serum  from  the  horse.  These  workers  an- 
nounced the  production  of  curative  diph- 
theria antitoxin  at  the  International  Congress 
of  Hygiene  at  Vienna  in  1895.  The  enthus- 
iasm ran  so  high  at  the  conclusion  of  Dr. 
Roux’s  paper  that  dignified  doctors  and  staid 
professors  stood  on  the  seats  and  threw  their 
hats  into  the  air  so  great  was  the  joy  that  a 
cure  for  diphtheria  had  been  found.  This 
principle  of  antitoxic  immunity  has  now  been 
developed  in  other  infectious  diseases,  the 
latest  of  which  are  the  infections  due  to  the 
streptococcus  groups,  especially  scarlet  fever 
and  measles. 

Sanitation. 

It  is  estimated  that  less  than  two-fifths  of 
the  people  of  the  earth  live  under  modern 
sanitary  conditions  and  this  two-fifths  only 
attained  present  standards  within  the  last 
few  years.  It  is  interesting  to  note  however 
that  two  of  the  most  important  phases  of  san- 
itation, water  purification  and  sewage  dis- 
posal had  their  origin  before  preventive  med- 
icine became  an  organized  field.  Water  car- 


riage of  sewage  developed  more  as  a conven 
ience  than  as  a means  of  preventing  disease. 
Water  carriage  of  sewage  was  begun  in  Lon 
don  in  1815,  it  was  sanctioned  by  the  city 
council  in  1844  and  was  required  by  law  in 
1847.  The  first  water  carriage  in  Boston  was 
in  1833  and  it  was  not  sanctioned  by  the  city 
until  1875.  There  was  no  water  carriage  in 
Paris  until  1880.  A sewage  system  was  de- 
signed and  installation  begun  in  Chicago  in 
1 855.  The  sewage  system  of  Baltimore  is  now 
only  a few  years  old.  Now  it  is  estimated  that 
the  average  town  when  it  reaches  a popula- 
tion of  3000  installs  a sewage  system  and  the 
rural  and  village  residents  are  rapidly  in- 
stalling private  water  and  sewage  systems. 

Until  recent  years  it  was  the  practice  and 
considered  sufficient  to  carry  the  sewage  only 
to  the  nearest  stream  where  it  was  emptied, 
without  thought  of  the  next  town  below.  With 
the  increase  of  population  and  the  advance 
of  preventive  medicine  it  was  realized  that 
streams  and  inland  waters  would  eventually 
reach  their  limit  as  a safe  means  of  sewage 
disposal,  that  is  the  great  lakes  have  practical- 
ly doubled  their  chloride  content  in  the  last 
25  years  due  to  the  addition  of  sewage.  There 
originated  then  the  practice  of  sewage  treat- 
ment before  releasing  it  into  streams.  This 
practice  has  developed  into  a very  highly  effic- 
ient system  which  has  for  its  basis  sedimenta- 
tion and  digestion  with  separatiorf'bf  solids 
and  areation  and  oxidation  of  the  liquid  or 
soluble  content  and  final  chlorination  before 
release. 

The  general  practice  of  pollution  of  natural 
waters  has  made  necessary  the  purification 
of  these  waters  before  use  for  drinking  pur- 
poses. The  first  step  in  modern  water  puri- 
fication was  the  building  of  a slow  sand  filter 
by  James  Simpson  in  1829  at  the  Chelsea 
Water  Co.,  London.  This  is  now  known  as 
the  English  or  rapid  sand  filter,  or  is  some- 
times called  the  biologic  filter  since  its  effic- 
iency depends  on  the  formation  of  a gelatin- 
ous layer  of  biologic  life  over  the  surface  of 
the  filter.  In  1884  Hyat  and  Leeds  built  a 
rapid  or  American  sand  filter  at  Summer- 
ville, N.  J.  In  this  filter,  sometimes  called 
also  the  mechanical  filter,  they  used  a coagu- 
ulant  which  serves  the  same  purpose  as  the 
gelatinous  bilogic  coating  of  the  slow  sand 
filter. 

The  original  purpose  of  water  filtration 
was  primarily  the  removal  of  bacteria  as  well 
as  the  removal  of  solids  or  mud.  The  chief 
function  of  filtration  now  is  the  removal  of 
dirt  from  the  water  rendering  it  clear  and 
clean  while  the  destruction  of  bacteria  is  now 
accomplished  by  chlorination. 

Water  purification  and  sewage  disposal  are 
the  outstanding  'accomplishments  in  sanita- 
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tion  but  there  lias  developed  among  the  pub- 
lic a greater  sense  of  cleanliness  which  has  ex- 
pressed itself  in  may  ways,  such  as  systems 
of  garbage  and  waste  collection  and  disposal, 
street  cleaning,  cleanliness  of  public  build- 
ings and  especially  places  where  food  is  hand- 
led or  served. 

Foods  and  Nutrition. 

Food  may  be  concerned  in  the  causation  of 
disease  in  two  principle  ways,  namely  by  con- 
taining bacteria  or  their  products  capable  of 
causing  disease,  and  by  being  deficient  in 
some  of  the  properties  essential  to  health.  Af- 
ter the  germ  theory  was  established  it  was 
soon  recognized  that  the  microbes  of  infec- 
tious diseases  may  gain  entrance  into  the  body 
through  food.  This  was  first  proven  in  the 
case  of  food  poisoning  due  to  Gaertners 
bacillus,  and  later  to  botulinus  and  others.  It 
was  soon  recognized  then  that  especially  the 
gastrointestinal  group  of  diseases  such  as  ty- 
phoid, cholera  and  dysentery  and  also  scarlet 
fever,  measles  and  diphtheria  and  others  may 
be  contracted  through  food. 

For  a great  many  centuries  scurvy  and  ber- 
iberi have  been  recognized  as  disease  entities 
which  appeared  among  sailors,  armies,  pris- 
oners and  the  inhabitants  of  besieged  towns. 
From  time  to  time  other  diseases  have  been 
classed  in  this  group  until  now  there  is  quite 
a formidable  array  of  diseases  classed  as  de- 
ficiency diseases.  The  development  of  our 
knowledge  of  this  group  of  diseases  may  be 
said  to  have  passed  through  three  distinct 
stages.  These  stages  may  be  called  the  era 
of  impericism,  the  era  of  organic  chemistry 
and  the  era  of  biochemistry.  It  was  com- 
mon knowledge  among  sailors  that  scurvy 
developed  on  long  voyages  and  cleared  up 
when  port  was  reached  and  fresh  food,  espec- 
ially the  citrus  fruits,  was  available.  Like- 
wise beriberi  has  long  been  associated  with  the 
too  exclusive  eating  of  rice.  The  lay  group  in- 
volved by  these  diseases  observed  these  things 
probably  more  than  did  the  doctors  until 
Lind  of  Holland  made  some  observations  on 
these  diseases  and  their  treatment  and  preven- 
tion. Lind  recognized  scurvy  and  beriberi  as 
being  due  to  a deficient  diet  and  recommended 
a more  varied  diet  for  their  cure  and  preven- 
tion. Following  Lind’s  observations,  British 
sailors  were  supplied  with  antiscorbutics  when 
going  on  a long  voyage.  The  treatment  and 
prevention  at  this  time  was  entirely  miperic. 

The  era  of  organic  chemistry  looked  upon 
foods  as  consisting  entirely  of  the  five  food 
principles,  protein,  fat,  carbohydrate,  water 
and  minerals.  The  metabolism  of  these  prin- 
ciples was  studied  and  this  line  of  develop- 
ment was  looked  to  for  a complete  explanation 
of  nutrition.  The  chemist  often  used  the  il- 
lustration “of  fuel  for  the  engine”,  but  when 


he  made  up  the  synthetic  diet  it  would  not 
work,  “the  engine”  would  not  run.  He  did 
not  have  the  spark  to  ignite  the  fuel. 

The  era  of  biochemistry  recognized  the  ne- 
cessity for  the  spark  to  ignite  the  fuel  and  in 
1906  Hopkins  admitted  the  necessity  for  “ac- 
cessory food  factors”  not  included  in  any  of 
the  five  food  principles.  This  era  takes  in- 
to consideration  not  only  the  five  food  prin- 
ciples but  also  the  six  types  of  foods,  namely, 
meat,  milk,  eggs,  fruits,  grain  and  vegetables. 
It  seems  to  be  as  necessary  to  balance  the  diet 
properly  with  the  six  types  of  food  as  to  bal- 
ance the  protein,  fat,  carbohydrate,  water  and 
mineral.  Lack  of  any  one  of  these  accessory 
factors  or  vitamins  is  now  known  to  result  in 
a fairly  definite  symptom  complex,  but  there 
are  no  ventures  as  to  what  vitamins  actually 
are  or  how  they  act. 

Present  Trend  in  Preventive  Medicine. 

It  may  not  be  amiss  after  tracing  the  de- 
velopment of  some  of  the  different  phases  of 
preventive  medicine  to  appraise  our  present 
status  and  point  out  some  trends  of  thought 
indicating  the  course  in  the  future. 

It  may  be  said  that  the  first  step — discov- 
ery of  the  causative  agent — has  been  pretty 
well  taken  for  the  infectious  diseases  as  a 
group.  The  second  step — specific  prevention 
— has  not  progressed  nearly  so  far  but  with 
scarlet  fever  and  measles  recently  coming  in- 
to the  group  with  diphtheria,  typhoid,  chol- 
era, smallpox,  rabies,  tetanus,  anthrax  and 
whooping  cough  and  with  much  promising 
work  now  being  done  on  the  streptococcus 
group  progress  may  be  said  to  be  satisfactory. 

The  most  promising  recent  discovery  in 
preventive  medicine  is  deHerrelle’s  lytic 
principle  or  bacteriophage.  The  bacteriophage- 
is  a principle  (be  it  a chemical,  an  enzyme 
or  a living  o'rganism)  which  propagates  it- 
self through  cultures  of  bacteria  not  only 
killing  the  bacteria  but  dissolving  their  body 
cells.  This  discovery  has  been  said  by  many 
to  be  the  most  promising  piece  of  work  since 
the  establishment  of  the  germ  theory. 

Sanitation  has  concerned  itself  largely 
with  sewage  disposal,  water  purification  and 
the  disposal  of  waste.  It  is  now  being  appre 
ciated  that  sanitation  goes  further  than  that. 
For  example,  in  congested  communities  it 
may  be  suggested  that  there  is  a community 
saliva  spread  on  the  streets,  sidewalks,  floors, 
door  knobs,  counters  and  desks  which  dries 
and  becomes  community  dust  flying  in  the 
community  air.  Might  the  laws  of  personal 
hygiene  be,  to  an  extent,  applied  to  commun- 
ity hygiene? 

The  science  of  nutrition  is  as  yet  undevel- 
oped. There  are  a group  of  diseases  includ- 
ing scurvy,  beriberi,  rickets,  toxic  goiter, 
keratomalacia  and  poly-neuritis  that  are 
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known  to  be  due  to  a deficient  diet.  There  is 
another  group  including  trachoma,  pernicious 
anaemia,  diabetes  and  cancer  which  from 
time  to  time  lias  been  attributed  to  a deficient 
diet.  It  has  been  suggested  that  the  great  in- 
( rease  of  gastrointestinal  disease  noted  among 
the  civilized  races  everywhere  can  be  attri- 
buted to  highly  refined  foods  or  that  civili- 
zation is  living  off  the  grocery  shelf  instead 
of  the  farm  and  garden.  McCarison  found 
a carcinoma  of  the  stomach  of  one  of  his  na- 
tive monkeys  who  had  been  long  on  a vitamin 
B deficient  diet.  It  has  been  pointed  out  that 
native  Africans  have  no  cancer  until  they  be- 
gin eating  from  a British  mining  commissary 
when  they  have  cancer  of  the  same  rate  as  the 
British.  It  has  further  been  suggested  that 
endoctrine  imbalance  may  in  many  case,  be- 
due  to  deficient  diet. 


ELECTRO  THERAPEUTICS.* 

By  S.  S.  Amerson,  Georgetown. 

Many  of  the  greatest  thinkers  of  the  world 
concur  in  the  thought  that  God  works  through 
nature,  and  through  his  instrument,  man. 

Man  looks  for  his  haven  above,  yet  it  may 
be  beneath  his  feet,  in  embryo,  rough  and 
misshapen  as  it  were,  but  nevertheless  emerg- 
ing from  the  warp  and  woof  of  human 
thoughts,  a better,  brighter  world.  For  the 
law  of  humanity  is  the  law  of  progress. 
Thousands  of  years  have  made  no  improve- 
ment in  the  bee  hive,  the  house  of  beavers,  or 
the  nest  of  birds;  but  look  at  the  habitations 
and  achievements  of  man.  Humanity  moves 
forward  to  what,  no  one  knows ; man  looks 
forward  to  as  Tennyson  says : 

One  God,  one  law,  one  element. 

And  one  far  off  divine  event 
To  which  the  whole  creation  moves. 

Looking  back  through  the  years  we  see  man 
is  conquering  misery  and  poverty  and  sick- 
ness; he  is  making  the  world  a better  place 
in  which  to  live.  He  has  accomplished  many 
stupendous  things ; he  is  destined  to  accom- 
plish many  more  as  he  learns  to  note,  observe, 
think  and  apply. 

God  works  through  man,  whom  lie  teaches 
in  the  bitter  school  of  experience  when  he 
refuses  to  learn  otherwise.  Nature  does  not 
scatter  her  golden  gifts  to  lazy  pets  and  lux- 
urious darlings,  but  imposes  tasks  when  she 
presents  opportunities,  and  uplifts  him  whom 
she  would  inform.  Watt  observed  the  steam 
lift  the  lid  of  the  fireside  kettle  from  the  clue 
thus  given  we  have  railroads,  steamships  and 
factories  run  by  elemental  forces  that  each 
in  its  turn  frees  thousands  of  enslaved  mus- 
cles. The  world  went  without  these  things 
until  one  man  saw,  thought  and  applied. 


*Read  before  the  Scott  County  Medical  Society. 


Some  improvements  are  forced  upon  us 
through  pressure  of  affliction.  In  the  middle 
ages  plagues  devastated  London ; in  those 
same  Middle  Ages  the  illustrious  Cromwell 
said,  “Trust  God,  but  keep  your  powder 
dry.”  There  was  no  tinge  of  irreverence  be- 
clouded his  thought  ; he  only  taught  a great 
truth.  God  will  not  do  for  us  what  we  can 
do  for  ourselves.  He  never  has  and  never 
will.  Man  may  pray  for  help  and  it  will  nev- 
er come  till  he  helps  himself.  Many  prayers 
have  been  answered  oniy  by  careful  thought 
and  action, — a miracle  of  hygiene. 

Dr.  Albert  C.  Geyser  says : Medicine  is 

fast  ceasing  to  be  an  art  it  is  approaching  the 
scientific  stage.  The  rule  of  thumb  and  tra- 
dition has  served  a noble  purpose,  but  is  now 
a dead  letter,  and  positive  science  has  taken 
its  place.  We  must  revere  and  respect,  but 
we  must  no  longer  be  satisfied  with  the  crude 
methods  which  were  sufficient  for  our  fore- 
fathers. Empiric  medicine  is  a thing  of  the 
past,  and  science  must  take  its  place. 

If  we  pause  a while  on  some  of  the  terms 
of  Dr.  Geyser  we  will  realize  his  meaning 
more  clearly.  What  does  the  term  art  and 
science  and  empiric  mean?  Let  us  consult 
standard  authority  as  we  would  on  surgery 
or  medicine. 

Knowledge  of  a single  fact,  not  known  as 
related  to  any  other,  or  of  many  facts  not 
known  as  having  any  mutual  relations  or  as 
comprehended  under  any  general  law,  does 
not  reach  the  meaning  of  science.  Science  is 
knowledge  reduced  to  law  and  embodied  in 
system.  Art  always  relates  to  something  to 
be  done.  Science  to  something  to  be  known. 
Science,  as  in  the  case  of  chemistry  or  elec- 
tricity, is  urged  on  to  higher  development  by 
the  demands  of  the  art,  while  the  art  is  per- 
fected by  the  advance  of  the  science.  Science 
is  the  sum  of  universal  knowledge  as  oppos- 
ed to  empirical,  which  means  reliance  on  in- 
dividual experience. 

As  the  greater  contains  the  less,  so  must 
the  sum  of  universal  knowledge  be  greater 
than  that  of  individual  experience.  There  is 
legions  of  therapeutics.  If  one  single  meas- 
ure could  accomplish  half  what  is  claimed  for 
it  there  would  be  no  more  disease,  every  germ 
would  be  destroyed  and  the  millennium  here. 
So  far  there  is  no  pathy,  no  rule  by  which 
disease  can  be  annihilated.  This  means  if  we 
cling  to  any  one  method  or  pathy  in  medi- 
cine and  exclude  all  others  we  are  wrong, 
that  is  empirical.  We  should  use  all  legiti- 
mate means  and  scientific  knowledge  to  cure 
the  patient. 

In  this  endeaver  electricity  has  been  found 
to  be  a therapeutic  agent  of  great  value. 
Some,  because  they  cannot  get  at  a logical 
explanation  of  basic  principles  responsible 
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for  the  effect  seen  in  the  use  of  this  agent, 
tiiey  condemn  it.  The  accuracy  or  otherwise 
ol  the  conclusions  arrived  at  we  will  leave  to 
me  individual  judgment  or  me  trained  pro- 
iessional  reader  nevertheless  the  lact  remains 
that  whether  the  basic  cause  has  been  right- 
ly or  otherwise  interpreted,  the  effect  or  the 
agent  is  to  cure,  in  many  eases  where  all  else 
laffed.  Results  demand  investigation  and 
application,  Results  are  practical  and  unan- 
sweraoie.  nilectncity  may  be  an  unknown 
agent  as  regards  its  constituency  or  elements, 
out  we  may  know  how  to  apply  it  and  get  the 
results,  its  good  etiect  in  positive  cures  wnere 
all  eise  was  useless  snouid  guide  us.  influ- 
enced oy  undoubted  results,  unquestioned 
demonstrations,  unassailable  iacts  presented 
by  so  many  worthy  men,  how  can  we  be 
douuting  Thomases,  it  is  conceded  Uod 
works  through  nature  and  his  instrument, 
man,  then  it  will  be  conceded  that  the  phy- 
sician carries  a high  and  noble  responsibility 
in  the  fact  that  he  ministers  to  tiod,  and  his 
efforts  are  daily  devoted  toward  eliminating 
friction  and  disease  from  the  physical  body 
of  the  image  of  our  maker. 

Mo  matter  what  we  use,  there  are  certain 
principles  involved  in  the  cure  of  any  and 
all  maladies.  Heat  and  light  have  long  been 
known  to  affect  the  human  system  as  nothing 
else  does,  and  are  essential  in  health  as  well  as 
disease.  Were  this  not  so  why  the  statement, 
“Let  there  be  light  and  there  was  light.’' 
We  all  know  what  that  light  was  and 
with  it  came  heat,  and  in  that  light  and  heat 
is  the  course  of  the  ultra-violet  ray.  With- 
out this  light  we  could  do  nothing,  t he  spec- 
trum of  light  in  the  sun  s rays  can  be  and  has 
been  shown  to  have  the  violet  ray.  When  in- 
tensified as  in  the  present  method  of  use  it 
is  more  cominandable  and  ever  at  hand,  in- 
tensified for  use.  For  at  least  thirty  years 
or  more,  till  recently,  electricity  and  electro- 
therapy in  this  country  was  little  thought  of 
as  a therapeutic  agent  but  in  Europe  it  was 
not  so.  With  Tesla  and  D'Arsonvai  origin- 
ated the  high  frequency  current,  so  high  it 
seems  incredible,  into  quadrillions  per  sec- 
ond. It  takes  over  450  trillions  oscillations 
per  second  to  produce  the  violet  ray,  and  at 
750  trillions  it  goes  out  to  a white  ray  so 
white  you  cannot  look  at  it.  When  the  vio- 
let ray  is  produced  all  shock  is  gone  and  only 
heat  and  light  left.  As  heat  and  light  are 
germicidal,  so  in  this  ray  we  have  one  of  the 
most  powerful  and  best  germicides.  It  will 
penetrate  deeper  and  do  less  harm  to  the  tis- 
sue than  any  germicide  known.  The  high  fre- 
quency current  affects  by  thermal  heat  and 
light  and  causes  vaso-dilations,  vasomotor  ac- 


tivities and  vaso-constrictions,  followed  by 
vaso-dilations  thereby  increasing  blood  sup- 
ply to  the  diseased  area,  aiding  nature  in  the 
repair  of  said  injuries  or  disease.  Repeated 
demonstrations  have  positively  shown  the  les- 
sening of  the  action  of  bacteria  in  so  many 
and  varied  cases,  it  can  no  longer  be  doubted 
that  it  actually  kills  them.  High  frequency 
currents  relieve  pain,  as  neuritis,  rheuma- 
tism, sprains,  bruises,  headache,  toothache, 
and  in  fact  all  I have  known  it  tried  on. 

All  high  freneney  machines  of  today  are 
made  up  of  either  the  Tesla,  D’Arsonvai,  or 
a combination  of  both,  with  the  Gudin  reson- 
ator. You  should  always  know  if  you  have 
the  D’Arsonvai  or  Telsa  type,  as  there  is 
much  difference  in  the  amperage  and  volt- 
age. Either  must  oscilate  over  450  trillion 
times  per  second  to  produce  the  ultra-violet 
ray.  The  Oudin  current  energizes  vacuum 
electrodes,  the  spray  electrodes,  the  static 
spark  electrodes,  the  ozone  inhaler,  the  ful- 
geration  spark.  The  D ’Arsonval  or  Telsa  sol- 
enoid is  utilized  for  auto-conduction,  auto- 
condensation and  diathermy.  With  these  I 
have  for  some  time  successfully  treated  con- 
ditions and  maladies  hitherto  1 could  do  but 
little  for. 

Case  No.  1.  Mrs.  N.  on  Dec.  9,  1924,  came 
to  me  after  consulting  several  doctors  and 
surgeons.  He  is  15  years  old.  History  good. 
Right  leg  from  hip  joint  down  affected.  Leg 
from  3-4  to  one  inch  smaller  than  the  other. 
Slight  tenderness  on  outer  border  of  patella. 
Hip  joint  would  crack  on  elevation  of  knee. 
When  walking  at  times  the  leg  would  give  way 
and  let  him  fall.  Diagnosis:  What  is  often 
called  hip  joint  disease.  I treated  him  less 
than  four  months  and  he  is  sound  and  active, 
making  a hand  on  :he  farm  since  the  last  of 
May. 

Case  No.  2.  Mrs.  M.,  age  48,  housewife. 
Previous  history  good  except  has  been  deaf  in 
one  ear  since  a child.  Had  suffered  with  rheu- 
matism in  right  heel  for  8 years,  had  spent 
over  $800  in  treating  it,  no  relief.  On  Jan- 
uary 19,  1923,  treatment  was  begun  and  on 
February  she  was  dismissed  and  has  never 
felt  any  discomfort  since. 

Case  No.  3.,  Mrs.  B.,  68  years  old.  History 
of  . ankle  ulcer  for  more  than  20  years.  Some 
months  ago  the  inflammation  spread  to  top 
of  foot  and  up  leg  to  the  knee  She  was  and 
had  been  for  a time  on  crutches.  Suffered  all 
the  time,  more  especially  ;■<  night.  I treated 
from  the  Oudin  post  with  the  vacuum  elect- 
rode, then  with  the  auto-eon  lensar, ion  for  the 
blood  and  general  system  and  in  eight  weeks 
she  was  dismissed  cured.  This  was  a case  of 
Osteomyelitis. 

Case  No.  4,  Mrs.  J.,  age  52,  history  good. 
September  11,  1923,  brought  me  three  x-ray 
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plates  of  left  knee,  which  plainly  showed  os- 
teomyelitis of  fibula  at  lower  margin  of  pa- 
tella, where  surgery  could  not  be  done  with- 
out opening  the  joint.  This  knee  was  two 
and  one-half  inches  more  in  circumference 
than  the  other.  Very  painful  and  ten- 
der. With  the  aid  of  block  tin  I at- 
tached one  pole  of  the  diatherma  below  and 
one  above  the  knee,  sending  the  current 
through  bone  as  well  as  muscle,  heating  it  so 
it  was  unpleasant  to  handle  it.  Treatment 
from  10  to  15  minutes  every  otlier  day  from 
September  to  .November,  1023,  and  dismissed 
her  cured  and  she  has  never  had  any  more 
trouble.  Diagnosis,  osteomyelitis. 

Case  5,  Mrs.  A.  Had  first  lower  right  mo- 
lar drawn  in  1917  and  it  left  the  jaw  affected, 
which  discharged  pus  all  the  time,  purely  a 
case  of  osteomyelitis.  June  4,  1923,  1 began 
treating  her  with  Oudin  in  vacuum  electrode 
in  mouth  against  jaw  and  then  external.  She 
did  not  come  regular  and  took  longer.  On 
September  25,  she  wTas  dismissed  cured  and 
lias  had  no  trouble  since. 

Case  No.  6.,  Mrs.  C.  On  May  16,  1925  came 
in  with  a ease  of.  erysipelas  over  left  eye  so 
close  it  would  have  invaded  the  eyes  and  en- 
tire face  as  the  eye  will  not  tolerate  anti- 
septics strong  enough  to  kill  the  streptococcus 
germs.  1 applied  the  ultra-violet  ray  from 
the  Oudin  current  to  the  eyes  with  tiie  eye 
electrode  and  to  the  face  with  the  body  elec- 
trode and  in  two  days  dismissed  her  cured. 

This  is  only  a few  of  the  many  cases  1 
have  treated  with  the  high  frequency  cur- 
rent in  the  past  few’  years  1 have  been  using 
it.  But  enough  to  show  the  variety  of  dis- 
eases that  can  be  and  are  being  cured  with  it. 

1 never  dress  a wound  without  first  cleans- 
ing it  with  high  frequency  electricity  and 
since  taking  up  this  procedure  1 have  not  had 
a septic  case.  And  if  a case  of  sepsis  comes  to 
me  1 at  once  treat  it  with  the  violet  ray,  and 
so  far  have  had  phenominal  results. 

One  thing  you  will  encounter  when  you  in- 
stall this  electricity,  is  the  enmity  of  all  the 
radio  fans.  When  this  machine  is  in  opera- 
tion all  radios  in  a large  circumference 
around  it  go  dead.  As  the  static  electricity 
from  the  ultra  violet  ray  machine,  put  in  the 
air  is  too  great  for  radiology. 

Uric  Acid  Showers. — According  to  Beer,  if, 
in  patients  in  whom  the  roentgen  ray,  cystoscopic 
and  pyelographic  studies  have  been  negative, 
and  who  complain  of  typical  ureter  or  kidney 
pain,  the  urine  on  standing  precipitates  uric 
acid  crystals,  there  is  some  connection  between 
this  phenomenon  and  the  syndrome  of  which  the 
patient  complains.  The  change  of  diet  to  a low 
protein  diet  will  almost  immediately  control  the 
symptoms. 


PENETRATING  WOUNDS  OF  THE 
ABDOMEN.* 

By  James  A.  Ryan,  Covington. 

Penetrating  wounds  of  the  abdomen  may 
be  roughly  classed  as  stab  wounds,  gun-shot 
wounds  and  impaling  wounds. 

Impaling  wounds  are  usually  caused  by 
falls  upon  stakes,  sharp  stumps  or  other  up- 
right sharp  pointed  objects.  The  abdominal 
wall  is  not  often  penetrated  by  such  acci- 
dents. These  injuries  usually  involve  the  per- 
ineum with  consequent  damage  to  the  rectum, 
urethra  or  bladder  and  in  females  the  per- 
itoneal cavity  is  sometimes  penetrated  per 
vagin  um. 

The  locations  of  the  wound,  its  extent,  the 
bloody  urine,  shock,  rigid  abdominal  mus- 
cles, rectal  or  vaginal,  examination  will  de- 
termine whether  or  not  the  peritoneal  cavity 
or  a viscus  has  been  punctured.  When  any 
doubt  exists  as  to  penetration  of  the  abdomen 
an  immediate  section  should  be  done. 

Stab  wounds  are  less  serious  in  the  upper 
than  in  the  lower  abdomen.  A great  many 
stab  wounds  only  involve  the  abdominal  wail 
and  even  in  cases  where  the  peritoneum  is 
opened  the  underlying  viscera  escapes  injury. 

In  the  small  puncture  wound  with  evidence 
of  shock  and  haemorrhage,  q rigid  abdominal 
wall  and  dullness  in  the  flanks,  indicating  the 
escape  of  stomach  and  abdominal  contents  or 
the  presence  of  free  blood,  an  immediate  in- 
testinal section  must  be  made.  Waiting  for 
blood  in  the  vomitus  or  in  the  stool  is  a dan- 
gerous practice  as  these  will  only  appear  some 
hours  after  injury. 

The  prognosis  of  penetrating  wounds  is 
greatly  influenced  by  the  time  which  elapse 
between  injury  and  operative  interference. 
Siegel  in  reporting  700  cases  of  penerating 
wounds  of  abdomen  had  a mortality  of  15% 
in  cases  operated  under  four  hours  and  90% 
in  cases  operated  over  twelve  h.  ors  follow7- 
ing  injur}7. 

Various  statistics  show  that  the  liver, 
small  intestine,  diaphragm,  stomach  and 
spleen  were  injured  in  the  above  order  of  fre- 
quency. In  my  own  experience  the  stomach 
and  liver  have  been  the  most  frequently  in- 
jured. If  one  could  definitely-  know  that 
only  the  liver  were  wounded,  l do  not  beiieve 
operation  is  indicated,  for  as  a rule  bleeding 
from  the  liver  has  a tendency  to  control  itself. 
However,  the  amount  of  shock  and  the  gen- 
eral symptoms  of  haemorrhage  would  have 
to  govern  ones  decision  whether  or  not  to 
operate. 

By  far  the  greatest  numbev  of  penetrating 
injuries  of  the  abdomen  are  caused  by  gun- 
shot wounds.  They  probably  constitute  about 

*Read  before  the  Campbell-Kenton  Medical  Society. 
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90%  of  all  the  cases  seen. 

However  innocent  appearing  and  however 
small,  and  no  matter  what  the  location  of  the 
wound  of  entry,  great  care  and  discrimination 
must  be  exercised  in  these  cases.  I know  of 
no  condition  where  one’s  surgical  judgment 
is  so  taxed ; as  proscrastinating  for  a few 
hours  will  often  destroy  whatever  chance  for 
life  that  an  immediate  operation  might  offer. 
A few  hours  make  a great  difference  in  the 
prognosis  in  cases  of  ruptured  viscera,  with 
accompanying  haemorrhage  and  extravasa- 
tion of  contents  into  the  peritoneal  cavity; 
for  haemorrhage  and  peritonitis  are  the 
causes  of  all  fatalities. 

The  path  of  a bullet  through  the  abdominal 
cavity  may  be  erratic  and  cannot  be  judged 
by  its  path  of  entry  through  the  abdominal 
wall.  In  the  last  month,  we  had  a case  of  a 
small  boy  who  reached  up  to  a shelf  and  pull- 
ed down  his  father’s  revolver,  and  in  doing 
so  the  gun  was  discharged.  The  boy  was 
brought  into  the  hospital  in  shock.  The  point 
of  entry  of  the  bullet  was  just  below  the 
twelfth  rib,  slightly  to  the  left  of  the  medium 
line.  We  noticed  while  preparing  him  for 
operation  what  appeared  to  be  a deep  con- 
tusion in  the  right  inguinal  region. 

An  upper  mid  line  incision  was  made  with 
escape  of  air,  blood  and  stomach  contents. 
The  anterior  wall  of  the  stomach  was  perfor- 
ated, the  bullet  traveling  downward  perforat- 
ing the  stomach  through  the  greater  curva- 
ture and  a through  and  through  perforation 
of  the  transverse  colon ; so  destroying  the  gut 
and  mesentery  that  it  was  necessary  to  resect 
about  four  feet  of  the  ileum.  The  bullet  rang- 
ing downward  and  to  the  right  went  out  of 
the  peritoneal  cavity  just  to  the  inside  of  the 
external  iliac,  at  about  the  Internal  Ring, 
went  through  Pouparts  Ligament  above  Fe- 
moral vessels,  and  ranged  downward  and  out- 
ward through  the  thigh  and  presented  under 
the  skin  just  overlying  the  external  condyle 
of  righ  femur. 

Another  case  in  which  the  point  of.  entry 
was  in  the  right  gluteal  fold,  the  bullet  rang- 
ed upward  into  the  abdominal  cavity  and 
produced  multiple  perforations  of  the  intes- 
tines. This  man  was  in  extreme  collapse 
when  he  reached  the  table : when  the  abdomen 
was  opened,  the  cavity  was  full  of  blood  and 
he  very  promptly  died  on  the  table,  so  that 
the  complete  path  of  the  bullet  and  the  dam- 
age it  had  done  was  not  traced. 

The  point  that  I am  trying  to  make  is  that 
no  matter  where  the  point  of  entry,  if  there 
are  any  abdominal  symptoms,  and  sometimes 
the  only  symptoms  present  will  be  a general 
tenseness  of  the  abdominal  wall,  an  immed- 
iate exploratory  operation  is  indicated. 

Repairs  of  gastric  and  intestinal  wounds 


by  suture  if  possible  is  indicated.  Sometimes 
when  the  in  and  out  wounds  in  the  small  guts 
are  directly  opposite  or  where  the  laceration 
is  severe,  or  where  the  mesenteric  blood  sup- 
ply is  destroyed,  it  will  be  necessary  to  do  a 
resection  with  the  speediest  technique  pos- 
sible. When  one  of  the  above  conditions  ex- 
ist I have  found  it  wise  to  explore  the  gut  in 
both  directions  for  the  nature  and  extent  of 
further  damage.  In  this  way,  by  resecting  a 
larger  area  of  bowel  we  oftentimes  avoid  the 
necessity  of  doing  a second  or  third  resection. 

Wounds  of  the  solid  viscera  may  be  sutured, 
but  usually,  packing  suffices.  Depending  up- 
on the  extent  of  damage,  they  sometimes  will 
have  to  be  resected  either  in  whole  or  in  part. 
Wounds  of  the  bladder  reouire  suture,  with 
sunrapuhic  or  catheter  drainage. 

Tt  is  safer  to  drain  an  abdomen  after  per- 
forating Avounds.  as  the  amount  of  infection 
carried  bv  the  bullet  and  bA^  the  escape  of 
visceral  contents  cannot  be  estimated. 


FOCAL  INFECTION  TN  TTS  RELATION 
TO  SYSTEMATIC  DISEASES  * 

By  A.  D.  Donnelly,  BoAvling  Green. 

A focus  of  infection  is  a circumscribed 
area  which  is  infected,  ordinarily,  by  a Ioav 
grade  of  bacteria.  This  infection  is  usually 
hidden  and  causes  little  or  no  pain,  but  these 
same  hidden  infections  are  now  known  to  be 
responsible  for  a long  list  of  systemic  dis- 
eases, a few  of  which  are,  several  forms  of 
heart  disease,  nephritis,  renal  calculi,  vesical 
calculi,  rheumatism,  herpes  zoster,  and  in  all 
probability,  appendicitis  and  gastric  ulcers, 
etc.  May  says:  “Investigation  has  proved 
that  those  who  suffer  from  such  diseases  carry 
a focus,  that  with  varying  degrees  of  health, 
exhaustion,  or  even  climatic  changes  may  af- 
ford an  opportunity  for  the  bacteria  to  be 
thrown  into  the  blood  stream  and  create  a 
recurrence  of  those  diseases,  which  in  the 
past  were  treated  as  entities,  primary,  not 
secondary,  as  we  now  consider  them.” 

The  relation  of  foci  of  infection  to  systemic 
diseases  is  no  longer  a matter  for  question 
and  debate:  it  is  noAv  an  established  fact. 
For  a number  of  years  such  men  as  E.  C.. 
Rosenow,  Charles  H.  Mayo,  W.  W.  Duke, 
Frank  Billings,  W.  A.  Price,  J.  G.  Meissner 
and  others  have  been  working  on  a theory 
that  bacteria  have  a selective  tendency  and 
are  inclined  to  localize  in  certain  tissues  of 
the  body.  By  means  of  experiments,  long 
continued  and  many  times  repeated,  it  has 
been  proved  that  animals  injected  Avith  bac- 
teria taken  from  around  infected  teeth  de- 
velop lesions,  similar  to  those  of  the  patient : 
that  is.  a disease  is  produced  in  the  animal 

*Read  before  the  Third  District  Medical  Society  at  Mam- 
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similar  to  that  with  which  the  patient  is  suf- 
fering. 

The  diseases  mentioned  previously  in  this 
paper;  that  is,  heart  disease,  nephritis,  etc., 
are  a few  of  those  which  animal  experimenta- 
tion has  proved  can  be  traced  to  dental  foci 
of  infection.  In  some  of  these  diseases  spe- 
cific localization  followed  direct  intravenous 
injection  of  the  bacteria  obtained  from  the 
pus  expressed  from  infected  tonsils  or  aspir- 
ated from  the  depth  of  the  nvorrheal  pockets. 
It  was  not  always  necessary  to  give  intraven- 
ous injections  to  reproduce  in  animals  the  dis- 
eases from  which  the  patient  was  suffering. 
Introduction  of  the  bacteria  in  suitable  dos- 
age into  the  peritoneal  cavity,  the  trachea, 
the  brain,  stomach  or  into  the  nasal  cavity, 
by  packing  the  nose  with  gauze  soaked  in  cul- 
tures, was  followed  by  specific  localization  in 
special  instances.* 

The  locating  of  foci  of  infection  is  a very 
difficult  matter  and  sometimes  it  is  almost 
impossible  to  accomplish.  For  this  reason  it 
is  necessary  in  tracing  the  cause  of  the  dis- 
eases named,  as  well  as  the  many  others  for 
which  focal  infection  is  responsible,  for  the 
patient  to  have  a thorough  examination ; not 
only  by  the  interne,  but  the  dentist  and  throat 
specialist  as  well.  Such  examination  can 
not  be  considered  thorough  from  a dental 
standpoint,  until  both  the  upper  and  lower 
jaw-bone  have  been  completely  x-rayed,  even 
•though  all  the  teeth  were  extracted  twenty  or 
thirty  years  previously.  Any  part  of  the  root 
which  has  been  left  in  the  jaw  is  always  in- 
fected, even  though  it  has  long  since  been  en- 
closed in  the  bone.  This  infective  focus  will 
remain  in  the  bone  until  surgically  removed. 

All  infected  foci  are  not  found  in  the  teeth 
and  jaw-bone  as  has  been  known  for  a long 
cime,  the  tonsils  are  very  often  centers  of 
infection  for  since  there  is  no  partition  be- 
tween the  mouth  and  throat  and  since  tonsils 
are  located  in  the  pharynx  they  very  often  be- 
come diseased,  because  of  the  unhealthy  con- 
dition of  the  oral  cavity. 

But  since  it  is  true  that  by  far  the  larger 
percentage  of  focal  infections  is  found  in 
and  around  the  teeth,  the  laity  has  gotten  the 
erroneous  idea  that  these  organs  are  the  only 
source  of  infection.  Hence,  when  some  one 
has  his  infected  teeth  extracted  and  then  fails 
to  obtain  relief  from  his  ailment,  the  whole 
theory  of  focal  infection  is  discredited,  so 
far  as  that  particular  person  is  concerned ; 
it  is  impossible  to  persuade  him  to  search  for 
another  focus,  and  the  result  is  premature 
death.  The  truth  of  the  matter  is,  that  it  is 
not  only  possible  for  one  to  have  more  than 


* *‘K».  C.  Rosenow,  K Yperimental  and  Clinical  Studies  on 
Focal  Infection.’*  The  Journal  of  the  American  Dental  As- 
sociation, October  1924,  page  965. 


one  focus,  but  it  very  often  so  occurs,  when 
there  are  two,  if  only  one  is  removed,  the 
other  seems  to  become  stronger. 

Diseases  that  are  caused  by  focal  infection 
can  not  be  cured  until  the  focus  has  been 
completely  eradicated.  Sometimes  if  this  is 
delayed  too  long  the  tissue  that  is  infected 
from  the  focus  may  remain  infected  perman- 
ently. If  for  instance,  a person  consults  his 
physician  as  soon  as  he  has  his  first  system- 
tic  disease,  and  has  the  focus,  or  the  foci  of 
infection  removed,  his  recovery  will  be  rapid 
and  complete;  but  if  he  waits  several  weeks 
or  months,  his  condition  may  by  this  time 
have  become  chronic,  and  while  the  progress 
of  the  disease  may  be  checked,  no  complete 
cure  can  be  obtained  by  the  removal  of  the 
focus.  It  does  not  always  so  happen,  but  as 
a rule,  after  the  removal  of  a focus  of  infec- 
tion. the  constitutional  svmptoms  are  more 
severe.  This  is  the  so-called  reaction,  and  if 
it  occurs  at  all.  it  is  from  twenty-four  hours 
to  three  days  after  the  operation.  It  is  caused 
bv  turning  into  the  blood  stream  more  bac- 
teria than  have  been  entering  it:  in  other 

words,  the  surgical  removal  of  the  focus 
breaks  down  Nature’s  onarantiup  against  the 
bacteria  and  they  are  thrown  into  the  blood 
stream  faster  than  the  white  blood  corpuscles 
can  handle  them. 

When  the  constitutional  symptoms  are  very 
grave,  the  condition  of  the  patient  rather 
serious,  and  there  are  several  infected  teeth 
to  he  removed,  it  is  advisable  to  take  them  out 
one  or  two  at  a time  with  intervals  of  three 
or  four  days  between.  If  all  the  bacteria 
from  these  infective  foci  are  turned  into  the 
system  at  one  time,  the  patient  may  be  over- 
whelmed bv  them ; whereas  the  gradual  re- 
moval of  the  teeth  and  the  interval  of  rest 
gives  Nature  an  opportunity  to  build  up  a 
resistance  sufficient  to  overcome  this  amount 
of  toxic  matter. 


Abscess  of  the  Frontal  Lobe  from  Focal  In- 
fection of  tbe  Face. — Mathieu  and  Peron  de- 
scribe two  cases  of  abscess  of  the  frontal  lobe 
following  infection  of  the  face  or  forehead.  In 
one  instance,  the  origin  of  the  infection  was  9 
wound  in  the  upper  internal  angle  of  the  orbit 
from  a blow.  The  patient  developed  cerebral 
symptoms  about  the  twentieth  day  after  the  ac- 
cident. No  trace  of  a scar  could  be  found  on 
examination.  In  the  other  instance,  the  abscess 
followed  a suppurative  osteitis  of  the  frontal 
bone,  apparently  of  syphilitic  origin.  The  usual 
syndrome  of  abscess  of  the  brain  was  incom- 
plete in  both  patients.  The  diagnosis  was  sug- 
gested largely  by  the  history  in  one,  by  the  scar 
in  the  other,  and  confirmed  by  necropsy  and 
operation,  respectively. 
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PROSTATECTOMY,  PRE  OPERATIVE 
AND  POST-OPERATIVE  CARE.* 

By  E.  W.  Northcutt,  Covington. 

Prostatectomy  is  a comparatively  simple 
and  easy  operation.  It  is  the  removal  ol  the 
prostate  gland,  usually  adenomatous  which 
by  its  enlargement  has  produced  an  obstruc- 
tion to  the  free  outflow  of  urine.  Why  then 
has  this  operation  been  looked  upon  as  being 
an  unusually  risky  one?  It  is  because  of  the 
pre-operative  and  post-operative  complica- 
tions. These  patients  are  usually  old  men 
whose  physical  condition  is  already  below  par. 
Many  are  cardio-renal  cases.  Their  average 
age  is  over  60  years. 

The  pre*-operative  care  begins  with  a care- 
ful and  most  thorough  history  and  physical 
examination.  The  history  should  inquire  into 
the  man’s  way  of  living,  his  habits  and  espec- 
ially as  regards  his  genito-urinary  organs 
during  the  last  four  or  five  years.  The  phy- 
sical examination  should  be  made  with  spec- 
ial reference  to  the  heart  and  blood  vessels,  to 
the  lungs  and  kidneys.  Remember  there  is 
no  such  thing  as  an  emergency  prostatectomy. 
Even  in  acute  retention  the  careful  passing 
of  a catheter  or  if  this  cannot  be  done  supra- 
pubic drainage  will  relieve  the  situation  and 
allow  the  patient  to  improve  while  he  is  be- 
ing studied.  In  emptying  the  bladder  it 
should  be  done  gradually — never  all  at  one 
sitting  or  several  ounces  at  a time,  as  this  will 
cause  an  immediate  lowering  of  intravesical 
tension  with  a resulting  oedema.  This  may 
result  in  a urinary  suppression.  The  Van 
Zwalwenburg  method  of  gradually  emptying 
the  bladder  is  simple  and  satisfactory.  In 
this  method  the  urethral  catheter  is  attached 
to  a long  rubber  tube  filled  with  water  which 
empties  into  an  elevated  receptacle  the 
heighth  of  which  is  determined  by  the  pres- 
sure within  the  bladder.  When  drainage  of 
the  bladder  is  started  the  patient  should  be 
given  large  amounts  of  fluids  by  mouth,  proc- 
toclysis and  if  necessary  by  infusion.  There 
should  be  an  output  of  at.  least  2500  cc.  daily. 
An  accurate  record  should  be  kept  of  intake 
and  output.  A record  of  the  blood  pressure 
should  also  be  kept — tbps  usually  falls  with 
emptying  of  the  bladder  but  rises  again  with 
forced  liquids  and  attention  to  the  heart  it- 
self: the  pressure  should  be.  taken  often. 
Bladder  drainage  should  be  continued  until 
the  urine  is  relatively  clear  of  infection  and 
the  urea  content  of  the  blood  is  within  safe 
limits.  This  may  take  a long  time  but  it  is 
necessary  if  a high  mortality  is  to  be  avoided. 

The  causes  of  death  of  prostatic  cases  are 
those  complicating  conditions  which  the  pa- 
tient  has  when  he  comes  for  treatment  such 

*Read  before  the  Campbell-Kenton  Medical  Society,  Nov- 
ember 4,  1926. 


as, — cardio-renal,  pulmonary  and  diabetes ; 
those  complicating  the  operation  itself — hem- 
orrhage, shock  and  anesthetics  and  those  fol- 
lowing the  operation — infection,  embolism 
and  pulmonary  complications.  If  these  com- 
plications are  kept  constantly  in  mind  in  the 
pre-operative  and  post-operative  care  of  these 
cases  many  fatalities  can  be  prevented.  Cys- 
toscopy should  be  avoided  unless  there  is  a 
distinct  indications  for  it  as — when  symptoms 
are  out  of  proportion  to  the  size  of  the  pros- 
tate as  sometimes  happens  in  enlargement 
of  the  median  lobe. 

Sometimes  in  long  standing  cases  the  blad- 
der will  be  irregular  in  outline  or  there  will 
be  diverticula  containing  infected  urine.  Cys- 
togram  will  show  these  diverticula  or  stones 
if  present  and,  rectal  examination  will  give 
quite  satisfactory  information  as  to  size, 
shape  and  consistency  of  the  gland. 

Renal  function  should  be  determined  by  the 
phenolsulphonephthalein  test.  This  should 
be  repeated  until  it  comes  within  safe  limits. 
The  normal  average  is  50  to  60  per  cent  for 
the  first  hour  and  25  to  30  per  cent  for  the 
second.  The  amount  of  residual  urine  should 
be  ascertained  and  repeated  urinalyses  made 
until  the  infection  is  reduced  to  a level  of 
safety.  Eighty  to  ninety  per  cent  of  these 
cases  will  be  found  to  be  infected.  A pre- 
liminary treatment  by  stock  vaccines  seems 
to  be  of  great  benefit  in  some  cases. 

More  important  than  the  renal  function  test 
by  phthalein  is  the  blood  chemistry.  This 
shows  not  what  is  being  eliminated  through 
the  kidneys,  but  what  is  being  retained  in  the 
patient’s  blood,  which  is  probably  the  best 
indication  of  his  condition  and  of  his  ability 
to  stand  an  operation. 

Occasionally  a patient  will  register  as  a 
poor  risk  by  the  phthalein  test,  while  blood 
examination  will  show  him  to  be  a compara- 
tively safe  risk,  the  urea  content,  uric  acid, 
etc.,  being  fairly  within  safe  limits.  In  other 
words,  it  is  not  what  is  being  eliminated,  so 
much  as  what  is  being  retained  in  his  blood 
that  we  are  greatest  concerned  about  and  this 
can  be  quite  accurately  estimated  now.  Drugs 
are  sometimes  indicated  and  should  be  given 
accordingly. 

The  post-operative  treatment  will  vary 
somewhat,  depending  upon  the  type  of  oper- 
ation done  and  the  individual  operator.  Al- 
together it  would  seem  the  less  done  the  bet- 
ter, so  far  as  the  bladder  is  concerned.  If 
a Pilcher  bag  is  put  in  at  the  time  of  the  op- 
eration, there  should  be  little  danger  of  bleed- 
ing. 

Attention  should  now  be  turned  to  the  gen- 
eral care  of  the  patient.  He  should  be  given 
plenty  of  liquids  by  mouth  as  soon  as  he  will 
retain  them  and  by  rectum  subcutaneously  or 
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intravenously  as  may  he  necessary.  He  must 
not  be  allowed  to  wear  himself  out  with  rest- 
' less  nights.  If  drugs  are  necessary  for  rest 
they  should  be  given — trional  or  veronal. 
Ipral,  (calcium-ethylisopropylbarbiturate)  is 
a new  preparation  and  is  practically  non- 
toxic.  It  produces  a restful  sleep.  Morphine 
should  be  avoided  if  possible. 

Until  the  patient  is  allowed  to  sit  up,  which 
is  usually  on  the  second  or  third  day,  his  po- 
sition should  be  changed  frequently  and  he 
should  be  kept  warm  as  these  old  men  are 
prone  to  develop  pneumonia — one  of  the  chief 
causes  of  fatality.  While  it  is  not  wise  to 
get  them  out  of  bed  before  the  blood  pres- 
sure and  heart  examination  shows  it  to  be 
safe  they  should  not  be  kept  in  bed  a day 
longer  than  is  necessary.  They  must  have 
wholesome  and  nourishing  food  and  every  de- 
tail carried  out  that  will  make  for  a brief 
and  certain  convalescence. 

Conclusion. 

T.  The  operation  itself  in  these  cases  is  the 
smallest  part  of  the  treatment.  The  most  im- 
portant part  is  pre-operative  care,  the  next  is 
post-operative  care. 

II.  If  the  mortality  in  prostatism  is  to  be 
reduced  to  a minimum  every  patient  must  be 
studied  individually,  use  must  be  made  of 
every  available  procedure  that  will  help  to  as- 
certain his  exact  physical  condition  and  all 
the  facts  obtained  must  be  intelligently  cor- 
related. 

III.  In  the  post-operative  treatment  his 
condition  must  be  frequently  checked  with  the 
laboratory,  but  he  should  not  be  treated  as  a 
machine.  It  should  always  be  borne  in  mind 
that  we  are  treating  a machine  more  compli- 
cated, more  delicate  and  more  sensitive  than 
any  man  has  ever  mads;  and  that,  in  addition 
to  all  the  refinements  of  the  laboratory  and 
mechanical  devices  some  human  touch  and 
good  common  sense  are  necessary. 

Influence  of  Insulin  on  Biliary  Secretion. — Nit- 
zescu’s  experiments  were  conducted  on  dogs.  In- 
jections of  insulin  notably  increased  the  secre- 
tion of  bile  after  ingestion  of  milk.  The  secre- 
tion was  highest  at  the  third  hour,  decreasing 
gradually  to  normal  by  about  the  fifth  hour.  In- 
jection of  insulin  was  without  effect  if  it  was 
preceded  by  that  of  atropine.  Further  research 
may  determine  whether  the  cholagogue  action 
of  insulin  occurs  through  the  instrumentality  of 
nervous  fibers  or  of  body  fluids. 


ENCEPHALITIS  FOLLOWING  SLIGHT 
INJURY.  CASE  REPORT.* 

By  Morris  Flexner,  Louisville. 

The  patient  presented  herself  for  examin- 
ation on  September  22nd,  1926,  with  the  fol- 
lowing history : 

On  August  24tn,  Dr.  S.  Weinberg  had  re- 
moved her  tonsils,  convalescence  not  unusual. 
On  September  18th,  she  had  received  a blow 
on  the  back  from  an  irate  old  man.  She  lo- 
calized the  injury  in  her  upper  dorsal  re- 
gion and  said  that  at  the  time  the  pain  had 
been  great  enough  to  make  her  cry.  Her 
mother  stated  that  she  had  complained  of  the 
pain  that  day  and  the  two  following  days.  On 
the  third  day  after  the  blow  she  complained  of 
stiffness  in  her  neck  and  held  her  head  def- 
initely to  the  left  side  and  said  that  her  back 
still-hurt  her. 

The  next  day  she  was  brought  to  our  of- 
fice where  she  showed  the  following : 

Child  is  underdeveloped,  undernourished. 
Poor  color,  skin  clear.  Posture  is  peculiar, 
head  is  drawn  over  to  the  left  side,  left 
shoulder  is  two  inches  lower  than  the  right 
shoulder  with  a marked  spasm  of  the  tra- 
pezius muscles  on  both  sides.  Child’s  speech 
is  somewhat  muffled  owing  to  the  fact  that  a 
definite  trismus  is  present,  being  able  to  sep- 
arate her  teeth  about  one  inch.  Masseter  mus- 
cles on  both  sides  are  spastic.  Eyes:  pupils 
react  to  light,  extra-ocular  movements  nor- 
mal, no  nystagmus.  Teeth  in  fair  condition. 
Tonsillar  fossa:  not  easily  seen  because  of  the 
trismus. 

Chest : Lungs  show  asthmatic  bronchitis 
present  on  both  sides.  Numerous  rales  on  in- 
spiration and  expiration.  Heart,  no  enlarge- 
ment, sounds  of  good  quality  at  apex  and 
base.  Regular  rate  and  rhythm,  no  murmur. 

Abdomen : no  rigidity  of  muscles,  abdomen 
flat,  no  masses  or  tenderness,  neither  liver  nor 
spleen  felt. 

Reflexes  upper  extremities  active,  slightly 
increased ; both  K.  K.  increased ; suggestive 
patellar  colonus,  not  sustained ; no  ankle  col- 
onus  ; no  Babinski ; no  Kernig.  Abdominal  re- 
flexes a little  inconstant,  at  times  all  four 
present,  occasionally  one  or  two  absent. 

Laboratory  findings : Blood  count,  haemo- 
globin, 88%,  red  blood  cells,  3,510,000;  white 
blood  cells,  9,400.  Polymorphonuclears  62%. 
lymphocytes,  32%,  eosinophiles  1%,  baso- 
philes  1%.  Urinalysis:  specific  gravity,  1032, 
reaction,  acid.  No  sugar  and  no  albumen. 
Microscopic  squamous  epithelial  cells,  two 
plus,  6-8  pus  cells  H.  P.  F.  Occasional  round 
epithelial  cell,  occasional  scale  of  pus.  Bac- 
teria, one  plus. 

Progress:  Child  was  sent  home  and  put  to 

‘Read  before  tile  Louisville  Medico  Chirurgical  Society. 
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bed  where  her  condition  gradually  became 
worse.  The  bronchitis  and  cough  were  se- 
vere and  because  of  the  trismus  the  patient 
was  unable  to  take  sufficient  food.  Tempera- 
ture varied  between  normal  and  100  degrees 
F. 

On  September  23rd,  the  patient  first  said 
that  at  times  she  saw  double.  This  was  test- 
ed and  found  to  be  true.  This  phenomenon 
persisted  off  and  on  during  the  course  of  the 
disease.  At  no  time  did  she  complain  of  head- 
ache. On  two  occasions  Dr.  W.  E.  Gardner 
saw  her  in  consultation.  Because  of  a sus- 
picion ot  encephalitis  15  c.c.  of  5%  mercuro- 
chrome  were  given.  This  was  followed  by  a 
severe  temperature  reaction.  Eye  grounds 
at  this  time  were  negative. 

A slight  grade  of  episthotonus  de»  eloped 
and  a positive  Kernig.  On  the  25th  of  Sep- 
tember a lumbar  puncture  was  done  which 
showed  the  spinal  fluid  to  be  under  increased 
tension.  Examination  of  the  spinal  fluid  was 
as  follows: 

Pandy’s,  one  plus;  Ross  Jones,  one  plus; 
cell  count,  15.  Ao  film  formation.  Spinal 
fluid  sugar,  1U5  milligrams  per  1UU  c.  c.  The 
condition  became  more  grave.  The  einui  Had 
her  first  convulsion  the  night  of  September 
Zfi,  and  had  five  or  six  throughout  the  next 
day,  increasing  in  severity.  She  died  during 
one  of  these  the  night  of  September  27,  9 days 
after  her  injury. 

The  question  of  diagnosis  is  cf  interest.  We 
all  felt  the  child  probably  had  epidemic  ence- 
phalitis, the  double  vision  and  the  spinal 
fluid  findings  being  the  two  principal,  fac- 
tors in  favor  of  this  opinion.  The  muscle 
spasms  and  convulsions  are  unusual  although 
they  do  occur.  As  to  whether  the  blow  had 
‘anything  to  do  with  this  or  not  is  speculative. 
There  have  been  many  cases  described  and 
we  have  seen  two  other  cases  of  epidemic  en- 
cephalitis following  an  injury. 

Unfortunately  no  autopsy  was  permitted. 

DISCUSSION 

W.  E Gardner:  The  case  reported  by  Dr. 

Flexner  is  of  much  interest,  and  the  preponder- 
ance of  evidence  is  in  favor  of  encephalitis. 
There  have  been  many  cases  reported  following 
injuries.  Also  the  question  of  tonsillectomy  per- 
formed a month  before  must  be  considered,  in- 
asmuch as  it  might  have  released  organisms  al- 
ready resident  in  the  tissues  of  that  area.  The 
injury  possibly  may  have  lowered  the  resistance 
of  the  patient  to  some  extent,  and  this  with  the 
reaction  dependent  upon  the  injury  may  have 
rendered  the  child  more  susceptible  to  infection 
by  organisms  already  resident  in  the  brain  tis- 
sues. How  much  influence  the  tonsillectomy 
had  in  relighting  infection  about  the  nose  and 
throat  it  is  difficult  to  say.  The  organisms  res- 
ponsible for  the  production  of  encephalitis  seem 


to  have  their  habitat  in  that  area.  Tubercu- 
lous meningitis  and  brain  abscess  must  be  consid- 
ered, still  the  cell  count  was  against  tubercu- 
lous meningitis  and  the  absence  of  choked  disc 
would  seem  to  exclude  brain  abscess.  The  leu- 
cocyte count  of  9,000  probably  increased  later. 
With  the  spinal  fluid  findings  and  the  spastic 
condition  of  the  back  muscles  along  with  the 
fever  and  diplopia  I would  conclude  that  it 
must  be  encephalitis.  The  question  of  tetanus 
seems  to  be  excluded  by  the  history. 

John  J.  Moren:  I have  seen  several  cases  of 

encephalitis  following  slight  injuries.  I recall 
a boy  who  received  a blow  on  the  head  during 
a holdup  in  Chicago,  he  was  not  seriously  in- 
jured, but  following  this  he  developed  typical 
manifestations  of  encephalitis.  A man  was  in 
an  explosion  of  some  kind  and  was  struck  in  the 
back.  He  developed  typical  encephalitis  and  had 
Parkinsonian  manifestations. 

I have  seen  several  patients  who  had  enceph- 
alitis following  injuries  where  the  question  of 
compensation  had  to  be  considered.  This  has 
been  such  a common  experience  with  me  that  I 
conferred  with  the  compensation  board  at  Frank- 
fort, but  nothing  could  be  done.  It  seems  they 
have  ruled  that  injury  had  nothing  to  do  with 
precipitating  the  encephalitis,  that  the  germ  was 
there  already,  and  maybe  the  patienu  would 
have  had  the  disease  anyhow. 

I recall  one  man  from  Owensboro  who  had  the 
choreic  form  of  encephalitis  following  an  injury. 
Various  injuries  and  shocks  have  been  frequent 
exciting  causes  in  the  cases  I have  seen. 

L.  Wallace  Frank:  The  case  reported  by  Dr. 

Flexner  is  very  interesting  to  me.  There  is  one 
point  I wish  to  particularly  mention.  Matas 
some  years  ago  in  vhe  study  of  tetanus  showed 
very  conclusively  that  certain  individuals  are 
tetanus  carriers  and  that  one  can  have  tetanus 
without  any  definite  break  in  the  skin  surface 
and  the  introduction  of  microorganisms.  Two 
or  three  years  ago  we  saw  a case  in  which  tet- 
anus developed  postoperatively  and  the  patient 
died.  After  development  of  symptoms  and 
while  she  could  still  talk  she  stated  that  follow- 
ing a minor  operation  of  some  kind  two  years 
previously  she  had  a similar  attack  with  tris- 
mus and  spastic  symptoms  which  lasted  six  day 
and  then  subsided.  The  child  mentioned  by  Dr. 
Flexner  may  have  had  the  same  thing.  Whether 
it  is  typical  encephalitis  or  not  I do  not  know, 
but  I have  never  seen  encephalitis  with  trismus. 
The  possibility  of  the  child  being  a tetanus  car- 
rier should  not  be  disregarded.  A patient  with 
tetanus  may  have  almost  any  symptom  of  in- 
volvement of  the  central  nervous  system. 

David  Cohen:  I treated  the  child  mentioned 

by  Dr.  Flexner  for  five  months  before  she  died. 
She  had  chorea  that  followed  a rather  definite 
pneumonia.  She  had  typical  lobar  pneumonia 
followed  by  resolution.  She  had  blood  in  her 
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sputum  for  several  weeks  after  recovering  from 
the  pneumonia.  Whether  this  has  any  bearing 
on  the  condition  which  later  developed  I do  not 
know.  She  developed  a very  severe  chorea,  and 
the  last  time  I saw  her  she  still  had  it. 

Morris  Flexner  (in  closing)  : I do  not  believe 

the  child  died  of  tetanus.  In  spite  of  the  fact 
that  there  were  many  convulsions  and  opisthot- 
onus, at  no  time  was  there  any  rigidity  of  the 
abdominal  muscles. 

The  question  of  both  the  tonsillectomy  and 
the  injury  is  of  interest.  I have  seen  one  case 
of  encephalitis  develop  immediately  after  a 
tonsillectomy  but  here  it  was  a question  as  to 
whether  the  tonsils  were  removed  during  the 
incubation  period  of  the  disease.  I have  also 
seen  one  case  develop  within  a few  days  after 
a blow  on  the  head.  Recently  I saw  a compen- 
sation case  in  consultation  in  which  a laborer 
working  on  a railroad  attempted  to  pull  a spike. 
The  spike  “came  up”  much  easier  than  he  an- 
ticipated and  he  fell  backward  jerking  his  head 
severely  but  not  injuring  it.  That  night  he  felt 
dizzy  and  the  next  day  he  ran  a low  fever  and 
later  developed  double  vision  and  other  symp- 
toms of  encephalitis. 

In  this  case  report  I believe  encephalitis  was 
probably  precipitated  by  the  injury  the  child  re- 
ceived. Cases  of  epidemic  meningitis  have  been 
reported  following  blows  on  the  head  in  children. 
Whether  she  would  have  developed  encephalitis 
in  a month  or  six  months  without  the  injury  no 
one  can  say.  However,  the  blow  might  have 
lowered  the  local  resistance  enough  to  ahve  in- 
vited the  invasion  of  the  infection. 

Influence  of  Extracts  of  Embryos  or  Re- 
generated Skin  on  Healing  of  Wounds. — In  the 

treatment  of  rebelling  wounds  Carnot  and  Terris 
used  powder  or  extract  prepared  from  embryos 
or  from  the  skin  over  healed  wounds  which  had 
been  produced  on  the  shaved  back  of  rabbits. 
In  the  case  of  a large  burn,  application  of  the 
embryo  powder  resulted  in  complete  healing  in 
less  than  a month,  after  all  usual  measures  had 
failed.  Dressings  with  glycerol  extract  of  re- 
generated skin,  incorporated  in  agar  gelatin, 
were  applied  to  a trophic  ulcer  in  the  scar  of  an 
old  burn,  various  other  dressings,  used  for  two 
months,  had  been  without  avail.  Another  trophic 
ulcer  (in  a favus  scar)  healed  after  four  or 
five  dressings  with  a similar  extract.  A large 
varicose  ulcer  was  entirely  cured  in  five  weeks 
with  these  dressings,  applied  at  intervals  of  three 
days.  No  internal  remedies  or  immobilization 
were  added  to  the  treatment. 


LOBAR  PNEUMONIA.  A CONSIDERA- 
TION OE  SPECIFIC  TREATMENT.* 

By  Viruil  E.  Simpson,  Louisville. 

The  mortality  oi  pneumonia  is  definitely 
aileeted  by  a number  ol  factors — previous  ai- 
tacKs,  age,  race,  sex,  complications,  associa- 
tion witn  other  diseases  and  variations  in 
dommanee  oi  uuierent  types  of  pneumocei. 
'This  fact  is  well  known  but  often  overlooked 
in  studying  the  statistics  of  this  disease  with 
a view  of  comparing  tne  results  of  one  line  of 
treatment  with  another,  it  makes  a study  of 
specific  therapy  in  acute  Lobar  Pneumonia 
as  difficult  ana  subject  to  erroneous  conclus- 
ions as  has  obtained  with  the  older  therapeu- 
tic measures. 

An  added  difficulty  to  such  a study  arises 
from  the  multiplicity  of  organisms  capable  of 
causing  pneumonia  including  the  most  com- 
mon casual  organism,  the  pneumococcus, 
which  presents  several  types. 

A comparison  of  the  percentage  of  cases 
resultant  from  the  different  organisms  capa- 
ble of  causing  pulmonary  consolidation  and 
the  relation  of  these  organisms  to  mortality 
is  necessary  for  an  intelligent  study  of  spe- 
cilic  therapy. 

The  table  of  Avery,  Chickermg,  Cole  and 


Dochez  (1)  may  be  accepted 

as  fairly  accur- 

ately  showing  the  incidence 

of  pneumonia 

due  to  pneumoeoccic  types. 

Table  1. 

Pneumococcus 

Incidence 

Type 

1 

33% 

2 

34% 

3 

13% 

IV 

20% 

Types  1 and  2 are  responsible  for  two- 
thirds  of  all  cases  of  pneumonia  while  type  3 
is  a relatively  infrequent  cause.  These  facts 
together  with  the  heterogeneous  nature  of 
type  IV  are  of  importance  therapeutically. 

Table  2 

The  relation  of  the  type  to  mortality  is 
shown  in  table  2. 

Pneumococcus  Mortality 

Type 

1 30% 

2 32% 

3 50% 

IV  16% 

Type  3 causes  only  13%  of  pneumonias  due 
to  pneumococci  but  its  mortality  rate  is  the 
highest  of  all  the  types. 

These  tables  can  be  best  understood  in  the 
light  of  the  mortality  of  large  series  of  cases 
from  all  causes.  (2) 


* Read  before  the  Jefferson  County  Medical  Society. 
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Table  3. 

All  causative  Bacteria  Mortality 

Cases 

233,730  18% 

465,400  20% 

The  virulence  of  all  types  of  pneumococci 
varies  remarkaJbly  in  different  epidemics  and 
the  viruleney  for  lower  animals  is  not  an  ab- 
solute index  to  that  for  man.  Of  equal  im- 
portance is  the  resisting  power  of  the  indi- 
vidual as  is  evidenced  by  healthy  carriers. 

Pathogenesis. 

Whether  pneumonia  is  caused  by  the  germs 
reaching  the  Jungs  by  the  aerogenous,  hema- 
togenous or  lymphogenous  route  is  yet  a moot- 
ed question.  That  a bacteremia  exists  in  a 
large  majority  of  cases  has  been  demonstrated 
'by  blood  culture  studies.  Blood  cultures  may 
be  positive  before  clinical  evidences  of  pneu- 
monia are  discoverable.  Primary  pneumococ- 
cal invasion  of  other  organs  than  the  lungs,  as 
the  brain  or  peritoneum,  do  occasionally  oc- 
cur. 

Specific  Therapy. 

With  this  brief  survey  of  factors  having  a 
bearing  on  the  incidence  and  mortality  of 
pneumonia  the  specific  treatment  problem 
may  be  more  intelligently  considered. 

Pneumococcic  Serum. 

Therapeutic  Sera  may  be  divided  into  two 
groups,  antitoxic  and  bacteriolytic,  if  pneu- 
moccic  serum  be  really  a therapeutic  agent  is 
it  antitoxic  or  bacteriolytic?  A study  of  the 
phenomena  associated  with  cases  terminating 
favorably  by  crisis  under  routine  care  has 
shed  some  light  on  the  subject.  The  crisis  is 
not  due  to  anatomic  changes  in  the  affected 
lung,  neither  is  it  the  result  of  an  abrupt 
loss  of  viruleney  of  the  pneumococcus.  As 
the  crisis  is  approached  Uie  intensity  of  the 
blood  stream  invasion  is  reduced  as  shown  by 
the  reduction  in  positive  blood  cultures  and 
even  the  number  of  viable  germs  obtained  by 
lung  puncture  is  reduced  to  or  near  zero,  with 
or  following  the  crisis,  these  findings  have 
been  confirmed  experimentally  in  animals 

(4)  (5). 

The  explanations  in  the  literature  of  these 
facts  are,  however,  contradictory. 

Clough  (6)  thinks  that  the  only  anti  bodies 
found  in  the  blood  following  the  crisis  are 
those  that  promite  phagocytosis.  He  succeed- 
ed in  showing  that  serum  from  the  patient  or 
animal  obtained  after  the  crisis  produced  ac- 
tive phagocytosis  of  the  coccus ; he  also  dem- 
onstrated that  this  phagocytosis  was  a specific 
one  protecting  experimental  animals  against 
inoculation  of  the  homologous  strain  only. 
.Since  these  anti  bodies  resist  heating  to  56  de- 
grees C.  and  persist  in  the  serum  in  virto  he 
concluded  they  were  bacterio  tropins. 

Other  observers  have  suggested  that  hyper- 
sensitiveness to  the  pneumococcic  protein  ex- 


plains the  phenomena.  This  explanation  rests 
on  fairly  tenable  ground  since  many  of  the 
manifestations  of  the  disease  resemble  aller- 
gic states.  The  abrupt  onset  of  the  disease, 
its  intra-aiveolar  localization  and  the  exuda- 
tive character  of  the  local  process  strongly  re- 
semble experimental  infection  in  sensitized 
animals. 

None  of  the  explanations  thus  far  offered 
appear  wholly  satisfying  and  it  is  suggested 
tiiat  a,  wholly  new  type  of  reaction  phenom- 
enon may  yet  be  found  to  be  responsible  for 
the  rather  unique  clinical  termination  of  fav- 
orable cases  of  pneumonia. 

Bacteriacidal  antibodies  have  been  attri- 
buted by  some  students  of  the  problem  as  the 
responsible  agency  for  recovery  but  while 
their  substances  are  found  to  be  more  abun- 
dant in  the  serum  of  convalescent  pneumonia 
they  do  not  afford  any  increased  protection. 

ISince  pneumonia  may  be  caused  by  anyone 
of  a number  of  organisms  and  since  specifity 
is  a fundamental  characteristic  of  antibody 
formation  it  follows  that  the  identification  of 
the  kind  of  germ  implicated  in  a given  case 
must  be  a sine  quo  non  for  specific  therapy. 
This  means  typing.  After  typing  has  been 
done  a serum  must  be  selected  manufactured 
from  the  corresponding  type.  Not  all  types 
are  equally  amenable  to  serum  therapy. 

Pasteur  observed  that  animals  could  be  im- 
munized against  pathogenic  germs;  Prankel 
(7)  shoved  that  an  antiserum  established  a 
passive  protection  against  pneumonia  but 
that  it  was  not  antitoxic;  the  Klemperers  (8) 
back  in  1891  were  the  first  to  use  a serum  in 
the  treatment  of  pneumonia  to  which  the 
German  group,  liomer,  Pane,  Neufeld  and 
Handel  made  clarifying  contributions ; final- 
ly Newfeld  and  Handel  during  the  period 
from  1902  to  1912  devised  methods  for  stand- 
ardization of  a serum  and  established,  the 
claim  for  specific  antigenic  properties  of  the 
several  types  of  the  pneumococci.  Subse- 
quent study  has  led  to  the  production  of  a 
serum  having  a fair  potency  against  type  1, 
some  against  type  2 and  that,  so  far,  no  ser- 
um has  been  produced  that  is  even  reasonably 
effective  against  types  3 and  IV. 

The  mortality  rate  from  infections  by  type 
1 has  been  reduced  from  about  30%  to  8%  by 
the  use  of  serum.  Type  3 presents  an  inci- 
dence of  only  13%  but  a mortality  of  50%, 
a rate  uninfluenced  by  serum  therapy.  The 
lowest  mortality  is  caused  by  type  IV,  being 
only  about  16%  though  causing  one-fifth  of 
all  cases.  Serum  for  this  type  affords  no  pro- 
tection against  development  nor  has  it  affect- 
ed the  mortality  rate  the  slightest. 

Since  about  one-third  of  all  pneumonias  are 
due  to  type  1 some  clinicians  advise  the  giv- 
ing of  type  1 serum  to  every  case.  Where 
typfcg  can  be  done  patients  should  not  be 
subjected  to  such  rule  of  thumb  procedure 
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since  it  entails  useless  expense,  may  establish 
a sensitization  making  the  administration  of 
other  needed  sera  at  a later  date  more  haz- 
ardous t osay  nothing  of  bringing  specific 
treatment  into  disrepute. 

DOSAGE : — Most  biologic  houses  have 
adopted  the  Rockefeller  Institute  standard  of 
potency  for  type  1 serum.  By  this  standard 
a mouse  weighing  20  gm.  which  would  be  kill- 
ed by  0.000001CC.  of  the  pneumococcus  cul- 
ture is  protected  against  0.  CC.  of  the  culture 
by  0.2  CC.  of  the  serum.  An  initial  dose  for 
the  human  is  from  50  to  100  CC.  and  should 
be  repeated  every  eight  hours  until  the  crisis 
is  past.  The  average  case  will  require  from 
250  to  300  CC. 

Administration  : — The  serum  should  be 
given  intravenously.  It  should  be  heated  to 
100  degrees  F.  before  it  is  injected.  This  may 
be  easily  accomplished  by  immersing  the  con- 
tainer in  water  at  a temperature  of  150  de- 
grees F.  The  rubber  covers  should  then  be 
sterilized  with  alcohol  before  the  needle  is  in- 
ti ouuced  through  them  into  the  container. 
Most  manufacturers  supply  the  serum  in 
glass  containers  with  needle  which  when  as- 
sembled constitutes  a syringe  ready  for  use. 

The  median  basilic  or  cephalic  vein  is  the 
vessel  of  election.  The  skin  should  be  cleansed 
with  soap  and  water,  rinsed,  painted  with 
iodine  and  washed  with  alcohol  before  intro- 
duction of  the  needle.  Another  satisfactory 
method  of  skin  preparation  is  painting  with 
liquid  phenol  and  washing  at  once  with  alco- 
hol. The  phenol  not  only  sterilizes  but  anes- 
thetizes the  skin  making  the  introduction  of 
the  needle  less  painful. 

Construction  of  the  vein  in  the  proximal 
side  makes  it  stand  out  prominently,  there- 
fore easier  of  puncture.  A tournaquet,  rub- 
ber tubing  or  bandage  may  be  used  for  this 
purpose.  A more  preferable  method  than 
either  of  these  is  the  ordinary  blood  pressure 
cuff;  determine  the  systolic  and  diastolic 
readirg  and  then  raise  the  pressure  to  a point 
midway  between  these  two.  This  technique 
compresses  the  vein  but  allows  free  flow  of 
arterial  blood  into  the  extremity  and  hence 
better  distension  of  the  vein  to  be  punctured. 
After  the  needle  is  introduced  into  the  vein 
the  pressure  by  the  cuff  should  be  released  and 
the  serum  allowed  to  flow  in  by  gravity  or 
pressure  from  the  bulb  or  piston.  The  flow 
should  not  exceed  a rate  of  1 c.c.  per  minute 
for  the  first  10  c.  c.  after  which  it  may  be  in- 
troduced more  rapidly  if  no  symptoms  ap- 
pear. 

Testing  For  Sensitization : — 0.5  C.C.  of  the 
serum  should  be  injected  subcutaneously  two 
hours  before  the  first  intravenous  dose  is  giv- 
en. If  no  evidence  of  anaphylaxis  appear  by 
the  end  of  that  time  the  intravenous  injection 
may  be  given.  This  test  is  not  necessary  for 


the  succeeding  doses. 

Results:  1.  Defervescence  of  the  tempera- 
ture usually  follows  the  first  days  treatment. 
In  some  of  the  cases  the  temperature  contin- 
ues at  or  near  the  level  established  before  the 
injections  and  falls  by  crisis  much  after  the 
fashion  of  cases  not  treated  with  serum.  The 
course  of  the  disease  is  generally  shortened, 
and  the  severity  of  the  symptoms  lessened. 
In  the  majority  of  the  cases  seen  by  the  writer 
a chill  occurred  in  an  hour  or  two  after  injec- 
tion followed  by  a profuse  sweat  and  a rapid 
subsidence  of  symptoms,  to  reappear  to  a less 
degree  before  the  second  dose  was  given.  De- 
layed resolution,  abscess  and  empyema  occur 
as  frequently  in  treated  as  in  untreated  cases. 
Complications  incident  to  blood  stream  infec- 
tions are  less  likely  to  occur.  The  course  of 
the  disease  is  shortened  and  mortality  is  low- 
ered. 

Pneumococcus  Vaccine:  Vaccines  have  been 
extensively  used  in  the  treatment  of  a num- 
ber of  acute  diseases  including  typhoid  fever, 
streptococcic  infections  and  pneumonia.  The 
writer  has  elsewhere  repeatedly  stated  that, 
in  his  judgment,  the  use  of  vaccines  in  acute 
processes  is  not  warren  ted  by  the  facts  at 
hand.  There  is  already  a struggling  exist- 
ence between  the  reparative  forces  of  the  body 
on  the  one  hand  and  the  invading  organism 
on  the  other.  Fever  is  the  clinical  evidence 
of  the  reaction  of  the  cells  to  the  insult.  The 
very  definite  localization  of  the  pathology  in 
pneumonia  is  an  evidence  of  the  successful 
establishment  of  immunizing  agencies.  The 
rapidity  with  which  a patient  passes  from  a 
state  of  grave  danger  to  a convalescent  state 
argues  the  development  of  antibodies  though 
yet  of  an  unidentified  character.  This  fact 
coupled  with  the  fairly  successful  development 
of  these  bodies  in  a healthy  individual  by  vac- 
cines made  from  strains  I and  II  as  a pro- 
phylactic measure  has  given  apparent  war- 
rant for  their  therapeutic  use.  Chickering’s 
(9)  statement  that  the  efficacy  of  the  pro- 
cedure intended  to  establish  active  immuniza- 
tion in  an  acute,  short-lived  disease,  so  char- 
acteristic of  pneumonia,  finds  little  experi- 
mental support,  draws  my  unqualified  ap- 
proval. From  a clinical  standpoint  the  pneu- 
monic patient  would  appear  already  over- 
loaded with  antigenic  substances  and  the  ad- 
dition of  more,  even  though  dead,  antigens 
(bacteria)  has  never  impressed  me  as  sound: 
Certainly  if  one  must  use  a vaccine  two  things 
should  be  kept  in  mind.  First,  the  vaccine 
should  contain  pneumococci  of  the  same  type 
as  exists  in  the  patient  for  specificity  obtains 
as  surely  in  vaccine  as  in  serum  therapy,  and 
second,  the  vaccine  should  be  made  from  part- 
ly autolyzed  bacteria  (10).  By  the  former  at 
least  a gesture  is  made  in  the  direction  of  ac- 
credited facts  and  by  the  other  less  insult  is 
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offered  to  an  already  sufficiently  afflicted 
victim. 

Leucocyte  Extract:  The  important  role  of 

phagocytosis  in  combatting  many  diseases  pro- 
ducing organisms  led  Hiss  and  Zinsser  to 
conduct  experimental  studies  on  various 
transmissible  diseases  and  in  1913  the  former 
(12)  published  a report  of  a series  of  pneu- 
monias treated  with  the  extract  having  a 
mortality  of  5%.  Greater  comfort  to  the  pa- 
tient. beneficial  effect  on  the  circulation,  an 
increased  leucoevtosis,  an  earlier  crisis  and 
a speedier  convalescence  were  claimed.  Floyd 
and  Lucas  (13)  were  equally  sanguine  and 
the  succeeding  literature  contained  many  fav- 
orable reports  but  it  can  not  be  said  that  the 
agent  had  enjoyed  anything  approaching  a 
wide  application.  My  experience  has  justi- 
fied at  least  an  open  mind.  It  can  certainly 
be  stated  that  further  careful  study  is  needed 
before  it  can  be  classed  as  a real  specific.  It 
is  preferable  to  two  vaccines  in  cases  where 
it  is  impossible  to  type  the  organism  and  in 
those  due  to  type  3 and  4 where  serum  is 
useless.  The  usual  dose  is  10  cc.  given  sub- 
eutaneuosly  twice  daily. 

Chemical  Agents — Morgenroth  (14)  hav- 
ing determined  that  a number  of  derivatives 
of  cinchoma  had  a definite  influence  on  try- 
panosomes experimented  with  these  agents 
on  the  pneumococci  because  of  certain  charac- 
teristics possessed  in  common  with  the  try- 
panosome group.  Ethylhydrocuprein  or  opto- 
chin  was  found  to  possess  some  actual  bacter- 
icidal effect  in  vitro  and  this  action  is  about 
equal  against  all  types.  Moore  (15)  found 
the  blood  serum  of  man  became  bactericidal 
for  pneumococci  when  the  drug  was  used 
either  orally  or  subcutaneously  in  single  dos- 
age of  0.5  gram,  about  0.4  grain  (0.026  gram) 
per  kilo  body  weight  is  required  to  render  the 
blood  bactericidal.  It  may  be  given  in  2 1-3 
gr.  (0.15  gram)  doses  every  three  hours.  The 
drug  is  highly  toxic  affecting  particularly  the 
special  senses  and  its  toxic  dose  is  too  near  its 
therapeutic  dose  for  it  to  be  considered  a very 
safe  agent. 

Numoquin  is  the  new  name  for  Optochin. 
It  is  marketed  in  two  forms,  Numoquin  Base 
and  Numoquin  Hydrochloride.  The  former 
is  a bitter,  white  powder,  sparingly  soluble 
in  water  but  fairly  soluble  in  fats,  is  a stable 
product  and  keeps  with  no  deterioration ; the 
latter  is  freely  soluble  in  water  and  is  used 
only  for  topical  applications  as  in  the  treat- 
ment of  Ulcus  Serpens  Cornea. 

Numoquin  Base  is  given  in  4 grain  (0.25 
gram)  doses  every  5 hours  during  the  entire 
24  hours  for  2 to  3 days.  150  cc.  of  milk  is 
given  with  each  dose  to  lessen  the  rapidity  of 
conversion  into  the  hydroehoride  and  no 
other  food,  even  water,  is  allowed  during  the 


2 or  3 day  period  of  dosage.  Its  manufac- 
turers claim  it  is  so  specific  in  its  action  that 
it  may  serve  as  a diagnostic  test  for  pneu- 
mococcus pneumonia  and  rather  naively  states 
that  “failure  to  Obtain  results  at  the  end  of 

3 days  is  due  either  to  the  disease  not  being 
of  pneumococcic  origin,  or  to  the  treatment 
having  been  begun  too  late!” 

Another  biochemical  gem  is  found  in  their 
literature  containing  the  statement  that  “If 
the  pneumococci  are  exposed  to  concentra- 
tions of  the  drug  not  sufficient  to  promptly 
kill  them  they  may  become  resistant  or  ‘fast’ 
to  the  drug!”  and  finally  in  a burst  of  pa- 
ternalistic benignancy  one  reads  “in  small 
children  unable  to  call  attention  to  failing 
vision  and  other  symptoms  characteristic  of 
over  dosage  the  physician  or  nurse  should  be 
watchful ! !” 

The  way  of  the  doctor  who  gets  his  thera- 
peutic knowledge  from  the  “literature”  of 
the  manufacturing  pharmacists  is  thus  made 
easv. 
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THE  FORUM. 

To  the  Editor : 

Permit  me  to  extend  to  you  and  to  the 
Council  and  through  you  to  the  “Editors” 
of  the  “Womans  Auxiliary  Number,  Ken- 
tucky Medical  Journal”  my  congratulations 
and  felicitations. 

This  number,  the  December  issue,  was  a 
most  remarkable  and  commendable  effort  up- 
on the  part  of  the  “Doctors’  Ladies”  and 
marks  an  epoch  in  medicine  and  medical 
journalism.  I trust  that  your  office  sent  a 
copy  to  every  Doctor  in  the  State  as  it  should 
be  read  not  only  by  the  Doctor  but  by  his  bet- 
ter half. 

The  articles  are  every  one  of  the  highest 
character,  inspirational  in  the  ideas  ad- 
vanced as  well  as  practical. 

The  “Auxiliary”  movement  having  had  its 
beginning  at  Crab  Orchard  under  my  regime 
as  President  of  the  State  Medical  Associa- 
tion, my  excessive  pride  in  its  development 
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and  in  this  evidence  of  earnestness  of  purpose 
of  our  Kentucky  Doctors’  wives  is  I am  sure 
pardonable : at  the  same  time  I feel  that  I 
am  expressing  the  feeling  of  every  member 
of  our  Association. 

May  the  good  work  grow  and  may  we  each 
be  stimulated  to  better  efforts  by  the  incen- 
tive of  our  good  women. 

Yours  very  truly, 

LOUIS  FRANK 

Kentucky  State  Medical  Association. 


BOOK  REVIEWS 

SURGERY  OF  NEOPLASTIC  DISEASES. 
By  Electrothermic  Methods.  By  George  A. 
Wyeth,  M.  D.,  New  York.  Foreword  by 
Howard  A.  Kelly,  M.  D.,  Baltimore.  8Vo, 
cloth  316  pages,  137  illustrations,  $7.50 
net.  Paul  B.  Hoeber,  Inc.  Publishers  of  The 
American  Journal  of  Roentgenology  and  Radium 
Therapy,  Annals  of  Medical  History,  Annals  of 
Roentgenology,  The  American  Journal  of  Sur- 
gery, etc.  67-69  East  59th  Street,  New  York 
City. 

Dr.  Kelly  in  his  Foreword  says,  “Dr.  Wyeth 
has  developed  an  instrument  by  which  we  can 
rapidly  secure  electro  dissication  and  electro  co- 
agulation of  the  tissues  with  a cold  needle  and 
without  carbonization.  If  knowledge  of  these 
methods  described  by  Dr.  Wyeth  could  become 
universal  and  this  subject  more  thoroughly 
studied  a forward  step  would  De  made  in  treat- 
ing unoperable  cases.  The  book  is  well  written 
and  amply  illustrated  and  well  worth  the  price 
quoted. 


LECTURES  ON  HEREDITY.  A series  of  lec- 
tures given  at  the  Mayo  Foundaiton  and  the 
Universities  of  Wisconsin,  Minnesota,  Nebraska, 
Iowa,  and  Washington  (St.  Louis)  1923-24. 
12mo  250  pages,  illustrated.  Philadelphia  and 
London:  W.  B.  Saunders,  1925.  Cloth,  $2.50 
net. 

These  lectures  on  Heredity  were  given  during 
the  year  1923-1924  under  the  auspices  of  the 
Mayo  Foundation  and  the  local  chapter  of  the 
Sigma  Chi  at  Rochester,  Minnesota  and  other  ed- 
ucational centers.  In  this  volume  are  included 
comprehensible  language  a fair  conspectus  of 
our  present  knowledge  concerning  heredity. 


THE  HUMAN  BODY.  By  Marie  Carmichael 
Stopes,  Doctor  of  Science,  London;  Doctor  of 
Philosophy,  Munich,  Fellow  of  University  College 
London;  Fellow  of  the  Royal  Society  of  Lit- 
erature and  the  Linnean  and  Geological  Socie- 
ties, London;  President  of  the  Society  C.  B.  C. 
and  Racial  Progress,  with  53  illustrations  and 
colored  plates.  G.  P.  Putnam’s  Sons,  New  York 
and  London,  The  Knickerbocker  Press,  Price 
$2.50. 


ELECTROTHERMIC  METHODS  (Desiccation 
and  Coagulation)  In  The  Treatment  of  Neoplas- 
tic Diseases.  Designed  as  a Practical  Handbook 
of  Surgical  Electrotherapy  for  the  Use  of  Prac- 
titioners and  Students.  By  J.  Douglas  Morgan, 
B.  A.,  M.  D.  Formerly  Radiologist,  Ross  Pavil- 
ion, Royal  Victoria  Hospital,  Montreal;  Instruc- 
tor in  Radiology,  University  of  Pennsylvania 
Graduate  School  of  Medicine,  Philadelphia,  Pa.; 
Assistant  Radiologist,  Philadelphia  General  Hos- 
pital Member  of  the  Roentgen  Society,  London, 
England;  Member  of  the  British  Institute  of  Ra- 
diology; Fellow  of  the  Royal  Society  of  Medi- 
cine, London,  England;  Member  of  the  Ameri- 
can Roentgen  Ray  Society,  Member  of  the  Am- 
erican Radium  Society;  Fellow  of  the  Ameri- 
can Academy  of  Physiotherapy,  Etc.  Illustrat- 
ed with  36  line  and  half-tone  engravings.  Phil- 
adelphia: F.  A.  Davis  Company,  Publishers. 
Price  $2.50. 

The  object  of  this  book  is  to  supply  to  the 
medical  profession,  in  general,  a statement  of 
the  value  of  the  electrothermic  methods  a short 
account  of  the  means  by  which  desiccation  and 
coagulation  are  produced  and  the  manner  of 
their  application.  While  the  medical  profession 
have  been  slow  in  recognizing  the  value  of  elec- 
trothermic methods  we  feel  it  is  due  to  the 
meager  teaching  in  medical  schools  and  also  to 
the  dearth  of  authentic  literature  which  this 
volume  will  in  a measure  correct. 

PARENTHOOD  AND  THE  NEWER  PSY- 
CHOLOGY. Being  the  Application  of  Old  Prin- 
ciples in  a New  Guise  to  the  Problems  of  Par- 
ents with  Their  Children.  By  Frank  Howard 
Richardson,  A.  B.,  M.  D.  Author  of  “Simplify- 
ing Motherhood,”  Malnutrition  of  the  Child,’  etc. 
G.  P.  Putnams  Sons,  New  York,  London.  The 
Knickerbocker  Press. 

Dr.  Richardson  is  a practising  physician,  and 
he  writes  in  much  the  same  way  that  he  would 
talk  with  his  patients  in  the  consulting  room.  In 
non-technical  language,  he  presents  his  facts  and 
his  advice  with  conciseness  and  lucidity.  He 
maintains  that  the  first  necessary  step  in  help- 
ing modern  parents  to  deal  with  modern  child- 
ren is  the  re-education  of  the  parents  them- 
selves; and  he  approaches  his  task  from  this 
fundamental  viewpoint.  Without  over  empha- 
sizing the  importance  of  sex,  he  has  not  neglect- 
ed this  difficult  factor  in  the  life  of  the  child. 
Above  all,  he  leaves  his  readers  with  the  con- 
viction that  it  is  advisable  and  really  easy  to 
apply  the  teachings  of  modern  psychology  to 
juvenile  problems. 
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WOMAN  S AUXILIARY  NOTES 


Russell  County  Organizes. 

A report  just  received  from  Russell  County 
announces  the  organization  of  the  Woman’s  Aux- 
iliary, Russell  County  Medical  Society  at  a meet- 
ing held  February  18,  1927. 

The  following  officers  were  elected  for  the 
ensuing  year: 

President.  ...  Mrs.  Ada  Tartar,  Russell  Springs 
1st  Vice-President-Mrs.  M.  M.  Lawrence,  Rowena 
2nd  Vice-President. Mrs.  J.  S.  Rowe,  Jamestown 
Secretary ....  Mrs.  W.  G.  Flanigan,  Jamestown 


Your  County’s  Medical  History. 

Here  is  a definite  objective  for  our  County 
Auxiliaries  which  will  appeal  to  every  loyal  wo- 
man of  the  profession. 

At  the  annual  meeting  of  the  Kentucky  State 
Woman’s  Auxiliary  held  in  Frankfort,  Septem- 
ber 21-22,  1926,  Dr.  Irvin  Abell,  President  of 
the  Kentucky  State  Medical  Association,  inspired 
all  those  present  with  a desire  to  further  com- 
memorate the  memory  of  Kentucky’s  outstand- 
ing pioneers  in  medicine.  An  excellent  sugges- 
tion, is  it  not?  And  one  in  which  the  Woman’s 
Auxiliary  will  find  great  pleasure  and  interest. 

In  order  to  do  this  effectively,  we  need  more 
complete  knowledge  of  who  these  pioneers  were, 
where  they  served  and  what  they  did.  At  pres- 
ent, our  historical  data  concerns  but  few  of  the 
noble  army  of  medical  men  who  gave  their  lives 
in  service  to  the  sick  and  needy  of  Kentucky. 

It  is  suggested  that  the  Woman’s  Auxiliary  of 
each  county  constitute  itself  a committee  to  ob- 
tain all  the  information  and  medical  historical 
data  for  its  county,  securing  original  copies, 
bona  fide  statements,  old  letters,  old  county  so- 
ciety reports  and  papers,  old  newspapers,  books, 
magazines,  pamphlets,  prints,  drawings,  etchings, 
wood  cuts  daguerreotypes,  tintypes,  water  col- 
ors, photographs,  pictures  of  any  description  and 
material  of  whatever  value.  This  material 
should  be  sent  to  the  Secretary  of  the  Kentucky 
State  Medical  Association — Dr.  A.  T.  McCor- 
mack, 532  West  Main  Street,  Louisville,  Ken- 
tucky. It  would  be  advisable  too,  perhaps,  for 
each  county  auxiliary  to  appoint  an  historian 
to  compile  the  history  for  that  county  when  the 
historical  data  has  been  accumulated.  However, 
the  State  Medical  Association  will  want  all  the 
original  material  available. 

Will  you  not  communicate  with  the  President 
of  your  county  unit  and  ask  her  to  make  sure 
that  your  county  gets  an  early  start  in  this  pro- 
ject? These  wint’ry  days  and  evenings  are 
splendid  times  for  browsing  in  all  the  old  books 
and  papers  and  for  conversations  with  the  neigh- 
bors about  the  days  of  the  “Good  Old  Doctor.” 
If  your  county  is  not  organized,  will  you  not  get 
in  touch  with  the  other  women  in  your  county 
who  are  eligible  to  membership  and  proceed  to 


organize?  The  December  issue  of  the  Journal, 
the  Woman’s  Auxiliary  Number,  provides  you 
with  all  the  information  necessary.  The  Presi- 
dent, Mrs.  V.  A.  Stilley,  the  Secretary,  Mrs.  A. . 
T.  McCormack,  your  Councilor,  and  all  the  other 
officers  of  the  Kentucky  State  Woman’s  Auxil- 
iary stand  ready  to  help  you  in  any  way  possi- 
ble. 


OUR  NATIONAL  MESSENGER 

The  “Bulletin  of  the  Woman’s  Auxiliary, 
American  Medical  Association”  (a  quarterly) 
made  its  first  appearance  with  the  January  1927 
issue.  This  neat,  compact  little  booklet  is  filled 
with  information  and  will  be  welcomed  by  every 
member  of  the  Auxiliary.  The  method  of  finan- 
cing and  of  circulating  the  Bulletin  has  not  yet 
been  adopted.  This  matter  of  business  will  be  dis- 
cussed at  the  next  annual  meeting,  May  16  to  20. 
1927  in  Washington,  D.  C.  Mrs.  Allen  H.  Bunce, 
360  Ponce  de  Leon  Ave.,  N.  E.,  Atlanta,  Ga.,  is 
the  Editor  and  shows  in  this  publication  the  same 
breath  of  vision,  enterprise  and  effectiveness  as 
were  demonstrated  in  her  earlier  work  as  Cor- 
responding Secretary  of  our  National  Organiza- 
tion. 


COUNCILOR  DISTRICTS 

First  District 

Mrs.  W.  H.  Mason,  Murray,  Councilor. 

Ballard  

Caldwell  

Calloway  

Carlisle 

Crittenden  

Fulton  

Graves  

Hickman 

Livingston  

Lyon  

Marshall  

McCracken  

Trigg  

Second  District 

Mrs.  H.  B.  Stewart,  Morganfield,  Councilor. 

Daviess  

Hancock  

Henderson 

Hopkins : 

McLean  

Muhlenberg 

Ohio 

Union 

Webster 

Third  District 

Mrs.  H.  M.  Meredith,  Scottsville,  Councilor. 

Allen  

Barren 

Butler  

Christian  

Cumberland 

Logan  

Metcalf  
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Monroe  

Simpson 

Todd  

Warren-Edmonson  

Fourth  District 

Mrs.  D.  W.  Gaddie,  Hodgenville,  Councilor. 

Breckindridge  

Bullitt  

Grayson  

Hardin 

Hart 

Larue  

Meade  

Nelson  

Spencer  

Fifth  District 

Mrs.  Frank  T.  Fort,  Louisville,  Councilor. 

Carroll 

Franklin 

Gallatin  ' 

Henry  

Jefferson  

Oldham  

Owen  

Shelby  

Trimble  

Sixth  District 

Mrs.  J.  Tom  Price,  Harrodsburg,  Councilor. 

Adair 

Anderson  

Boyle  

Green  

Marion  . 

Mercer 

Taylor  

Washington 

Seventh  District 

Mrs.  V.  G.  Kirnard,  Lancaster,  Councilor 

Casey 

Clinton 

Garrard  

Jessamine  

Lincoln  

McCreary  

Pulaski  

Rockcastle  

Russell 

. Wayne 

Eighth  District 

Urs.  James  Ryan,  Fort  Mitchell,  Councilor. 

Boone  

Bourbon  

Bracken  

Campbell-Kenton  

Fleming  

Grant  

Harrison  

Mason  

Nicholas  

Pendleton  

Robertson  

Scott  


Ninth  District 

Mrs.  H.  T.  Morris,  Greenup,  Councilor. 

Boyd  

Carter  

Elliott  

Floyd  

Greenup 

Johnson  

Lawrence  

Lewis 

Magoffin  

Martin  

Pike  

Tenth  District 

Mrs.  Robert  Cowley,  Berea  Councilor 

Bath 

Breathitt  

Clark  

E still  

Fayette  

Lee 

Madison  

Menifee  ,••  • * 

Montgomery  

. Morgan  

, Powell  

, Rowan  ’ 

Wolfe 

, Woodford  

Eleventh  District 

Mrs.  W.  D.  Cawood,  Harlan,  Councilor. 

Bell  

Clay 

Harlan 

Jackson  

Knott 

Knox  

Laurel  

Letcher  

Leslie 

. Owsley  

Perry 

Whitley  

Permeability  of  Lung  Alveoli  to  Dyes. — Hi- 

rakawa  states  that  the  normal  alveoli  of  the 
lungs  of  the  rabbit  allow  many  dyes  in  aqueous 
solution  to  pass  through.  The  basic  dyes  pass 
easily  without  regard  to  their  grade  of  diffusion; 
dyes  whose  grades  of  diffusion  are  high  also  pass 
easily,  but  those  with  low  grades  of  diffusion 
pass  with  difficulty.  The  lipoid-soluble  ones 
seem  to  pass  easier  than  the  lipoid-insoluble 
ones.  Alcoholic  solutions  of  dyes  act  similarly 
to  aqueous  solutions.  Dyes  injected  into  the  al- 
veoli never  penetrate  into  the  pleural  cavity  or 
Into  the  circulation. 
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COUNTY  SOCIETY  REPORTS 


Warren:  At  the  December  meeting  of  the 

Warren  County  Medical  Society  the  officers 
elected  were  as  follows: 

A.  D.  Donnelly,  President;  Roy  Newpian,  Vice- 
President;  Hal  Neel,  Secretary-Treasurer. 

HAL  NEEL,  Secretary. 


Hardin:  At  a regular  meeting  of  the  Hardin 

County  Medical  Society  held  February  10,  1927, 
the  following  members  were  present:  H.  R. 
Nusz,  President;  J.  C.  Mobley,  W.  F.  Alvey,  J. 
M.  English,  C.  W.  Rogers  and  D.  E.  McClure. 

After  the  regular  routine  of  business,  includ- 
ing the  report  of  cases  with  discussions,  an 
amendment  to  the  By-Laws  was  offered  to  be 
voted  on  at  the  next  meeting. 

“An  amendment  to  provide  that  no  doctor  re* 
siding  in  this  county  who  has  not  attended  at 
least  two  regular  meetings  of  the  Hardin  Coun- 
ty Medical  Society  during  any  one  year  shall 
be  eligible  for  membership.” 

During  the  discussion,  it  developed  that  there 
is  an  opinion  among  the  doctors  that  there  are 
some  men  whe  join  the  Society  and  keep  up  a 
merely  nominal  membership  with  the  sole  idea 
of  securing  its  defense  benefits  and  it  is  thought 
that  this  amendment  should  remedy  this  condi- 
tion. 

The  meeting  adjourned  at  3:00  p.  m.  till  the 
regular  meeting  in  March. 

D.  E.  McCLURE,  Secretary. 

> 

Franklin:  At  the  regular  monthly  meeting  of 

the  Franklin  County  Medical  Society  held  at  the 
Capitol  Hotel,  Thursday  January  6th,  at  12  m. 
there  were  present  Drs.  Coblin,  Darnell,  Ginn, 
Travis,  Budd,  Youmans,  Coleman,  Garrett,  Jack- 
son  Stewart.  Heilman,  Minish. 

Meeting  was  called  to  order  by  the  president, 
John  P.  Stewart  After  transacting  all  busi- 
ness before  the  society  and  discussing  Clinical 
Cases,  the  society  went  into  election  of  offic- 
ers for  the  ensuing  year,  which  resulted  in  the 
following  being  elected: 

T.  M.  Travis,  President;  C.  E.  Youmans,  Vice- 
President;  Flora  W.  Mastin,  Secretary-Treasur- 
er; R.  M.  Coblin,  Censor;  John  Patterson,  Cen- 
sor; G.  A.  Budd,  Delegate;  C.  T.  Coleman,  Alter- 
nate. 

After  the  business  meeting  the  members  of  the 
society  were  entertained  at  dinner  by  the  re- 
tiring president,  J.  P.  Stewart. 

F.  W.  MASTIN,  Secretary. 


Grant:  The  Grant  County  Medical  Society 

meets  regularly  every  third  Wednesday  at  7:30 
p.  m.  of  each  month.  We  have  twelve  active 
members  in  the  county.  All  have  paid  their  dues 
last  year  and  all  have  paid  for  this  year  except 
three,  who  will  soon.  We  haven’t  any  regular 
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meeting  place,  as  we  meet  at  different  towns  on 
the  vote  of  the  members  present. 

At  our  last  meeting  held  on  December  15, 
1926,  at  Dry  Ridge,  the  following  officers  were 
elected: 

Chas.  D.  O’Hara,  Williamston,  President;  Jno. 
G.  Renoher,  Dry  Ridge,  Vice-President;  H.  F. 
Mann,  Crittenden,  Secretary  and  Treasurer; 
Program  Committee:  I.  L.  Price,  and  C.  M.  Ech- 
ler. 

Case  report  by  Dr.  C.  A.  Eshler,  of  a refrac- 
ture of  middle  third  of  femur,  of  two  months’ 
duration,  where  there  seems  to  be  no  union 
whatsoever.  N.  H.  Ellis  gave  a very  interest- 
ing talk  along  the  line  of  public  health. 

H.  F.  MANN,  Secretary. 


Fulton:  The  Fulton  County  Medical  Society 

met  at  Fulton,  February  11th  at  D.  L.  Jones’ 
office.  The  following  officers  were  elected  for 
1927: 

J.  C.  Morrison,  Hickman,  President;  Henry 
Alexander,  Fulton,  Vice-President;  H.  E.  Prath- 
er, Hickman,  Secretary  and  Treasurer;  D.  L. 
j.ones,  ruiton,  and  Cnarhe  Curiin,  Hickman, 
Delegates. 

Number  of  cases  reported  and  adjourned  to 
meet  at  Hickman,  March  15th,  1927. 

S.  COHN,  Secretary. 


Scott:  January  6,  1927,  Scott  County  Medi- 

cal Society  met  for  a regular  monthly  meeting, 
Thursday  2 p.  m.,  the  following  officers  and 
members  present:  L.  F.  Heath,  President;  H.  H. 
Roberts,  Vice-President;  A.  Stewart,  Secretary- 
Treasurer;  E.  C.  Barlow,  D.  B.  Knox,  William 
Mason,  P.  H.  Crutchfield,  H.  V.  Johnson  and  S. 
S.  Ammerson.  Visitors:  Dr.  Jethra  Hancock,  A. 
A.  Surgeon  U.  S.  P.  H.  S.,  Louisville,  Kentucky, 
Dr.  J.  S.  Lock,  Director  of  the  Bureau  of  Tu- 
berculosis of  the  State  and  Mr.  Riley,  U.  S.  P. 
H.  S. 

Minutes  of  previous  meeting  read  and  ap- 
proved, after  which  we  had  an  excellent  lecture 
on  venereal  diseases  by  Dr.  Hancock,  which  was 
discussed  by  several  members  present.  Then 
the  society  enjoyed  a good  paper  by  Dr.  W.  S. 
Allphin,  “Heart  Diseases,  Etiology  Prevention 
and  Treatment,”  which  was  freely  discussed, 
then  a forcible  talk  by  Dr.  .Lock  on  Tuberculos- 
is. After  which  the  meeting  adjourned  to  meet 
at  the  City  Hall,  the  first  Thursday  in  February 
at  2 o’clock  to  hear  a paper  by  Dr.  S.  S.  Ammer- 
son. Subject,  “Electrical  Currents  and  Treat- 
ment of  Diseases.” 

A.  STEWART,  Secretary. 


Simpson:  The  Simpson  County  Medical  Soci- 

ety at  its  final  meeting  for  1926  on  December 
14th,  elected  officers  for  1927  as  follows: 

E.  K.  Lamib,  President;  J.  T.  Carman,  Vice- 


president; N.  C.  Witt,  Secretary-Treasurer;  J. 
W.  Hayes,  Censor  for  3 years;  J.  T.  Carman, 
Censor  for  2 years;  W.  L.  Vickers,  Censor  for  1 
year;  S.  B.  Hinton,  Delegate;  J.  R.  Claypool,  Al- 
ternate. 

A very  interesting  meeting  was  held.  Eight 
doctors  were  present.  No  regular  program,  the 
entire  time  being  devoted  to  case  reports  and 
discussion  of  same. 

It  is  the  intention  of  the  Society  to  meet  at 
1:30  p.  m.  the  second  Tuesday  of  each  month 
throughout  the  year  1927. 

N.  C.  WITT,  Secretary. 


Adair,  Green  and  Taylor  Counties:  The  Jan- 

uary meeting  of  the  three  societies  was  held  in 
Greensburg  on  the  14th  of  the  month.  Because 
of  bad  roads  in  the  various  counties  the  attend- 
ance was  small  but  enthusiastic.  Dr.  H.  B.  Simp- 
son of  Greensburg  read  an  interesting  paper,  suo- 
ject,  “Pneumonia.  me  discussion  was  general. 

E.  L.  Gowdy  of  Campbeilsviiie  reported  a 
case  ol  difficult  labor  witn  unusual  complica- 
tions including  a constricting  ring  iorming  m 
tne  uterus  between  tne  nead  and  tne  snouiuers. 
W.  B.  Atkinson  read  a quescionaire  on  tne  "use 
of  Radium  and  X-itay  in  tne  treatment  of  Uter- 
ine Cancer.” 

The  joint  meetings  are  held  alternately  in  the 
three  counties,  the  respective  county  societies 
retaining  their  identity,  This  plan  was  first  tried 
in  October  of  last  year,  and  tne  interest  and  en- 
thusiasm has  well  warrented  the  little  extra  ef- 
fort. It  has  been  tne  policy  to  have  two  papers 
at  each  meeting.  Those  by  the  members  have 
been  on  subjects  met  every  day  in  country  prac- 
tice. Outside  speakers  are  invited  at  intervals 
and  present  subjects  in  which  they  are  interest- 
ed. We  would  recommend  that  other  counties 
with  a small  membership  try  this  plan. 

W.  B.  ATKINSON,  Secretary. 


Hardin:  At  the  regular  monthly  meeting  of 

the  Hardin  County  Medical  Society,  held  on  Jan- 
uary 13,  1927,  tne  following  members  were 
present:  C.  C.  uarroll,  President;  H.  R.  Nusz, 
C.  W.  Rogers,  J.  C.  Mobley,  W.  F.  Alvey,  J.  M. 
English  and  D.  E.  McClure. 

After  the  regular  routine  of  business  was 
transacted,  the  following  oincers  were  elected: 

H.  R.  Nusz,  President;  W.  F.  Alvey,  Vice-Pres- 
ident; D.  E.  McClure,  Secretary-Treasurer;  C.  C. 
Carroll,  Delegate;  J.  C.  Mobley,  Alternate,  and 
C.  W.  Rogers,  Censor  for  three  years. 

This  was  a splendid  meeting  considering  the 
bad  weather  and  all  felt  well  repaid  for  their 
sacrifice  in  attending.  The  meeting  adjourned 
at  3 :00  o’clock  p.  m.  till  the  regular  meeting  in 
February 


D.  E.  McCLURE,  Secretary. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 

For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract,  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References : The 

medical  profession  of  Nashville. 

JOHN  W.  STEVENS,  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TENN 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


HIGH  OAKS — Dr.  Sprague’s  Sanatorium 


For  Mental  and 
Nervous  diseases 
drug  and  liquor 
addictions. 

Homelike  care 
under  expert  med 
ical  supervision. 
Attractive  new 
buildings  with 
modern  equip- 
ment for  treat- 
ment and  comfort 
of  patients.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
therapy  for  each 
patient.  Complete 
hydrotherapeu  t i c 
equipment.  Ex- 
perienced nurses. 

For  rates  and  in 
formation  address 


Phone  302.  GEO.  P.  SPRAGUE,  M.D.,  Lexington,  Ky. 

* ■ • =—  ■ 


No  need  to  queition  reliability  of  our  advertisers — all  are  guaranteed.  When  answering  ads  mention  this  JoUBNAi.. 
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Caution ! 

THE  right  gelatine,  (Knox  Sparkling  Gelatine),  dissolved 
and  added  to  milk  for  the  bottle  baby,  will  make  it  easier 
for  the  baby  to  digest  the  milk  and  absorb  full  nourishment. 
It  largely  prevents  colic,  regurgitation,  diarrhea  and  other 
baby  ailments.  It  helps  malnourished  children.  It  has  great 
value  in  diets  for  diabetes,  tuberculosis,  convalescing  patients, 
surgical  cases,  etc. 

BUT — the  wrong  gelatine  will  curdle  the  milk! 

Any  plain  gelatine  with  an  acid  content — is  the  wrong  gela- 
tine. Any  gelatine  that  is  flavored,  colored  or  sweetened,  is 
the  wrong  gelatine.  Any  gelatine  not  produced  under  constant 
bacteriological  control  is  the  wrong  gelatine! 

Knox  is  the  approved  gelatine  because  it  is  all  pure, 
plain  gelatine — every  particle  of  it.  It  is  neutral — no 
acidity!  No  flavoring.  No  coloring.  No  sweetening.  All  fine 
bone  gelatine — the  type  of  gelatine  used  and  commended 
as  a milk  modifier  by  such  eminent  medical  authorities  as 
Jacobi,  Herter,  Alexander,  Ruhrah  and  Friedenwald. 

Some  physicians,  not  realizing  the  difference  in  gelatines, 
occasionally  forget  to  specify  Knox  Gelatine  in  making  their 
prescriptions.  The  result  is  that  mothers,  in  some  cases,  are 
buying  brands  unsuitable  for  dietary  purposes.  As  a protection, 
therefore,  we  have,  requested  the  Government  to  raise  the  standards 
on  gelatine.  Pending  Government  action,  may  we  suggest  that 
you  specify  Knox  when  you  prescribe  gelatine? 

We  have  the  findings  of  recognized  authorities  to  prove  the 
importance  of  Knox  Gelatine  to  you  in  your  practice.  We 
have  the  experience  of  active  physicians.  We  have  valuable 
laboratory  reports,  not  only  discussing  gelatine  as  a milk 
modifier,  but  outlining  its  importance  in  various  kinds  of 
diets.  May  we  send  you  these  reports? 

METHOD  OF  COMBINING  GELATINE  WITH  MILK  _ 
Add  one  teaspoonful  of  Knox  Sparkling  Gelatine — which  should  first 
he  soaked  about  ten  minutes  in  a little  cold  milk  and  then  dissolved 
over  hot  water  err  in  hot  milk — to.  the  glass  of  milk.  (In  infant  feed- 
ing formulas  use  a tablespoonful  of  gelatine,  dissolved  as  above,  in  the 
quart  of  milk.) 

KNOX  GELATINE  LABORATORIES 


Producers  of 
high  grade  Gelatine  for 

424  Kuox  Avenue,  Johnstoivn.  N.  Y. 

KNOX 

Pioneers  in  conducting 
research  into  the  dietetic 

SPARKLING 

38  years. 

GELATINE 

l“The  Highest  Quality  for  Health " 

value  of  gelatine. 

Next  Annual  Meeting,  Owensboro,  October  3-6,  192  7 
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New-Wechsler’s  Neurology  y 

This,  as  its  name  implies,  is  a bedside  neurology.  It  is  quite  different  from  other 
books  on  neurology — different  in  approach  and  arrangement,  different  in  the  type 
of  illustrations  used.  Instead  of  including  the  customary  introductory  chapters  on 
anatomy  and  physiology,  Dr.  Wechsler  has  outlined  in  a brief  paragraph  or  two  the 
anatomic  and  pathologic  facts  on  which  the  subsequent  description  of  the  clinical  en- 
tity, its  development  and  course  is  based.  Indeed,  throughout  the  book,  anatomy  phy- 
siology, pathology  and  symptomatology  are  woven  into  one  clinical  texture.  The 
various  diseases  are  presented  in  such  a way  that  they  grow  out,  as  it  were,  of  the 
anatomico-pathologic  substratum  and  are  recognized  to  be  consequent  upon  the  under- 
lying physiologic  disturbances.  This  is  in  keeping  with  the  modern  trend  of  teach- 
ing. 

Treatment  receives  full  emphasis.  Here  is  recorded  the  great  store  of  clinical  infor- 
mation gained  by  Dr.  Wechsler  at  the  bedside  from  a vast  wealth  of  material.  Treat- 
ment is  given  in  detail  in  every  case  and  given  clearly,  explicitly. 

The  illustrations  depart  from  the  customary  type.  Numerous  photographs  of  patients 
are  omitted,  and  in  their  places  are  reproductions  of  pathologic  specimens  and  ana- 
tomic drawings. 

Octavo  of  725  pages,  illustrated.  By  Israels.  Wechsler,  M.  D..  Assistant  Professor  of  Clinical  Neurology.  Col- 
umbia University.  New  York.  Cloth.  $7.00  net- 

W.  B.  SAUNDERS  COMPANY  Philadelphia  and  London 
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MEAD’S  DEXTRI-MALTOSE 


MEAD’ S infant  diet  materials  are 
advertised  only  to  physicians.  No  feed- 
ing directions  accompany  trade  pack- 
ages. Information  in  regard  to  feeding 
is  supplied  to  the  mother  by  written 
instructions  from  her  doctor,  who 
changes  the  feedings  from  time  to  time 
to  meet  the  nutritional  requirements 
of  the  growing  infant.  Literature  fur- 
nished only  to  physicians. 


The  first  suggestion  for  the  preparation  of  Mead’s 
Dextri- Maltose  came  from  the  pediatrists. 
Naturally  their  preference  for  this  particular  form 
of  carbohydrate  is  back  of  its  very  conception. 

Yet  however  appealing  the  theory  of  a com- 
bination of  Dextrin  and  Maltose  as  a carbohy- 
drate might  have  been,  its  actual  value  is  de- 
termined by  practical  results  alone. 

Experience  has  proven 
its  Dependability! 

Its  uniformity  of  composition,  ease  of  assimila- 
tion, flexibility  of  use  in  difficult  cases  and  its 
greater  tolerance  by  the  majority  of  infants  are 
a few  of  the  ever  constant  factors  contributing 
to  its  increasing  use  in  the  clinic  and  in  private 
practice. 

Keeping  well  babies  well  is  not  its  only  claim 
for  favor.  The  fact  that  it  can  usually  be  given 
sooner  and  in  larger  amounts  than  any  other 
sugar  after  an  attack  of  fermentative  diarrhoea 
is  added  assurance  of  dependability  when  used 
in  normal  infants. 

Samples  and  Literature  on  Request. 


MEAD  JOHNSON  ^COMPANY 

Evansville,  Indiana,  U S.  A. 
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EDITORIAL 


PRACTICAL  ETHICS. 

At  the  recent  Congress  on  Medical  Educa- 
tion. held  under  the  auspices  of  the  American 
Medical  Association  in  Chicago,  Dr.  Arthur 
Dean  Bevan,  the  Chairman  of  the  Council  on 
Medical  Education  made  the  following  plain 
statement  of  facts  in  an  appeal  to  the  profes- 
sion, under  .the  title: 

“The  Need  of  Teaching  Medical  Ethics.” 

“Another  problem  which  must  be  solved  by 
sound  medical  ethics  has  been  left  on  the 
doorstep  of  the  profession  by  prohibition. 
From  the  standpoint  of  personal  hygiene  and 
public  health,  legislation  has  never  been 
passed  that  has  such  possibilities  for  good  as 
has  the  prohibition  amendment.  If  it  was 
in  the  power  of  the  nation  to  legislate  out  of 
existence  tuberculosis  or  cancer,  such  legisla- 
tion would  be  passed  over  night  and  be  strict- 
ly enforced.  Drink  did  more  injury  to  the 
people  of  this  country  under  the  old  order  of 
things  than  either  of  these  plagues.  Prohibi- 
tion has  accomplished  an  enormous  amount 
of  good,  and  with  better  enforcement  can  ac- 
complish much  more  for  the  health  and  wel- 
fare of  our  people.  The  medical  profession, 
as  a whole,  recognize  this  fact,  and  support 
the  constitution  and  the  amendments.  On 
the  other  hand,  a noisy  active  minority  of  the 
medical  profession  are  taking  advantage  of 
certain  provisions  of  the  amendment  and 
selling  their  souls  for  a mess  of  pottage.” 

“The  United  States  government,  in  fram- 
ing laws  under  which  the  prohibition  amend- 
ment functions,  made  liberal  provisions  for 
the  use  of  alcoholic  liquors  hv  the  members  of 
the  medical  profession  who  think  that  such 
alcoholic  liquors  are  of  v!,lr,/'  "T1  fTl°  treatment 
of  disease.  The  government  regulation  n>r- 
mits  a physician  to  prescribe  100  pints  of 
whisky  io  his  patients  every  three  months,  or 
400  pints  a year.  In  addition,  he  can  secure 
12  pints  of  whisky  and  5 gallons  of  pure  grain 
alcohol  each  year  to  be  used  in  his  office  work. 
The  5 gallons  of  pure  grain  alcohol  does  not 
have  any  special  value  as  a sterilizing  agent 
or  as  an  external  application  over  denatured 
alcohol,  which  can  be  purchased  for  a small 
cost.  This  could  be  used,  and  is  used,  largely 
as  a beverage.  Diluted  with  an  equal  part 


of  w:  ter  and  with  a little  juniper  extract,  this 
makes  synthetic  gin,  and  from  the  5 gallons 
80  pints  of  this  synthetic  gin  can  be  made. 
In  total  the  government  has  made  it  possible 
for  a physician  to  prescribe  for  his  patients 
400  pints  of  whisky  t.hrough  his  prescription 
books,  12  pints  of  whisky  in  his  office  and  80 
pints  of  synthetic  gin — a total  of  492  pints 
of  alcoholic  liquor  a year.” 

“Previous  to  the  time  of  the  Volstead  Act, 
honest  physicians  in  general  practice  never 
prescribed  100  pints  of  whisky  to  their  pa- 
tients in  a period  of  three  months.  I have 
practiced  medicine  for  many  years  and  I have 
never  prescribed  whisky  except  to  a patient 
threatened  with  delirium  tremens  to  tide  him 
over,  and  I have  not  had  a cas|.  of  delirium 
tremens  in  my  work  since  prohibition  has  been 
in  force.  At  the  Presbyterian  Hospital,  the 
drug  room  has  not  issued  a single  bottle  of 
whisky  since  prohibition,  and  we  take  care 
of  more  than  12,000  patients  a year.  We  do 
not  have  any  regulation  against  the  use  of 
whisky  as  a medical  agent.  Our  fifth  year 
committee,  which  supervises  the  intern  year, 
found  that  interns  took  out  books  and  sold 
them.  The  committee  notified  the  interns  that 
such  acts  would  invalidate  their  hospital  year 
and  prevent  their  receiving  their  medical  de- 
gree.” 

“This  problem  has  become  a serious  one, 
because  in  the  propaganda  against  prohibi- 
tion. a well  organized  group  in  the  profession, 
in  spite  of  the  liberality  of  the  government  in 
regard  to  the  amount  of  whisky  which  the 
medical  man  can  prescribe  for  patients,  has 
taken  the  position  that  the  amount  should  not 
be  limited  and  the  physician  should  be  per- 
mitted to  prescribe  any  amount  which  he 
deems  necessary.  ” 

“ [s  this  not  a case  for  the  application  of 
sound  medical  ethics?  The  members  of  the 
American  Medical  Association  and  its  consti- 
tuent societies  should  study  the  existing  state 
of  facts  in  Iho  ]>ractice  of  medicine,  and  write 
a new  principle  to  meet  the  new  problems 
that  have  arisen  in  this  evolution  of  medical 
practice.  Its  house  cleaning  has  always  been 
done  by  tbe  medical  profession,  itself,  and 
within  tbe  profession.  I have  every  confi- 
dence in  our  profession,  in  its  future,  in  its 
honesty  of  purpose,  in  its  great  possibilities 
for  good  and  in  its  sound  judgment.  These 


184 


KENTUCKY  MEDICAL  JOURNAL 


[May,  1927 


great  problems  which  confront  us  are  not  to 
he  solved  by  individuals  but  by  the  profes- 
sion as  a whole.  They  are  to  be  corrected  by 
constructive  criticism,  by  educational  methods 
and  by  the  acceptance  and  practice  of  a code 
of  ethics  as  clear  and  simple  as  the  Golden 
Rule,  which  will  become  a religion  and  con- 
trol the  lives  and  actions  of  the  members  of 
the  medical  profession  in  their  relations  with 
all  men.” 

“The  Board  of  Trustees  of  the  American 
Medical  Association  recently  passed  a resolu- 
tion, offered  by  President-Elect  .Tabez  Jack- 
son,  that  the  Council  on  Medical  Education 
should  urge  on  the  medical  schools  the  need 
of  teaching  medical  ethics  to  their  students. 
What  is  the  best  way  to  teach  medical  ethics 
to  medical  students  and  the  nrofession  1 It, 
will  not  do  simply  to  publish  a paper  on  this 
subject  every  few  years,  or  hand  to  each  stu- 
dent when  he  graduates  a copy  of'  ‘ The  Prin- 
ciples of  Medical  Ethics.”  The  whole  matter 
of  ethical  and  unethical  medical  practice  is 
too  important.  It  means  life  and  death, 
health  and  invalidism,  comfort  and  pain  to 
thousands  of  people.” 

“We  must  place  modern  medicine  on  a 
sound  ethical  basis.  We  must  eliminate  the 
unethical  things  in  practice,  wherever  and 
whenever  they  creep  in.  The  remedy  lies  in 
the  education  of  the  profession  and  of  the 
public.  This  means  an  educational  propaganda 
carried  on  not  one  day  a year  but  throughout 
the  year,  and  year  after  year,  by  the  organ- 
ized medical  profession,  the  American  Medi- 
cal Association  through  its  great  journal,  its 
Bureau  of  Health  and  Public  Instruction  and 
its  Council  on  Medical  Educa^on.  This  same 
work  can  be  carried  on  in  each  state  by  the 
state  societies  and  their  journals.  The  first 
class  medical  schools  of  the  counti’y  should 
teach  their  medical  students  sound  medical 
ethics  by  lectures,  precept  and  example.  The 
national  special  societies,  such  as  make  up  the 
Congress  of  Physicians  and  Surgeons  and  the 
American  College  of  Surgeons  should  all  do 
their  part  in  this  great  educational  cam- 
paign.” 

The  Journal  cordially  approves  the  ap- 
peal made  by  Dr.  Bevan.  It  will  interest  our 
readers  to  know  that  his  audience  at  Chicago, 
composed  of  about  seven  hundred  of  the  lead- 
ers in  American  medicine,  voted  unanimously 
to  approve  it. 


THE  HARLAN  COUNTY  PROGRAM 

In  the  news  column  elsewhere,  we  are  pub- 
lishing the  Monthly  Program  of  the  Harlan 
County  Medical  Society  for  1927,  which  has 
just  been  received  from  Dr.  M.  L.  Gunn,  the 
Secretary. 

The  Harlan  County  Society  is  not  only  one 
of  the  largest  in  Kentucky,  but  it  is  one  of 
the  very  best  anywhere.  They  hold  regular 
meetings  at  which  they  serve  splendid  refresh- 
ments and  they  are  doing  constructive  work. 
Two  of  the  three  original  doctors  in  Harlan 
are  still  living  and  members  of  the  society. 
This  progressive  county  has  among  the  best 
hospitals  in  the  state.  They  have  an  organ- 
ized Medical  Auxiliary  which  is  putting  on  a 
constructive  good  health  program. 

Older  societies  had  best  be  on  the  lookout 
for  their  laurels  if  they  expect  to  do  as  good 
work  as  is  being  done  by  the  medical  profes- 
sion in  Harlan  County. 


ASSOCIATION  AGAINST  IMPURE 
LIQUOR 

The  Editor  has  received  a letter  enclosing 
an  outline  of  a new  organization  under  the 
above  title.  We  have  written,  declining  to 
be  a member  and  expressing  our  disapproval 
of  the  organization. 

This  outfit  states  that  it  considers  it  the 
professional  duty  of  every  physician,  in  those 
states  where  the  state  law  does  not  prohibit,  to 
have  a Federal  permit,  and  exercise  his  priv- 
ilege, i,  e.  “prescribing  liquor”  under  the  law. 

We  do  not  believe  physicians  should  take 
out  such  permits  unless  they  sincerely  believe 
that  whisky  is  indicated  in  the  treatment  of 
diseases  and  we  know  the  great  majority  of 
the  physicians  in  Kentucky  believe  no  such 
thing.  We  hope  the  doctors  in  Kentucky  will 
have  nothing  to  do  with  anv  of  these  organ- 
izations that,  under  one  guise  or  another,  are 
attempting  to  boost  the  use  of  w’hiskv.  We 
are  against  the  use  of  whisky  in  any  form  at 
any  time  for  any  purpose.  The  law  prohibits 
its  use  except  as  a medicine  and  it  must  be 
extremely  rare,  if  ever,  that  any  physician  can 
prescribe  it  in  the  treatment  of  any  disease. 
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AN  IMPORTANT  MEETING 

An  important  meeting  of  the  Eye,  Ear, 
Nose  and  Throat  Section  of  the  Kentucky 
State  Medical  Association  will  hold  its  1927 
Session  at  the  Seelbach  in  Louisville  on 
Thursday,  May  12th.  Dr.  Adolph  0.  Pfingst 
is  President  and  Dr.  Octavus  Dulaney  is  Sec- 
retary. 

The  following  program  is  an  evidence  of 
effective  work.  Every  general  practitioner  in 
the  state  is  interested  in  this  program  and 
they  are  invited  by  the  specialists  to  join 
them  in  making  the  meeting  a success. 


OFFICIAL  ANNOUNCEMENTS 


PRELIMINARY  PROGRAM  FOR  EYE, 
EAR,  NOSE  AND  THROAT  SECTION  OF 
THE  KENTUCKY  MEDICAL 
ASSOCIATION 

Thursday,  May  12,  1927,  Seelbach  Hotel. 
President  ’s  Address. 

Dr.  A.  0.  Pfingst,  Louisville. 

Radical  Frontal  Operation  Which  Has  Giv- 
en Me  the  Best  Results,  With  Lantern 
Slides  and  Moving  Pictures. 

Dr.  R.  C.  Lynch,  Guest,  New  Orleans,  La. 

Arterial  Hypertension. 

Dr.  C.  W.  Dowden,  Guest,  Louisville. 

Differential  Diagnosis  in  Cases  of  Tubercu- 
losis of  the  Eye. 

Dr.  William  C.  Finnoff,  Guest,  Denver, 
Colo. 

The  Hypothesis  of  a Cockle  burr  in  the  Wind- 
pipe. 

Dr.  C.  E.  Purcell,  PaducaL. 

Analysis  of  Endoscopic  Cases. 

Dr.  Gaylord  C.  Hall,  Louisville. 

Paper  on  the  Eye. 

Dr.  R.  H.  Cowley,  Berea. 

Case  Reports. 

Cerebellar  Abscess  of  Otitis  Origin. 

Dr.  S.  B.  Marks,  Lexington- 

Acute  Bilateral  Mastoiditis  in  an  Infant,  Six 
Months  Old. 

Dr.  A.  L.  Bass,  Louisville. 

Tonsil  Diagnosis  bv  the  Measurement  of  the 
Absorptive  Power  of  the  Tonsils — Report 
of  Cases. 

Dr.  Edmond  D.  Wells,  Louisville. 

Case  Report  of  Perithelioma  of  the  Orbital 
Cavity,  in  a Boy  of  Eleven  years  of  Age. 
Dr.  Robert  Walter  Bledsoe,  Covington. 


ORIGINAL  ARTICLES 

PUERPERAL  CONVULSIONS.* 

By  G.  G.  Thornton,  Lebanon. 

To  those  of  you  who  have  been  engaged  in 
the  general  practice  of  medicine,  and  its  col- 
lateral branch — obstetrics  for  five  years  or 
over,  the  thoughts  that  I may  present  on  this 
occasion,  may  appear  tame  and  uninterest- 
ing, but  I feel  sure  that  at  sometime  during 
this  period  there  has  been  an  occasion  when 
my  subject  was  interesting — intensely  inter- 
esting to  you. 

It  shall  be  my  purpose,  not  to  appeal  to, 
nor  to  antagonize,  the  man  who  specializes  in 
this  branch  and  whose  practice  is  largely 
done  with  all  of  the  advantages  of  the  hos- 
pital, but  to  aid  and  assist,  and  suggest  some 
thoughts  to  the  general  practitioner,  that  may 
give  some  comfort  and  determination,  to  him 
in  the  management  of  his  cases,  where  on  him 
alone  rests  the  responsibility  of  rescuing  from 
eminent  danger  one,  or  possibly  two  lives. 
However  desirable  for  the  doctor  and  the  pa- 
tient is  the  hospital  for  obstetrical  cases,  we 
have  not  yet  arrived  at  the  time  when  all,  or 
even  a majority  of  the  cases  in  the  country 
can  have  its  advantages,  therefore  these  cases 
must  need  be  attendd  by  the  country  doc- 
tor or  the  midwife. 

Another  thing  that  up  to  the  present  is  be- 
yond our  control  to  a large  extent,  is  the 
management  of  these  cases  during  the  period 
when  preventive  measures  are  so  worthwhile, 
on  account  of  our  being  unable  to  get  in 
touch  with  many  of  them  in  time. 

However,  more  and  more  of  the  women 
who  become  pregnant  in  the  last  few  years, 
are  going  to  their  family  physician  and  put- 
ting themselves  under  his  care,  and  T am  per- 
suaded, that  we  are  having  less  and  less,  of 
puerperal  convulsions.  Most  of  the  cases 
that  I have  seen,  and  I have  seen  quite  a 
number,  have  been  where  they  have  had  no 
treatment,  or  where  it  had  been  discontinued 
because  it  had  been  decided  by  the  patient  or 
family  that  it  was  unnecessary. 

The  Cause. 

There  is  probably  nothing  that  I could  add 
to  those  that  have  been  suggested  over  and 
over  by  others,  viz : A toxemia,  resulting  from 
the  pregnant  condition  in  a patient  with  a 
nervous  susceptibility  thereto  that  results  in 
convulsions. 

This  toxemia  is  the  result  of  increased 
strain  thrown  on  the  channels  of  excretion, 
which  are  either  inadequate  to  perform  the 
function  of  elimination  or  which  from  some 
other  reason  fail  to  do  so  with  sufficient  rap- 
idity to  keep  the  system  so  overwhelmed  with 

*Read  before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  21,  22,  23,  1926. 
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the  poison  that  the  result  is  an  explosion  of 
the  nervous  system  known  as  puerperal  co’n- 
vulsions — eclampsia. 

The  premonitory  symptoms  of  this  ap- 
proaching condition  are,  headache,  dizziness, 
spots  before  the  eyes,  dimness  of  vision,  ner- 
vousness with  signs  such  as  edema,  especially 
of  the  face,  high  blood  pressure  and  a disturb- 
ance of  the  kidney  output.  Nature  will  some- 
times make  an  effort  at  elimination  by  a diar- 
rhea or  by  vomiting. 

The  old  saying  that  an  ounce  of  prevention 
is  worth  a pound  of  cure  is  often  true,  but  T 
am  most  positively  sure  that  it  is  true  in  the 
management  of  these  cases.  Tt  is  my  opinion 
in  practically  every  normal  woman,  who 
places  herself  under  a competent  doctor  in 
the  early  months  ami  follows  faithfull v his 
advice  and  treatment  will  pass  through  de- 
livery without  convulsions.  You  will  notice 
that  I say  practieallv  every  normal  woman 
will  pass  without  convulsions,  and  this  means 
that  some  will  not,  and  this  mav  be  explain- 
ed by  saying  that  it  is  not  alwavs  possible  to 
determine  the  perfectly  normal  and  that  it 
is  not  always  possible  to  have  entire  control 
over  the  woman  who  lives  some  miles  in  the 
country  from  us.  and  who  it  is  not  possible 
for  us  to  see  every  few  davs. 

What  Should  the  Doctor  Do? 

Always  take  the  blood  pressure  and  test  the 
urine  in  every  case  when  first  seen,  and  in- 
struct the  patient  and  the  husband  or  some 
member  of  the  familv  in  regard  to  the  im- 
portance of  keeping  watch  over  the  imnortaut 
symptoms,  like  nervousness,  headache,  snots 
before  the  eyes  and  edema,  especially  of  the 
face.  She  need  not  he  impressed  with  the 
dangers  of  convulsions,  in  my  opinion,  hut 
her  husband  should,  and  if  she  has  albumen 
in  her  urine  with  a high  blood  pressure,  she 
should  have  her  urine  examined  and  her 
blood  pressure  taken  frequently.  Her  bow- 
els should  he  kept  acting  freely  with  suffic- 
ient doses  of  Magnesium  Sulphate,  or,  if 
there  is  much  edema,  with  Compound  Jalap 
Powder,  or,  as  I usually  give  it  in  cap- 
sules, 10  grains  at  a dose  with  Bitartrate 
of  Potassium  a heaping  teaspoonful  in  a glass 
of  water  and  repeat  this  dose  every  2 hours 
until  free  catharsis  is  obtained — giving  a 
course  of  this  about  twice  a week.  The  diet 
should  he  light  with  as  little  meats  as  in  con- 
sistent with  health,  with  milk  and  vegeta- 
bles, in  order  that  digestion  should  be  as  per- 
fect as  possible,  that  assimilation  and  excre- 
tion may  not  he  overtaxed.  If  the  patient  is 
restless  and  cannot  sleep  she  should  have 
Chloral  Hydrate  15  grain  dose  with  Sodium 
Brom.  20  to  30  grains  at  bedtime,  repeated  if 
necessary  in  half  the  dose  in  one  and  two 
hours.  This  helps  decidedly  to  keep  the  pa- 
tient’s nervous  system  in  good  shape  and 


might  in  some  instances  be  the  pivot,  that 
would  avert  Ihe  impending  convulsions.  The 
idea  is  to  prevent  them  if  possible,  but  to  be 
ever  ready  to  treat  them  if  they  come,  and  to 
do  it  with  dispatch  and  efficiency.  In  the 
country  there  are  still  women  who  will  go 
through  pregnancy  without  ever  consulting  a 
doctor,  and  it  is  from  this  class  that  we  see, 
or,  have  seen  most  cases  of  eclampsia. 

Some  20  years  ago  T was  called  to  see  a 
primipara  about  9 p.  m.  and  when  T arrived 
T found  that  she  had  been  by  herself  most 
of  the  day  and  that  her  mind  was  so  clouded 
that  she  could  give  no  coherent  historv  of 
herself  and  when  I prepared  some  medicine 
for  her  that  she  could  not  sec  to  take  it  from 
mv  hand.  She  could  not  tell  when  her  kid- 
neys had  acted  and  T found  with  a catheter 
that  her  bladded  was  empty.  I made  an  ex- 
amination and  found  the  os  slightly  dilated 
and  very  feeble  pains,  and  explained  the 
, anger  of  convulsions  developing  and  gave 
Chloral  and  Morphia  Sulph.  and  decided  on 
a case  of  watchful  waiting.  T.ie  expected 
happened  and  she  esd  the  first  convulsion  at 
11  p.  m.  and  the  second  about  one  hour  la- 
ic:. after  which  sin  was  in  a ccnatose  con- 
dition until  after  the  delivery  el  her  baby 
w:Ui  instruments  about  3 p.  m.  the  next  day. 
.Afier  the  sec*  nd  convulsion  I gave  her  15 
drops  of  Norwood’s  Tr.  Veratrum  Viride 
hypodermically.  She  passed  no  urine  at  all 
and  when  T used  the  catheter  before  using  the 
instruments  there  was  less  than  an  ounce  of 
bloody  urine  in  the  bladder  that  had  been  ex- 
creted in  the  last  18  hours.  This  woman 
made  an  uninterrupted  recovery  and  has  giv- 
en birth  to  several  children  since  with  no 
trouble  in  her  subsequent  labors. 

Another  case  lhat  T saw  over  thirty  years 
ago  the  patient  came  to  me  a distance  of 
some  9 miles  when  she  was  about  7 months 
pregnant,  suffering  from  headache  and  ner- 
vousness. T found  quite  a good  hit  of  albu- 
men in  her  urine.  She  was  given  medicine 
and  instructions  as  to  letting  me  hear  from 
her.  and  her  husband  was  told  of  tbe  gravity 
of  the  case,  but  T suppose  he  thought  1 w;as 
over  anxious  about  the  case,  and  as  she  seem- 
ed to  get  along  terv  wrell  I did  not  hear  from 
her  until  she  r Has  ''taken  with  labor  pains 
about  2 months  later.  I arrived  about  11  p. 
m.  and  found  her  in  labor  with  rather  omin- 
ous symptoms  and  on  digital  examination  T 
found  the  cervix  slightly  dilated  with  a 
shoulder  presentation.  Here  I was  at  the 
dead  hour  of  night,  10  miles  from  the  nearest 
consultation  with  bad  roads  and  no  telephone 
and  the  woman  developing  her  first  convul- 
sion before  I had  more  than  completed  my 
examination. 

Did  I send  for  help?  Not  much.  I gave 
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Morphia  and  Veratrum  Viride  hypodermi- 
cally and  after  she  had  had  two  or  three  more 
convulsions  I bled  her  a full  quart  and  by 
this  time  some  5 hours  later,  the  cervix  be- 
ing fairly  well  dilated  1 introduced  my  hand 
past  the  shoulder,  secured  a foot  and  by  the 
bipodalie  method  delivered  a dead  baby. 
The  woman  recovered.  1 was  called  in  con- 
sultation on  one  occasion  several  years  ago 
where  the  woman  had  been  having  convul- 
sions all  night,  according  to  the  family,  and 
had  had  6 or  7 after  the  arrival  of  the  doctor 
who  preceded  me  and  it  was  estimated  that 
she  had  had  at  least  30  convulsions.  The  cer- 
vix in  this  case  was  well  ddated  and  a vertex 
presentation  and  she  had  a convulsion  while 
I was  making  the  examination. 

The  doctor  had  given  Veratrum  Viride  in  6 
drop  doses,  but  we  gave  more  and  bled  her 
and  then  gave  chloroform  and  delivered  her 
with  instruments  without  any  trouble  and 
she  had  one  more  convulsion  after  delivery 
and  made  a recovery.  1 recall  one  case  of  a 
primipara  44  years  old  who  had  one  convul- 
sion at  about  tne  fifth  month  and  miscarried, 
but  never  had  any  more  babies.  1 have  never 
seen  a case  where  the  woman  had  more  than 
4 convulsions  after  i saw  her.  Most  of  my 
cases  have  been  in  primipara  and  in  these 
several  have  been  in  illegitimate  cases  mak- 
ing' it  seem  that  there  is  more  danger  from 
these  cases,  though  this  might  be  accounted 
for  by  reason  of  their  not  having  the  prophy- 
lactic treatment  of  the  other  cases,  in  one 
case  where  there  were  convulsions  with  the 
first  baby,  efforts  were  made  with  the  earn- 
est cooperation  of  the  patient  to  prevent 
them  in  the  second  labor,  but  they  came  up. 
She  was  attended  by  another  doctor,  because 
of  my  being  away  and  recovered.  In  her 
third  pregnancy,  she  had  high  blood  pressure, 
headache  and  some  albumen  in  the  urine  from 
the  fifth  month  and  was  under  treatment 
practically  all  the  time.  During  the  last 
month  her  urine  was  free  from  albumen, 
and  she  was  free  from  headache  and  her 
blood  pressure  was  140  to  160  and  she  seemed 
to  be  doing  fine.  About  two  days  before  1 
was  called  she  had,  as  she  thought,  taken  cold 
and  developed  a hacking  coug  and  when  1 
saw  her  she  was  expectorating  ightly  with 
some  pure  blood  in  the  sputum.  Her  respir- 
ation was  faster  than  normal  and  she  was 
having  slight  pains  which  came  on  naturally 
and  she  was  delivered  6 hours  later  without 
any  trouble  of  an  immature  baby  which  died 
in  a few  hours.  Her  pulse  and  respiration 
became  faster  and  the  bloody  sputum  more 
and  more  profuse  and  her  mind  more  cloud- 
ed. There  was  dullness  over  both  lungs  and 
she  died  about  10  hours  after  -y  from, 

what  I diagnosed  as  oedema  of  the  lungs.  If 


labor  has  not  begun,  or  if  it  has  and  the  cer- 
vix is  not  dilated,  I attend  to  the  convulsions 
and  leave  nature  to  attend  to  the  labor.  If  it 
lias  begun,  and  the  cervix  is  dilated  and  I 
have  a vertex  presentation,  I give  chloro- 
form and  deliver  with  instruments,  or  if  it 
is  a shoulder  or  cross  presentation,  I give 
chloroform  and  turn  and  deliver.  If  the 
convulsions  come  after  delivery  I only  have 
the  convulsions  to  attend  to,  I do  that.  The 
idea  is,  that  inasmuch  as  there  is  a certain 
amount  of  nervous  irritability  in  these  cases, 
and  we  do  not  want  to  add  to  it  by  any  un- 
necessary efforts  to  induce  labor,  and  we 
want  to  do  all  that  we  can  easily  and  safely 
to  terminate  it  as  speedily  as  possible  thereby 
giving  quiet  and  composure  to  the  patient. 

In  general  practice  these  are  the  cases, 
where  the  husband  and  all  of  the  attendants, 
who  are  also  the  assistants,  go  “up  in  the 
air’’  and  where  it  behooves  the  doctor  to  do 
something  and  to  do  it  calmly,  deliberately 
and  speedily,  if  that  can  be  done.  It  is  in 
such  cases  that  the  attendants  should  believe 
in  the  doctor  and  for  the  doctor  to  believe  in 
the  measures  which  he  is  to  use  for  relief. 
Any  how  he  must  keep  his  head  and  do  what 
he  does  scientifically  and  methodically.  If 
he  has  had  the  time,  and  the  case  indicated 
danger  and  he  has  already  given  Chloral  and 
Bromide  by  the  mouth  before  the  convulsions 
begun,  when  they  begin  he  should  give  Mor- 
phia Sulp.  1-4  grain  and  Veratrine  Hyd. 
1-15  grain  hypodermically.  Time  is  now  too 
precious  and  absorption  is  too  slow  and  un- 
certain to  give  anything  by  the  rectum  or 
even  by  the  mouth.  If  the  pulse  don’t  drop 
down  to  60  or  lower  and  there  are  more  con- 
vulsions, this  dose  can  be  repeated  after  one 
hour.  Chloroform  may  be  given  during  this 
period  to  allay  nervousness  and  retard  the 
frequency  and  severity  of  the  convulsions, 
but  in  my  opinion  it  cannot  be  depended  up- 
on to  stop  them.  If  they  do  not  stop  now, 
my  custom  and  practice  is  lo  bleed,  freely 
and  fearlessly.  In  a woman  weighing  150 
pounds,  1 bleed  as  much  as  a quart — 1000 
cc’s.  I measure  it  to  be  sure  of  what  I am 
doing.  Often  I have  seen  the  convulsions 
cease  before  all  of  these  measures  have  been 
used,  and  1 have  never  seen  more  than  one 
convulsion  after  they  had  all  been  used.  In 
case  I should  ever  see  such  a case  I would  un- 
hesitatingly use  the  intravenous  glucose  so- 
lution, or  the  Magnesium  Sulphate  solution 
as  others  are  doing  it  with  apparent  success. 

Just  here  it  seems  appropriate  that  I 
should  at  least  suggest  a scientific  reason 
for  the  use  of  these  measures  in  this  spec- 
tacular condition  which  the  obstetrician 
meets.  Tn  most  of  these  cases  there  is  a ner- 
vous irritabilitv  which  manifests  itself,  and 
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in  probably  all  of  them  it  is  there  whether  it 
does  or  not.  Chloral  Hydrate  and  Sodium 
Jdrom.  will  to  a large  extent  relieve  this.  Mor- 
pnia  Sulp.  obtunds  the  sensibility  and  as- 
sists along  this  line.  There  is  little  question, 
that  if  tliese  are  given  early  in  comDination 
in  a great  many  cases  the  convulsions  can 
be  averted.  However,  when  this  is  done  we 
have  no  way  of  knowing  for  sure  that  we 
have  prevented  them.  Veratrine  slows  the 
pulse  and  reduces  blood  pressure,  and  thus 
relieves  nervous  tension,  thus  reducing  the 
tendency  to  convulsions.  Bleeding  reduces 
the  blood  pressure  and  removes  from  the  sys- 
tem some  of  the  toxemia  and  is  one  of  the 
dependable  measures  in  this  condition.  On 
the  part  of  some  there  is  objection  to  this 
measure  before  the  completion  of  the  third 
stage  of  labor,  lest  there  should  be  a post  par- 
turn  hemorrhage  that  might  then  lead  to  a 
fatal  result.  My  idea  is,  if  it  is  necessary  to 
resort  to  this  to  stop  the  convulsions  before 
delivery,  do  so  and  then  take  care  of  the 
post  parturn  hemorrhage  when  it  comes — if 
it  does.  In  a practice,  that  now  covers  a 
period  of  40  years,  during-  most  of  which 
time,  1 have  done  at  least  an  average  coun- 
try practice,  I have  never  seen  a woman  die 
from  puerperal  convulsions,  therefore  I don’t 
think  it  is  presumptious  for  me  to  feel  that 
1 am  as  good  authority  in  these  cases  as  any 
other  country  doctor  who  has  not  done  bet- 
ter than  this. 

In  none  of  these  cases  have  I ever  had  as- 
sistance in  my  own  cases  though  I often 
would  have  been  glad  to  have  done  so  could 
I have  afforded  the  time  to  wait.  I have 
sometimes  assisted  other  doctors  with  their 
cases  and  always  have  used  the  measures 
mentioned,  and  when  one  was  used  to 
the  limit  of  safety,  I resorted  to  the 
next  and  if  that  did  not  do  the  work  to  the 
next  and  the  in  rapid  succession  until  victory 
crowned  my  efforts. 

DISCUSSIONS 

B.  J.  O’Connor,  Louisville : I don’t  know 

that  I know  very  much  about  eclampsia  except 
I hate  to  hear  it  spoken  of  as  a disease.  I think 
it  is  a syndrome,  or  a symptom  manifestation, 
of  quite  a number  of  different  toxic  conditions. 
In  other  words,  under  the  head  of  eclampsia 
you  can  find  epileptic  convulsions  classed,  you 
can  find  the  toxemic  conditions  from  kidney 
disease,  you  can  furthermore  find  similar  con- 
ditions from  disease  in  the  liver.  Why  consider 
all  under  the  one  head  as  a disease  rather  than 
the  pathology  back  of  the  disease  or  syndrome. 

Practically  speaking,  while  I have  seen  some 
few  cases  of  eclampsia,  my  only  interest  lies 
in  the  prevention.  I feel  if  there  is  any  one 
tribute  that  the  medical  profession  deserves  a 
world  of  credit  on,  it  is  in  saving  the  lives  of 


pregnant  women  and  in  bringing  into  the  world 
the  numerous  children  who  otherwise  would 
have  died  before  birth,  through  prenatal  care. 

Not  particularly  in  eclampsia  alone  but  in 
other  pre-natal  diseases,  nurses  in  public  health 
service  are  doing  the  wonderful  pioneer  work  in 
our  hospitals,  such  as  in  the  University  of  Louis- 
ville City  Hospital.  No  one  has  ever  paid  the 
proper  tribute  to  their  work  in  the  cure  of 
eclampsia  and  syphilis  and  in  saving  infant  lives. 

In  regard  to  eclampsia,  I feel  the  principles 
Dr.  Goldthwait  has  brought  forth  are  just  as 
applicable  in  the  prevention  of  eclampsia  as  all 
your  special  medicine. 

In  addition  to  your  faulty  living  habits  that 
come  up  so  frequently  in  pregnancy,  there  is  a 
tremendous  psychic  disturbance  of  the  average 
woman  of  today.  When  she  becomes  pregnant, 
a whole  realm  of  thought  processes  are  opened 
up  that  she  is  almost  on  the  brink  of  the  grave. 
She  doesn’t  know  what  is  going  to  take  place, 
she  knows  that  she  is  entering  a period  of  life 
when  the  outcome  is  very  uncertain,  she  hears 
from  all  her  associates  and  her  good  women 
friends,  all  the  great  danger.  She  learns  even 
through  our  public  health  nurses  the  possibili- 
ties of  eclampsia  and  all  these  things.  As  a re- 
sult we  have  a tremendous  psychic  disturbance 
and  the  medical  profession,  I think,  can  do  a 
world  of  good  in  relieving  the  mental  stresses. 

So  far  as  the  curative  treatment  is  concerned 
in  eclampsia,  I win  leave  to  others  to  discuss. 

Walker  Gossett,  Louisville:  It  seems  very 

fortunate  that  mother  nature  has  so  arranged 
matters  that  there  occur  few  cases  of  puerperal 
convulsions;  were  it  otherwise,  I fear  the  major- 
ity of  us  would  want  to  discontinue  the  practice 
of  obstetrics.  There  is  so  much  which  might  be 
said,  and  yet  so  much  that  has  not  been  covered 
in  this  field,  that  in  any  discussion  of  the  sub- 
ject we  are  likely  to  gat  into  deep  water. 

I wish  to  call  your  attention  to  four  papers 
on  puerperal  convulsions  published  in  the  Jour- 
nal of  the  American  Medical  Association,  July 
24th,  1926.  These  papers  contain  a greater 
amount  of  useful  information  than  can  be  found 
in  any  text  book.  I advise  each  of  you  to  pro- 
cure that  issue  of  the  Journal  and  after  study- 
ing it  you  will  know  something  more  about  the 
treatment  of  puerperal  convulsions.  The  first 
paper  is  by  Polak,  of  Brooklyn, — one  of  the 
greatest  authorities  on  obstetrics  in  this  coun- 
try; the  second  by  Greenhill,  of  Chicago;  the 
third  by  Davis  and  Harrow,  of  New  York;  and 
the  fourth  by  McNeill  and  Fenwick,  of  Los  An- 
geles. They  discuss  the  matter  in  a most  scien- 
tific and  masterful  manner,  and  any  of  you  who 
have  not  a copy  of  the  Journal  should  send  for 
it,  read  it,  and  study  it.  These  four  articles  are 
all  in  the  one  issue  mentioned. 

We  come  here  and  talk  glibly  about  the  im- 
portance of  elimination  in  the  management  of 
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puerperal  convulsions,  but  we  do  not  state  what 
drugs  are  administered  for  this  purpose.  While 
engaged  in  the  practice  of  general  medicine  I 
always  enjoyed  reading  Hare’s  “Practical  Thera- 
peutics,” because  in  every  instance  he  told  us 
exactly  wha.  to  do. 

There  are,  of  course,  quite  a variety  of  drugs 
which  may  be  administered  to  secure  elimina- 
tion. Not  only  the  country  practitioner,  but 
also  the  city  physician,  wants  to  know  what 
drugs  are  used.  Many  of  them  .have  said  to 
me:  “Doctor,  you  advise  elimination;  what  do 
you  use  for  that  purpose?”  Are  we  afraid  to 
state  the  drugs  we  use  because  we  might  be 
criticised?  I am  going  to  tell  you,  and  want  to 
mention  two  patients  coming  under  my  personal 
observation  during  the  last  eight  months.  Both 
these  patients  were  sent  to  Louisv.lle  from  ad- 
jacent towns;  in  both  the  limbs  were  swollen  to 
the  hips;  the  urine  showed  four-plus  albumin, 
also  granular  and  hyaline  casts.  I am  going  to 
describe  the  treatment  used  in  these  cases.  (The 
same  measures  have  been  successful  in  other 
cases).  Both  mothers  and  both  babies  returned 
to  their  homes  “100  per  cent  perfect.” 

One  of  the  patients  was  under  treatment  in 
the  hospital  for  two  weeks  prior  to  delivery. 
Nitrous  oxide  gas  anesthesia  was  used.  She 
had  no  convulsions,  all  symptoms  suDs.ded,  and 
sne  returned  to  her  home  in  splendid  condition. 

The  other  patient  arrived  one  Saturday  night. 
She  appeared  to  be  in  a serious  condition,  and 
everybody  who  saw  her  urged  the  necessity  of 
hastening  delivery.  They  said:  “g.ve  her  castor 
oil,  give  her  quinine,  give  her  pituitrin.”  My 
advice  was  to  let  her  alone,  and  this  plan  was 
followed.  Monday  about  noon  labor  began, 
and  she  was  delivered  at  two  o’clock  p.  m. 
Eight  hours  afterward  she  had  uterine  hemor- 
rhage, and  I am  glad  she  did.  She  did  not  have 
another  convulsion  and  went  to  sleep. 

In  the  management  of  puerperal  convulsions, 
it  must  be  remembered  that  diet  is  the  first  im- 
portant item.  I immediately  placed  these  pa- 
tients on  a diet  of  cultured  milk, — buttermilk 
and  water  for  twenty-four  hours.  That  night  I 
gave  each  of  them  a capsule  containing: 

Calomel  grs.  l.% 

Blue  Mass grs.  l.% 

Colocynth  grs.  l.% 

Next  morning  one  ounce  of  a saluated  solu- 
tion of  mag.  sulphate. 

As  the  fecal  movement  that  I desired  was  not 
obtained,  at  two  o’clock  in  the  afternoon  castor 
oil  was  administered,  and  about  two  hours 
thereafter  both  patients  passed  quite  a quantity 
of  solid  fecal  material  which  the  medicines  pre- 
viously given  had  failed  to  eliminate. 

Then  followed  the  administration  of  caroid 
and  bile  salts.  I generally  give  bile  salts  in  tab- 
let form,  two  about  ten  o’clock  in  the  morning, 
and  two  at  night.  Continued  intestinal  elim- 


ination is  assured  by  giving  magnesium  sulphate 
in  the  morning.  Nephritin  is  administered  to 
secure  kidney  elimination,  two  tablets  four 
times  a day,  with  plenty  of  water. 

Thus  it  will  be  noted  that  we  have  the  liver 
acting,  the  bowels  acting,  and  the  kidneys  act- 
ing. Then  let  the  woman  alone  and  permit  her 
to  go  into  labor. 

j.  T.  Reddick,  Paducah : I don’t  think  there 

is  any  disease  or  condition  that  confronts  us  as 
general  practitioners  that  is  more  preventable 
than  puerperal  convulsions.  We  have  been 
learning  a great  deal  along  that  line  the  last 
few  years.  The  propaganda  that  has  been  put 
forth  by  the  State  Board  of  Health  and  espec- 
ially by  Dr.  Veech,  who  has  gone  over  our  coun- 
try preaching  the  pre-natal  care  of  our  preg- 
nant women,  has  conspired  to  put  into  our 
minds  thoughts  that  would  prevent  to  a very 
great  extent,  or  ought  to,  puerperal  convul- 
sions. 

For  a number  of  years  I have  had  almost  the 
entire  pre-natal  care  of  my  pregnant  patients, 
and  I have  r.ot  had  a single  case  of  puerperal 
convulsions  in  quite  a number  of  years,  i nave 
seen  a few  cases  in  consultation. 

It  is  the  physician’s  duty,  as  has  been  stated, 
to  take  the  blood  pressure,  to  examine  the  urine 
and  to  keep  in  touch  almost  from  the  beginning 
or  pregnancy  until  the  completion  of  the  third 
stage  of  labor. 

I believe  also  in  heroic  medication  when  the 
convulsions  come. 

I have  given  thirty  drops  of  Norwood’s  tinc- 
ture of  Veratrum  and  a half  grain  of  morphine 
following  the  first  convulsion  and  didn’t  have 
any  more. 

I have  used  calomel  and  compound  extract  of 
calocynth  as  mentoned  by  Dr.  Gossett  time  af- 
ter time.  There  are  patients  that  cannot  be 
treated  ery  well  per  oram.  Their  toxemia  is 
such  that  they  are  unconscious  and  it  is  diffi- 
cult to  get  medication  down  them,  but  in  most 
cases  you  can  get  something,  you  can  put  the 
calomel  into  the  mouth,  or  in  extreme  cases 
you  can  put  a couple  of  drops  of  castor  oil, 
though  that  must  be  extreme.  You  can  give 
them  a saturated  solution  of  sulphate  of  mag- 
nesia in  teaspoonful  doses  every  ten  minutes 
until  you  get  elimination  that  way.  If  you  can- 
not do  that  you  can  give  them  gastric  lavage 
and  colonic  lavage  and  get  results  that  way. 

I depend  a great  deal  on  Veratrum  and  mor- 
phine, and  have  done  so  for  years.  That  is 
what  might  be  considered  now  a modified  Strog- 
anoff  treatment  as  advocated  by  Stroganoff  of 
Russia,  I believe. 

I am  sure  that  if  we  can  have  the  care  of  our 
women  we  can  largely  prevent  these  puerperal 
convulsions. 

Dr.  Carpenter:  What  about  the  patient’s 

eyes  ophthalmoscopically? 

Dr.  Reddick:  That  is  an  extreme  condition 
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and  then  I would  refer  it  to  the  optician. 

G.  G.  Thornton,  Lebanon  (in  closing)  : I thank 
those  most  heartily  who  have  so  uniformly 
agreed  with  me  in  the  thoughts  I have  presented. 
Especially  do  I appreciate  the  thoughts  present- 
ed by  our  eminent  visitor  in  her  concurrence 
with  my  views  about  not  only  the  prevention  but 
the  treatment. 

The  only  criticism,  it  seems  to  me,  that  has 
been  oifered,  was  one  in  which  if  I made  a mis- 
take I stand  corrected,  and  that  is  that  eclampsia 
is  really  not  a disease.  If  I stated  it  was  a dis- 
ease I don’t  recall  it,  and  i think  it  is  only  a 
manifestation  of  a combination  of  conditions 
that  result  in  this  manifestation. 

The  other  criticism,  it  seems  to  me,  was  made 
by  my  good  friend,  Dr.  Gossett,  who  says  I 
didn’t  tell  anything  about  what  to  eliminate 
with.  If  you  will  bear  me  witness,  that  I said, 
I give  ten  grains  of  jalap  at  a dose  with  bitar- 
trate of  potassium  a heaping  teaspoonful  in  a 
glass  of  water  every  two  hours  until  free  cathar- 
sis is  obtained.  Don’t  you  think  that  will  elim- 
inate some?  If  you  don’t  think  so,  try  it  and 
see. 

One  gentleman  asked  me  privately  about  how 
many  cases  of  eclampsia  I had  seen  and  possibly 
that  might  be  interesting,  but  unfortunately  I 
have  to  depend  on  my  memory  for  that.  I can 
say,  however,  that  in  an  experience  extending 
over  forty  years,  six  months  of  which  time  1 
was  an  under  graduate,  for  the  last  twenty-five 
years  I know  that  I have  delivered  from  fifty- 
five  to  ninety  babies  a year  and  I feel  it  is  fair 
to  presume  that  I have  had  at  least  2000  to  2500 
cases  of  obstetrics  in  that  time.  That  is  my  es- 
timation. And  I will  guess  that  in  my  own  cases 
and  in  cases  in  which  I have  been  called  in  con- 
sultation I have  seen  as  many  as  probably 
thirty  cases  of  eclampsia  in  the  forty  years.  I 
want  you  to  understand  that  wmie  I claim  that 
I have  given  my  cases  scientific  treatment,  I 
consider  that  I have  been  lucky  in  that  I have 
not  seen  a case  that  would  develop  eclampsia 
and  die  before  I could  have  a chance  to  give 
scientific  treatment.  I have  not  only  been  lucky, 
but  I claim  that  I have  been  scientific. 

I was  delighted  to  hear  Dr.  Reddick  speak  so 
favorably  of  the  veratrum.  If  the  pulse  comes 
down  below  sixty  you  can  depend  upon  it  that 
veratrum  will  come  very  near  stopping  the  con- 
dition. If  it  doesn’t,  my  piactice  is  to  bleed 
and  to  do  it  thoroughly. 


Pneumatic  Rupture  of  Bowel. — Hays  reviews 
twenty-two  cases  already  on  record,  and  reports 
one  additional  case  in  which  the  rupture  was 
caused  by  the  entrance  into  the  rectum  of  air 
under  a pressure  of  95  pounds.  The  mortality 
in  this  series  of  cases  that  went  to  operative  in- 
tervention was  50  per  cent.  The  author’s  patient 
recovered. 


THE  CARE  AND  TREATMENT  OF  THE 
PSYCHO-NEUROTIC.* 

By  Jno.  J.  Moren,  Louisville. 

The  care  and  treatment  of  the  psycho-neu- 
rotic is  a very  broad  subject.  The  w o r d 
“psychoneurosis,’’  like  malaria  or  rheuma- 
tism, includes  “57”  or  more  varieties.  The 
term  has  been  accepted  and  used  in  a general 
way  to  include  that  great  class  of  unfortun- 
ate people  who  shoiv  no  demonstrable  physi- 
cal or  mental  defect,  but  suffer  from  an  un- 
limited variety  of  nervous  symptoms. 

Those  cases  presenting  actual  signs  of 
mental  aberration  are  not  included  under  the 
head  of  psychoneurosis.  The  term  “psycho- 
neurosis means  a morbid  mental  or  nervous 
state,  it  includes  the  various  types  of  neu- 
rasthenia, psychasthenia,  hysteria,  hypochon- 
driasis, etc.,  the  so-called  functional  nervous 
diseases.  Frequently  it  is  dihfcult  to  differ- 
entiate the  special  type,  as  often  they  are 
mixed  and  the  term  psychoneurosis  covers  the 
diagnosis. 

There  are  a lot  of  individuals  who  seem  to 
have  escaped  this  classification  of  the  psycho- 
neurotic. Sometimes  they  are  just  as  annoy- 
ing. I need  only  to  refer  to  the  golf  crank. 

ns  me  group  is  usually  ifuubeu.  “lM euros “ 
we  win  noul  to  tne  uroau  title  assigned  to  me 
and  discuss  them  as  a wnoie,  but  special  ref- 
erence is  made  to  tne  psychasthenic. 

That  we  may  better  understand  how  to  care 
for  and  treat  these  cases,  it  is  well  to  know 
the  disease  better.  Nervousness  is  like  great- 
ness, some  are  born  nervous,  others  have  ner- 
vousness thrust  upon  them,  f believe  we  are 
victims  of  our  inheritance  and  environment. 

For  convenience,  and  in  view  of  the  prog- 
nosis, we  win  uivide  mem  into  tne  nereditary 
and  acquired.  Dy  heredity  we  do  not 
mean  a direct  mnentance.  You  doctors  of 
the  country  see  and  know  several  generations 
of  a family,  know  their  gifts  and  weaknesses; 
they  marry  and  inter-marry,  show  tendencies 
of  regression  instead  of  progression ; their 
inferiority  or  feeling  of  inferiority  pushes 
them  back,  they  cannot  compete.  Some  with 
or  without  accident,  shock  or  disease  light  up 
a train  of  symptoms.  They  seek  relief  for 
palpitation,  insomnia,  phobias,  etc.,  that  are 
really  dependent  upon  fear,  introspection,  or 
self-consciousness  brought  about  by  heredi- 
tary tendencies  and  environment.  They  have, 
as  it  were,  grown  or  developed  to  such  a con- 
dition. 

The  acquired  is  quite  different.  A man  has 
made  good,  he  works  hard,  loses  sleep.  He 
drinks  and  smokes  to  excess.  He  drives  him- 
self. Suddenly,  after  “flu”  or  severe  strain 

*Read  before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  21,  22,  23,  1926. 
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lias  a dizzy  spell  with  palpitation.  He  is 
seized  with  a feeling  of  impending  death.  He 
is  harassed  with  a dread  or  fear  of  another 
attack.  He  avoids  everything  and  everybody 
with  a long  train  of  symptoms  for  his  family, 
friends  and  doctors  to  listen  to. 

A woman  born  of  good  stock  and  the  pos- 
session of  a good  healthy  body  married,  has 
children,  works  hard,  has  some  illness,  or 
possibly  family  troubles,  starts  with  vague 
aches,  restless  nights,  eats  little  and  soon  de- 
velops the  picture  of  the  so-called  neurotic. 
As  we  all  work  and  have  our  troubles,  you 
might  ask  why  not  more  people  suffer  from 
nerves.  This  brings  us  to  an  important  ques- 
tion which  T feel  is  overlooked.  That  is.  the 
personality  of  the  individual.  It  is  not  how 
you  would  react  to  such  circumstances,  but 
how  the  particular  personality,  the  patient 
before  you,  reacted.  We  all  behave 
or  react  differently.  We  are  not  all 
endoAved  with  the  same  capacity  to  endure. 
We  do  not  carry  our  burdens  the  same  way. 

We.  as  physicians,  are  schooled  to  overlook 
risk,  or  reaction  to  certain  situations.  Like 
the  workman  at  dangerous  trades,  our  feel- 
ings are  curbed,  consequently  we  are  prone  to 
treat  these  unfortunates  as  a class  and  not  as 
individuals. 

Regardless  of  the  theories  as  to  the  origin 
or  cause  of  these  conditions.  Avhether  avp  ac- 
cept the  theory  of  Freud : whether  we  believe 
in  the  question  of  constitutional  inferiority, 
whether  we  hold  to  a physical  basis,  their 
symptoms  are  practical^  the  same.  Tt  is  a 
morbid  mental  or  nervous  state.  To  many  it 
seems  they  will  not  try  to  dispel  from  their 
minds  the  fear  or  obsession.  Their  real  con- 
dition is  such  theyc  annot  will.  These  fears, 
etc.,  so  dominate  their  mental  lit  > that  thev 
are  seemingly  powerless  to  associate  ideas  or 
reasons  about  their  condition.  Thex^  cannot 
reach  a conclusion  or  settlement  in  their  oavp 
minds.  They  understand  your  or  idanatiou. 
hut  they  do  not  always  expel  their  doubt 
which  prevents  a final  judgment  or  rid  them 
of  troubles. 

In  addition  to  the  nervous  symptoms  thev 
have  various  physical  signs  and  symptoms.  It 
is  not  uncommon  to  find  pelvic  pathology, 
ptosis  with  its  varied  sym phonology  With 

th,-  mental  inertia  ihore  is  muscular  asthenia, 
leading  to  false  posture,  AAdiieh  naturally  re- 
sults in  various  aches  and  pains. 

Tt  is  not  within  the  limits  of  this  paper  to 
mention  all  the  SAunptoms,  fmt  the  ’’oferenco 
so  far  is  sufficient  to  lead  one  to  believe  that 
manxr  of  the  “Neuros”  are  sick  as  well  as 
being  nervous.  Tf  theAr  are  sick  phvsioallv. 
it  accounts  for  the  nerArousness  and  them 
complaint  is  not  all  foolishness.  T have  un- 
der observation  a lady  physician,  Avho  by  ac- 


cident is  now  a so-called  Neuro.  She  says  “I 
never  realized  the  condition  of  those  poor 
nervous  people.” 

You,  as  practitioners,  are  familiar  with  the 
Neurasthenic,  Hysterical,  and  Ilypochondro- 
cal  patients. 

The  management  of  this  class  of  patients 
is  a task  most  doctors  try  to  avoid.  The  re- 
sults are  not  ahvays  what  we  would  desire, 
but  a great  deal  can  be  done  for  them.  Many 
are  cured  and  made  happy.  A good  per  cent 
are  relieved  to  the  point  where  they  can  car- 
ry on,  Avhile  a lesser  number  remain  “Neu- 
ros.  ’ ’ 

Those  who  are  neurotic  by  heredity,  con- 
stitutional inferiority,  are  the  least  amenable 
to  treatment.  They  are  almost  beyond  hope,  es- 
pecially of  becoming  President  of  the  United 
States.  They  tax  the  patience  of  everybody. 
I sometimes  feel  that  the  best  remedy  would 
be  to  transport  them  to  a neAV  Avorld,  away 
from  relatives  where  they  could  grow  up  with 
the  country,  re-live  their  lives  under  new 
circumstances  and  environment. 

The  care  and  treatment  of  the  psychoneu- 
rotic depends  upon  the  circumstances  and  na- 
ture of  the  individual  case.  Each  is  a prob- 
lem of  themselves.  Tn  many  instapces  it  is  a 
situation  to  be  managed  rather  than  one  re- 
quiring medical  treatment.  No  fast  rules  can 
be  laid  down.  Tt  is  the  judgment  of  the  at- 
, tending  physician  to  decide.  Expressed  in 
the  language  of  the  stock  market,  “they  are 
good  for  a long  pull.” 

The  first  and  most  important  thing  to  do  is 
to  win  the  confidence  of  the  patient.  Noth- 
ing ecmals  honesty  and  frankness  with  this 
type  of  patient.  If  you  tell  them  that  you  do 
not  knoAV  AA'hat  ails  them,  some  day  they  will 
come  back  to  you  for  your  opinion  of  other 
questions  because  you  were  honest. 

Medical:  My  experience  has  led  me  to 

believe  that  too  much  stimulating  and  Seda- 
tive remedies  are  used.  Tf  the  patient  can 
be  controlled  otherwise,  it  is  far  better  to 
leave  off,  or  to  use  as  little  as  possible  of 
symptomatic  medication. 

The  majority  of  so-called  “neuros”  that 
come  to  me  are  to  my  opinion  and  belief 
neurotic  from  accident  or  disease,  therefore 
it  is  my  aim  to  improve  this  condition.  Tt  is 
niA'  experience  that  Tron  is  one  of  our  best 
remedies  for  the  neurotic.  Improve  the  oxy- 
gen carrying  powers  of  the  blood  with  appro- 
priate rest  and  food,  and  you  wi II  relievo 
many  of  their  symptoms. 

You  work  with  the  object  of  increasing  the 
endurance  and  by  accomplishing  this  your 
patiept  Avill  fatigue  far  less,  and  shoAv  less 
nerve  irritability,  which  account  for  so  many 
of  their  symptoms. 

Many  of  them  have  grown  accustomed  to 
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hypnotics  and  rely  upon  them  to  produce 
sleep.  They  are  going  to  have  many  nights 
of  restlessness  and  sleeplessness  regardless  of 
the  hypnotics  that  you  use,  and  it  has  been 
my  practice  to  avoid  these  and  resort  to  gen- 
eral reconstructive  measures  and  re-establish 
the  habit  of  sleeping.  I am  satisfied  that  this 
procedure  is  the  wisest.  In  other  words  my 
procedure  is  to  work  for  the  tomorrow  and 
not  for  today.  I do  not  mean  to  imply  that 
I do  not  use  sedatives,  but  J do  wish  to  state 
emphatically  that  it  is  the  b>o  frequent  and 
large  doses  that  do  the  patient  no  good. 

My  line  of  medication  is  one  of  two  pro- 
cedures. First,  and  most  essential,  is  the 
digestion.  The  old  adage,  the  way  to  a man’s 
heart  is  through  his  stomach  applies  here.  If 
you  can  eat  and  digest  it  you  feel  better  with 
the  world.  If  the  digestion  is  going  good  I 
give  Iron  in  small  doses.  If  these  procedures 
are  not  indicated  I resort  to  re-education  and 
persuasion  with  some  simple  medication  to 
satisfy  the  patient. 

Psychotherapy:  The  majority  present  psy- 
chic symptoms  and  these  are  met  only  by 
psychological  procedures.  While  there  may 
be  a physical  basis  as  the  origin  of  these  symp- 
toms, correction  of  such  condition  does  not  al- 
ways correct  a habit  of  thinking  and  feeling, 
consequently,  a re-education  is  required.  It 
is  natural  to  fear.  We  all  have  imperative 
ideas,  we  are  obsessed  at  times  with  various 
thoughts,  but  our  attention  and  interest,  and 
effort  upon  our  part,  will  power,  throw  them 
aside  for  other  things.  If  we  revive  these  of- 
ten enough  they  will  soon  become  a part  of 
us,  habit. 

Psychotherapy  is  very  important  and  un 
fortunately  has  been  over  used  or  not  proper- 
ly used.  I am  not  an  advocate  of  psycho- 
analysis. Cases  which  I have  seen  that  have 
been  psycho-analyzed  are  far  more  miserable 
than  before.  No  doubt  in  the  hands  of  cer 
fain  men  this  procedure  has  been  successful. 
I do  not  believe  that  Freud’s  theory  of  the 
origin  of  psychoneurosis  will  hold  true,  con- 
sequently, I cannot  resort  to  his  procedure  of 
a cure. 

The  psychotherapy  which  I use  is  a whole- 
some talk  concerning  the  many  things  that 
come  \ip  in  daily  life  and  in  the  mind  of 
these  patients.  Frequently  instances  have 
been  misinterpreted.  Many  things  they  do 
not  understand.  They  do  not  thoroughly 
realize  the  position  that  they  are  in.  They 
are  lost,  as  it  were,  not  knowing  what  to  do. 
My  object  is  to  find  out,  if  I can,  the  things 
that  are  troubling  them,  their  complex.  I do 
not  suggest  various  subjects  for  discussion  I 
let  them  tell  me  what  is  on  their  minds  By 
avoiding  suggestions  I do  not  put  new  ideas 
in  their  heads  to  worry  them. 


In  many  instances  the  patient  is  to  be  re- 
educated how  to  combat  fears,  etc.  They 
have  avoided  the  things  that  associates  or  re- 
calls them  until  they  are  shut  off  from  the 
ordinary  life. 

My  practice  is  to  insist  as  natural  a life 
as  possible.  The  earlier  they  are  shown  that 
they  can  go  in  crowded  places,  etc.  the  bet- 
ter. To  lose  sight  of  the  consciousness  of  any 
act  is  to  become  accustomed  to  it,  and  soon 
they  find  that  they  can  perform  these  acts 
without  self-consciousness.  It  is  a question 
of  persuasion  and  re-education.  These  pro- 
cedures require  patience  and  time  to  show 
results,  but  I am  convinced  that  it  is  the  only 
rational  psychotherapy. 

Sanitariums : When  should  they  be  put  at 
rest?  This  is  answered  by  their  physical  con- 
dition. Tf  there  is  marked  weakness  and  fa- 
tiguability.  rest  eaves  them.  Those  cases  with 
pronounced  fears,  impulses,  etc.,  sometimes 
do  better  at  rest  and  confinement,.  It  takes 
a changed  environment  and  routine  to  im- 
press them,  but  a few  weeks  at  a hospital  will 
not  do.  it  reouires  months.  Because  a pa- 
tient becomes  dissatisfied  is  no  reason  to 
-’hanere  sanitariums.  Tt,  is  not  what  thev  want 
that  is  froin"  to  beln  them,  but  it  is  what  thev 
yet.  Unfortunately  their  friends  interfere 
at  this  discipline  and  spoil  results. 

There  are  certain  individuals  if  put  to  bed 
tt>ev  fret,  are  more  restless,  and  suffer  more 
than  when  allowed  freedom.  Action  seems  to 
help  them  control  their  tentior-  or  restless- 
ness. 

Sometimes  a partial  rest  cure  will  give  bet- 
ter results.  It  is  well  to  see  that  the  patient 
is  satisfied  and  willing  to  cooperate,  other- 
wise your  work  is  without  results. 

Confinement  in  some  sanitariums  is  worse 
than  the  jail.  At  the  jail  we  mingle  with 
people  without  feeling,  sleep  on  hard  beds, 
and  they  might  harden  the  sensitive. 

Taking  a rest  cure  in  some  hospitals  is 
like  resting  in  peace  and  quiet  at  a busy  street 
corner.  At  home  there  is  no  peace.  To  find 
a suitable  place  for  them  is  often  most  annoy- 
ing. You  find  yourself  saying,  if  not  singing 
that  popular  song,  “What’ll  1 Do.” 

If  sanitarium  treatment  is  advisable  the 
larger  institution  with  physio-therapy  depart- 
ment and  other  procedures  that  helps  to  keep 
the  patient  occupied  are  to  be  preferred. 
These  places  are  beyond  the  means  of  most 
patients,  and  home  treatment  is  their  lot,  and 
well  it  is,  for  sanitarium  care  alone  does  not 
correct  complexes. 

Occupation:  “The  idle  brain  is  the  devil’s 
workshop”  certainly  applies  to  psychoneu- 
rosis. If  we  can  get  these  patients  interested 
in  something  else  other  than  the  “me”,  it  is 
the  best  dose  of  medicine  that  you  could  give 
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them.  Many  of  these  cases  I never  permit  to 
quit  work.  Frequently  they  need  the  compen- 
sation. and  they  certainly  need  the  occupa- 
tion, and  with  the  demonstration  that  they 
are  capable  of  doing,  creates  a more  favorable 
position  than  idleness  and  being  in  debt. 
Those  cases  that  have  no  vocation  or  from 
their  physical  condition  are  incapaciated  for 
work,  occupational  therapy  can  be  used  to  an 
advantage.  An  elaborate  occupational  ther- 
apy shop  is  not  needed  or  essential.  Many 
little  turns  can  he  resorted  to  that  would  ac- 
complish the  same  object,  that  is,  arousing  an 
interest  or  the  “will  to  do”  things,  rather 
than  nurse  their  own  miserableness. 

A popular  remedv  is  to  take  a trip,  go 
South,  go  to  the  Springs,  go  somewhere.  The 
best  thing  that  a trip  does  is  to  relieve  the 
doctor  or  household  for  the  time  the  patient 
is  away.  A pleasant  sojourn  to  a foreign 
place  does  any  one  good.  It  helps  to  shake 
off  the  burdens  and  allows  a new  grip  on 
things,  provided  we  are  in  reasonable  good 
health,  hut  a few  weeks  does  not  cause  these 
people  to  change  their  way  of  feeling  or 
thinking.  Their  habit  of  association  of  ideas 
is  too  firmlv  fixed  to  be  affected  in  a short 
time.  The  result  of  such  procedure  is  usual- 
lv  a depleted  po^kpfbook.  which  makes  them 
feel  more  discouraged.  Tf  the  patient  has  the 
means,  can  reallv  enjoy  a certain  place  or 
willing  to  enter  into  the  spirit  of  having  a 
good  time,  all  well  and  good,  but  let  them 
know  that  no  miracles  are  to  be  expected. 

Many  of  these  cases  have  pathological  con- 
ditions, as  pelvic,  rectal,  gastric  ptosis,  etc. 
These  conditions  demand  attention  and 
should  be  corrected,  but  the  removal  of  such 
pathology  will  not  mire  the  psycho-neurotic. 
It  is  not  an  uncommon  experience  to  have  a 
patient  say.  the  operation  did  me  no  good. 
It  is  my  practice  to  have  the  condition  de- 
manding an  operation  corrected,  but  less  ser- 
ious conditions  are  put  off  until  they  are  more 
able  to  “come  back”  from  the  shock  of  the 
operation.  Extracting  teeth,  pulling  tonsils, 
fitting  glasses,  etc.,  do  not  cure,  they  only 
remove  sources  of  irritation  or  infection. 

Discourage  changing  doctors.  Their  friends 
doctor  is  not  always  the  best.  Sometimes  a 
change  is  advisable,  but  drifting  from  one  to 
another,  hearing  different  interpretations  and 
suggestions  only  increase  their  doubt,  and 
-onfuse  their  opinions  of  the  real  condition. 
Tf  the  patient  has  no  confidence  in  the  phy- 
sician, this  is  reason  for  a change.  I have  seen 
them  leave  their  family  physician,  in  whom 
they  have  confidence,  in  order  to  be  under  the 
care  of  a specialist.  Sometimes  this  is  good, 
but  often  it  is  not. 

Financial : If  you  are  a family  doctor  your 
duty  is  to  treat  the  patients.  Why  should 


you  decline  these  cases  for  the  reason  you 
have  no  patience  with  neurotics.  Why  show 
your  psychopathic  inferiority  by  a lack  of  pa- 
tience with  such  patients.  Possibly  your  pa- 
tience in  the  early  stages  might  cut  short 
their  duration.  Don’t  send  them  away  with 
the  statement  that  “it  is  all  imagination.”  If 
they  consume  your  time,  charge  them  accord- 
ingly. It  is  skilled  work,  and  skilled  workmen 
demand  good  pay. 

It  has  been  my  fortune  to  see  these  cases 
treated  by  many  different  methods.  Weir 
Mitchell  treatment,  hypnotism,  various  sani- 
tarium methods,  osteopaths,  chiropractors  and 
all  kinds  of  quacks.  Each  individual  has  his 
choice,  but  the  thing  that  does  the  most  good 
is  the  method  that  rests  upon  common  sense, 
that  is  to  improve  their  physical  condition, 
common  sense  living,  with  time  to  effect 
changes. 

DISCUSSIONS 

W.  E.  Gardner,  Louisville:  I enjoyed  Dr. 

Moren’s  paper  as  I always  do  any  paper  that 
he  presents  to  a medical  society  because  it  is 
always  extremely  interesting  and  practical,  and 
it  is  a pleasure  to  enter  into  the  discussion  of 
the  subject  presented  today. 

He  spoke  of  the  condition  of  the  psycho-neu- 
rosis in  a general  sort  of  way  with  particular 
reference  to  the  condition  of  psychasthenia. 
These  cases  of  psychasthenia,  this  particular 
type  of  psycho-neurosis,  are  perhaps  the  most 
difficult  ones  that  we  have  to  handle.  This  is 
the  individual  with  the  peculiar  phobias  and  im- 
pulses, the  so-called  “obsessive-compulsive”  neu- 
rosis, in  which  Dr.  Moren  says  suddenly  a pa- 
tient has  peculiar  physical  symptoms  with  a good 
deal  of  emotional  upset  and  fright  at  the  time. 
He  develops  a state  of  anxiety.  Unconsciously,  if 
not  consciously  he  has  a fear  that  he  is  going  to 
die,  if  not  at  that  particular  time  at  some  future 
date.  From  this  original  phobia  he  may  develop 
quite  a variety  of  other  phobias.  This  big  pho- 
bia becomes  split  up  into  a lot  of  little  phobias 
of  other  sorts,  but  a great  many  of  them  are 
only  symbolical  of  a particular  fear  he  has  de- 
veloped, and  frequently  that  is  the  fear  of  death 
or  sudden  serious  illness. 

These  cases  apparently  come  suddenly.  As 
Dr.  Moren  says  they  are  more  likely  to  occur  in 
the  unstable  individual  where  there  has  been  a 
hereditary  tendency  to  nervous  diseases  in  the 
family.  While  even  ffiese  conditions  might  be 
said  to  be  acquired  due  to  some  exciting  cause 
that  took  place  at  the  time,  yet  back  of  even 
some  of  the  acquired  types  is  this  unstable  con- 
dition which  he  referred  to  as  the  hereditary 
type. 

It  is  always  a most  difficult  task  to  get  rid  of 
these  phobias,  to  find  out  and  try  to  show  the 
patient,  if  possible,  the  source  upon  which  his 
phobia  is  founded. 
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Dr.  Moren  said  that  he  does  not  believe  in 
psycho-analysis,  and  personally  I do  not  unless  it 
can  be  done  very  thoroughly.  I think  there  are 
very  few  men  in  this  country  who  do  psycho-an- 
alysis thoroughly.  It  is  a long,  tedious  process. 
It  is  a process  sometimes  extending  over  six 
months  a year;  or  two  or  three  years,  to  relieve  a 
patient  completely  by  psycho-analysis.  It  takes  a 
lot  of  time,  patience  and  skill,  with  a personal- 
ity peculiarly  adapted  to  that  kind  of  work. 
The  patient  who  is  partly  or  incompletely  psy- 
cho-analyzed is  frequently  made  much  worse 
than  if  it  had  never  been  attempted. 

I do  not  believe  in  some  of  these  persistent 
cases  of  psychoasthenia  with  these  peculiar  pho- 
bias, the  source  of  which  the  patient  himself  is 
not  able  to  understand  and  he  realizes  himself 
how  foolish  his  fears  are,  that  there  is  usually  a 
psychological  background.  Things  have  been  put 
out  of  his  mind,  so  to  speak,  but  have  really 
been  put  in  more  deeply  and  require  some  sort 
of  psychological  investigation  to  reveal  them. 

We  all  do  more  or  less  short  cut  psycho-an- 
alysis by  listening  to  the  patient  carefully,  be- 
ing honest  with  the  patient  and  hearing  his  full 
story.  If  he  has  no  physical  disease  assure  him 
as  soon  as  possible  that  that  is  true.  A thorough 
physical  examination  is  necessary  in  „nese  cas- 
es, as  Dr.  Morrison  said,  because  we  want  to 
assure  the  patient  that  there  is  no  physical  back- 
ground for  these  conditions.  After  this  has 
been  determined  by  a reasonable  method  of  in- 
vestigation, then  we  should  assure  the  patient 
that  he  has  no  physical  organic  conditio...  but 
admit  that  he  is  an  ill  person,  he  is  nervously 
and  mentally  ill  for  the  time  being,  and  it  is 
better  to  take  this  position  with  the  patient  than 
to  try  to  dismiss  him  with  the  idea  that  symp- 
toms are  imaginary.  The  patient  then  begins  to 
have  confidence.  I feel  we  should  not  be  em- 
Darrassed  in  having  these  patients  come  to  us 
over  a good  long  period.  I think  the  general 
practitioner  feels  if  he  is  not  able  to  relieve  the 
psycho-neurotic  patient  in  a reasonably  short 
time  it  is  not  fair;  that  the  patient  is  imposing 
upon  his  time;  that  he  is  imposing  upon  the 
credulity  of  the  patient  and  he  is  inclined  to  dis- 
miss them  too  soon. 

We,  either  as  practitioners  or  specialists,  must 
take  more  time;  let  the  patient  come  to  the  of- 
fice repeatedly  and  tell  his  story.  That  is  an 
analysis  in  itself.  Listen  to  him  patiently.  If 
there  is  no  special  medication  to  be  given,  some- 
times certain  remedial  measures  may  be  used. 
One  would  be  justified  perhaps  in  using  moderate 
static  electricity  or  the  ultraviolet  ray,  if  neces- 
sary, to  form  an  excuse  to  have  the  patient  come 
back  to  your  office  for  these  conferences  with 
him.  If  you  are  not  willing  to  do  that  say  to 
the  patient  frankly,  “This  is  going  to  require 
some  time.  Come  to  the  office  regularly  two  or 
three  times  a week,  tell  your  story.  We  will  lis- 


ten to  it  and  see  if  we  can  find  out  what  the 
conflict  is.”  You  are  often  able  to  help  them 
greatly. 

Some  of  these  patients  are  never  entirely 
well.  They  are  relieved  for  the  time  being,  es- 
pecially this  hereditary  type  of  instability.  We 
are  not  able  to  cure  these  patients  but  we  are 
able  to  relieve  them.  Sometimes  they  will  be 
relieved  for  months  or  perhaps  years,  then  cir- 
cumstances will  arise,  domestic  strain,  emotional 
shocks,  and  then  will  have  relapses.  Let  them 
come  back  to  you.  You  are  able  to  support  the 
patient  through  a great  many  years  and  are  of- 
ten able  to  do  a very  useful  work-  We  should 
not  be  embarrassed  in  saying  to  the  patient  that 
he  may  have  a relapse,  but  if  he  comes  back 
with  the  symptoms,  say  to  him  that  you  will  try 
to  support  him  again. 

I would  insist  upon  honesty  and  sincerity  with 
these  patients,  as  suggested  by  Dr.  Moren,  and 
I do  feel  that  a sympathetic  understanding  of 
these  patients  and  some  sort  of  a practical  an- 
alysis of  their  condition  is  essential,  and  will  in 
the  long  run  bring  the  best  results. 


CESAREAN  SECTION,  WITH  SPECIAL 
REFERENCE  TO  THE  LOW 
OPERATION* 

By  Scott  D.  Breckinridge,  Lexington. 

Although  the  subject  of  Cesarean  section 
may  appear  a hackneyed  one  to  present  be- 
fore any  medical  body  today,  yet  the  large 
number  of  articles  appearing  annually  show 
that  this  subject  remains  one  of  general  in- 
terest and  the  fact  that  many  of  these  ar- 
ticles deal  with  the  advantages  of  the  low,  or 
cervical,  operation  over  the  classical  while 
the  majority  of  those  doing  operative  obstet- 
rics are  very  slow  to  adopt  this  technic  may 
serve  as  excuse  for  this  presentation.  If  fur- 
ther excuse  be  needed,  let  it  be  found  ih  the 
fact  that  our  National  sesqui-centennial 
of  the  Porro  Cesarean  section  with  hysterec- 
tomy and  the  centennial  of  the  extra-perito- 
neal operation  of  Baudelocque. 

There  is  no  intention  of  exhausting  the 
time  and  the  patience  of  this  audience  by  a 
review  of  the  history  of  delivery  by  the  ab- 
dominal route.  It  is  sufficient  to  say  that, 
from  the  presentation  of  the  radical  opera- 
tion by  Porro  in  1876  and  the  conservative 
operation  by  Saenger  in  1882,  the  operation 
has  been  fairly  well  standardized,  its  indica- 
tions have  been  constantly  broadened  and  ob- 
stetricians have  constantly  sought  to  so  im- 
prove its  details  as  to  remove  the  excessive 
morbidity  and  mortality  that  were  bound  to 
accompany  it  when  used  as  an  emergency 
rather  than  as  an  elective  measure.  As  an  in- 

*Read  before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  21,  22,  23,  1926. 
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dication  of  this  mortality,  it  may  be  noted 
that  Cesarean  section  ranked  second  only  to 
puerperal  infection  as  an  obstetrical  cause  of 
death  in  Massachusetts  in  1922. 

The  more  pronounced  departures'  from  the 
so-called  classical  technic  have  all  aimed  at 
an  approach  through  the  thinner,  relatively 
immobile  cervix  and  are  broadly  divided  into 
the  extra-peritoneal  and  trans-peritoneal 
types.  The  basic  work  of  Sellheim  has  led  to 
the  two  diverging  types  of  Latzko  and  of 
kroenig,  one  a true  extra-peritoneal  and  the 
other  as  definitely  a trans-peritonieal  opera- 
tion. According  to  DeLee  (1),  there  are  now- 
some  twenty  variations  of  abdomino-cervical 
delivery.  Very  able  and  comprehensive  sum- 
maries of  the  advantages  and  disadvantages 
of  the  various  types  of  operations  have  been 
presented  by  McGlinn  (2)  and  by  Phaneuf 
(3).  There  can  be  no  doubt  that,  with  the  in- 
creasing importance  that  is  being  placed  upon 
the  interests  of  the  unborn  child  and  the  ap- 
preciation of  the  immediate  and  distant  harm- 
ful effects  of  the  more  serious  procedures  for 
operative  delivery  by  the  normal  passages, 
obstetricians  feel  keenly  the  necessity  for  low- 
ering the  material  hazard  in  that  type  of  neg- 
lected or  mishandled  emergency  where  ab- 
dominal delivery  is  most  indicated  and,  at  the 
same  time,  most  fraught  with  risk  for  the 
mother. 

With  the  vast  majority  of  deliveries  pei’- 
formed  by  the  general  practitioner  in  the  pa- 
tient’s home  and  a very  large  proportion  of 
the  operative  deliveries  performed  by  the  gen- 
eral surgeon  in  general  hospitals,  the  prob- 
lem does  not  appear  to  be  the  decision  where- 
in lies  the  best  procedure  to  be  employed  by 
the  trained  obstetrician  in  the  properly 
equipped  maternity  when  dealing  with  his 
own  patients.  To  the  man  trained  surgically, 
but  not  obstetrically,  the  abdominal  delivery 
will  probably  always  be  the  method  of  choice 
in  emergency.  The  patients  that  come  to  such 
a man  are  generally  those  that  have  been  in 
labor  for  many  hours ; have  had  repeated  vag- 
inal examinations  in  the  home,  without  the 
precautions  of  vulvar  shave  and  preparation 
and  frequently  without  rubber  gloves,  and 
have  not  infrequently  had  unsuccessful  at- 
tempts at  instrumental  delivery  by  the  nor- 
mal passages.  With  statistics  proving  that 
the  maternal  morbidity  and  mortality  vary 
c I i recti v with  the  duration  of  labor,  its  dura- 
tion after  rupture  of  the  membranes,  the 
number  of  vaginal  examinations  and  manip- 
ulations. particularly  attempts  at  delivery, 
and  laxity  in  the  strict  observance  of  the 
aseptic  te-hnir,  what  is  the  surgical  consult- 
ant to  do  with  these  patients  who  are  obstet- 
rically incompetent  so  far  as  spontaneous  de- 
livery is  concerned?  In  the  final  analysis,  he 


has  no  alternative  to  the  abdominal  delivery. 
But,  even  though  driven  to  the  abdominal 
route,  it  is  certainly  incumbent  upon  him  to 
choose  that  technic  which  offers  the  best  im- 
mediate and  distant  prognosis  for  mother  as 
well  as  child. 

Upon  such  premises,  three  genei’al  types  of 
operation  offer:  one  of  the  modifications  of 
the  so-called  classical  operation,  as  developed 
by  iSaenger ; one  of  the  modifications  of  the 
extra-peritoneal  operation,  suggested  b y 
Baudelocque  in  1826  and  perfected  by  Latzko 
in  recent  years;  and  one  of  the  modifications 
of  the  trans-peritoneal  operation,  of  which 
Kroenig ’s  technic  is  probably  the  best  known 
and  most  widely  practiced.  It  is  believed  that 
(he  second  of  these  choices  may  be  discarded 
as  offering  difficulties  sufficiently  beyond  the 
attainments  of  the  average  surgeon,  only  oc- 
casionally operating  in  this  field,  to  make  the 
danger  to  the  mother  from  the  operation  out 
of  proportion  to  the  probable  benefits.  The 
classical  operation  has  in  its  favor  two  points, 
— it  is  one  of  the  simplest  operations  in  ab- 
dominal surgery  and  is  one  that  lends  itself 
1o  speedy  performance.  To  these,  a third 
might  be  added,- — when  combined  Avith  hys- 
terectomy (the  Porro  operation),  it  still  con- 
stitutes our  safest  abdominal  procedure  in 
frankly  infected  cases.  DeLee  and  Cornell 
(4)  summarize  its  disadvantages  as  “ (1)  the 
too  high  maternal  mortality;  (2)  the  high 
primary  morbidity;  (3)  the  late  morbidity; 
(4)  adhesions;  and  (5)  rupture  of  the  uterus 
in  subsequent  pregnancy  and  labor.”  The 
same  authors  give  as  the  advantages  of  the 
low  operation  the  greater  resistance  of  the 
cervix  to  infection;  the  greater  resistance  of/ 
(he  lower  abdomen  to  infection;  the  location 
of  the  wound  in  a portion  of  the  uterus  that 
is  relatively  immobile  and  unaffected  by 
either  after-contractions  or  the  tissue  changes 
of  involution ; the  relative  absence  of  danger 
from  lochial  leakage ; the  reduction  of  ad- 
hesions to  a minimum ; the  reduction  of  sub- 
sequent rupture  of  the  scar  to  a minimum, 
there  being  only  five  such  cases  reported,  of 
which  three  are  unproved ; the  safety  of  a 
real  test  of  labor,  and  the  greater  freedom 
from  abdominal  hernia.  Cornell  has  given  in 
a previous  paper  (5*)  what  he  considers  the 
only  two  disadvantages  of  this  operation,  the 
requirement  of  greater  operative  skill  and  a 
more  detailed  knowledge  of  the  anatomy  of 
(he  pregnant  woman. 

In  a discussion  by  DeLee  (6)  of  the  re- 
sults following  (he  performance  of  the  low 
operation  in  330  cases  at  the  Chicago  Lying- 
in  Hospital  certain  interesting  comparisons 
are  made.  During  the  same  period,  there 
were  136  classical  operations  performed  by 
the  same  surgeons,  presumably  upon  cases  se- 
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lected  as  clean  and  relatively  good  risks.  In 
tlie  330  low  operations,  there  were  two  deaths 
and  in  the  136  classical  there  were  seven 
deaths, — a maternal  mortality  of  less  than  2-3 
of  1%  as  against  over  5%  in  favor  of  the 
low  operation.  From  such  a source,  these 
figures  must  certainly  be  accepted  as  most  im- 
pressive, if  not  as  absolutely  conclusive  of  the 
relative  merits  of  the  two  operations. 

It  is  felt  that  a brief  glance  at  the  technic 
of  the  Kroenig  operation  will  immediately 
convince  any  surgeon,  who  is  trained  in  ab- 
dominal and  pelvic  surgery,  that  this  proced- 
ure offers  no  great  technical  difficulties.  It 
is  indeed  somewhat  more  difficult  than  the 
classical  operation,  but  only  in  minor  details. 
The  abdomen  is  opened  by  a medium  incision, 
extending  from  the  umbilicus  to  ihe  symphy- 
sis. The  uterine  peritoneum  is  opened  by  a 
somewhat  curvilinear  transverse  incision 
about  two  centimeters  below  its  firm  attach- 
ment to  the  uterus.  The  bladder  is  then  sep- 
arated from  the  cervix  by  finger  dissection 
and  the  same  procedure  followed  with  the 
upper  flap,  except  that  knife  or  scissors  may 
be  necessary  along  the  mid-line.  The  upper 
and  lower  limits  of  the  cervical  incision  are 
then  determined  and  steadied  by  Allis  for- 
ceps ; a small  nick  is  made  at  the  upper  angle, 
and  the  incision  is  completed  with  the  special 
knife  devised  by  DeLee,  by  a large  tonsil 
knife,  or  by  bandage  scissors.  Hemorrhage 
from  the  uterine  sinuses  may  be  controlled  by 
tongue  forceps  or  the  Rubowitz  angular 
clamps.  If  the  membranes  have  not  been  rup- 
tured, they  are  now  opened,  the  spill  being 
controlled  by  large  sponges  or  a suction  ap- 
paratus. In  occiput  anterior  positions,  the 
head  is  rotated  and  extracted  with  short  for- 
ceps. The  uterus  is  closed  in  layers,  care  be- 
ing taken  to  close  the  fascia  separately.  The 
upper  uterine  peritoneal  flap  is  brought  down 
and  sutured,  the  bladder  flap  being  over- 
lapped and  sutured  to  the  upper  flap.  The 
abdomen  is  closed  according  to  the  prefer- 
ence of  the  operator.  There  is  one  detail  of 
Hirst’s  technic  that  may  be  advantageously 
employed  in  suspected  cases.  The  edges  of 
the  parietal  and  visceral  peritoneum  are  sut- 
ured together  before  opening  the  cervix,  thus 
extra-peritonealizing  the  operation.  At  the 
close  of  the  operation  these  suture  lines  may 
be  partly  united  and  a drain  run  directly  to 
the  uterine  wound.  This  is  a further  protec- 
tion against  peritoneal  soiling  in  case  infec- 
tion develops. 

In  conclusion,  it  is  desired  to  emphasize 
certain  points. 

1.  Abdominal  delivery,  as  generally  prac- 
ticed, carries  with  it  a maternal  mortality  of 
from  3%  to  14%,  depending  upon  the  time  in 


[May,  1927 

labor  at  which  delivery  is  effected.  (Polak  & 
Beck,  7). 

2.  In  330  low  operations  at  the  Chicago 
Lying-in  Hospital,  the  maternal  mortality 
was  less  than  2-3  of  1%. 

3.  The  low,  or  cervical,  operation  offers 
definite  anatomical  and  technical  advantages 
over  the  classical  abdominal  hysterotomy. 

4.  The  low,  or  cervical  operation  offers  no 
insuperable  difficulties  to  one  accustomed  to 
abdomino-pelvic  surgery. 

5.  With  lowered  maternal  morbidity  and 
mortality,  and  with  a relatively  simple  oper- 
ative technic,  it  is  incumbent  upon  the  sur- 
geon who  ventures  upon  the  abdominal  route 
of  delivery  to  familiarize  himself  with  the 
technic  ot  the  low  operation  and  to  use  it,  at 
least  in  potentially  infected  cases. 

It  is  desired  to  submit  a brief  resume  of  the 
histories  of  seven  patients  delivered  by  this 
technic  during  the  past  eighteen  months.  The 
cases  are  not  entirely  consecutive,  as  there 
have  been  two  or  three  delivered  by  the  classi- 
cal operation,  during  the  same  period,  for 
various  reasons. 

1.  J.  M.  G.  colored.  I-gravida.  Ward  pa- 
tient. Admitted  to  Good  Samaritan  Hospital 
in  labor.  In  labor  more  than  48  hours.  Gener- 
ally contracted  pelvis.  Delivered  by  celio- 
trachelotomy  3-18-25.  Temperature  above  100 
degrees  for  six  days  immediately  following 
delivery.  Maximum  temperature  above  103 
degrees.  Subsequent  recovery  uneventful. 

2.  Mrs.  G.  K.  Multigravida  Private  patient, 
St.  Joseph’s  Hospital.  History  of  having  lost 
two  children  following  difficult  instrumental 
deliveries  Duration  of  labor  17  hours.  Large 
baby  (9  lbs.).  Delivered  by  celio-trachelot- 
omy  5-29-25.  Temperature  above  100  degrees 
for  four  days.  Maximum  temperature  101.4 
degrees.  The  temperature  elevation  in  this 
case  was  due  to  an  acute  exacerbation  of  an 
old  cholecystitis.  Recovery  was  otherwise  un- 
eventful. 

3.  B.  M.  Colored.  I-gravida.  Ward  patient. 
Admitted  to  Good  Samaritan  Hospital  in  la- 
bor. In  Hospital  more  than  nineteen  hours. 
Generally  contracted  pelvis.  Delivered  by 
celio-trachelotomy  6-4-25.  Temperature  more 
than  100  degrees  first  three  days  post-partum. 
Maximum  temperature  101  degrees.  Puerper- 
ium  otherwise  uneventful. 

4.  Mrs.  R.  C.  I-gravida.  Consultation  with 

Dr.  Anderson  of  Midway  Duration  of  labor 
57  hours.  Elderly  primigravida.  Large  baby 
(8  lb.  10  oz.)  Inefficient  contractions.  Slight- 
ly contracted  pelvis.  Delivered  by  celio-trach- 
elotomy, at  St.  Joseph’s  Hospital,  8-1-25. 
Temperature  99.8  degrees,  or  greater,  for  five 
days.  Urinary  and  blood  pressure  evidences 
of  nephritic  toxemia.  Puerperiuin  otherwise 
uneventful.  • 
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5.  Mrs.  J.  H.  I-gravida.  Private.  Out-of- 
town  patient,  admitted  to  St.  Joseph’s  Hos- 
pital about  two  weeks  ante-partum,  with  his- 
tory of  no  previous  prenatal  care.  Duration 
of  labor  49  hours.  Dystocia  of  undetermined 
origin.  Delivered  by  celio-trachelotomy  8- 
29-25.  Temperature  100  degrees  or  greater 
for  ten  days.  Maximum  temperature  101  de- 
grees. Puerperium  otherwise  uneventful. 

6.  B.  T.  Colored.  II-gravida.  Ward  patient. 
Admitted  to  Good  Samaritan  Hospital  in  la- 
bor. in  Hospital  twelve  hours.  Classical 
celio-hysterotomy  by  Dr.  liedmon  in  previous 
labor.  Generally  contacted  pelvis.  Deliv- 
ered of  twins  by  celio-trachelotomy  3-27-2o. 
Temperature  more  than  100  degrees  for  three 
days.  Maximum  temperature  101  degrees. 
Puerperium  otherwise  uneventful. 

7.  Mrs.  C.  B.  G.  I-gravida.  Private  Dura- 
tion of  labor  more  than  25  hours.  Second 
stage  more  than  5 hours,  with  non-engage- 
ment. Breech  presentation.  Delivered  by 
celio-trachelotomy  at  St.  Joseph’s  Hospital 
9-3-26.  Temperature  greater  than  100  de- 
grees first  four  days  post-partum.  Maximum 
temperature  101  degrees.  Slight  oozing  of 
serum  from  point  4 cm.  from  lower  angle  of 
incision  at  first  dressing,  eight  days  post- 
operative. Puerperium  otherwise  uneventful. 

With  the  exception  of  Cases  No.  2 and  No. 
6,  both  of  whom  were  multigravida,  one  with 
the  history  of  losing  previous  children  follow- 
ing difficult  operative  deliveries  and  the  other 
with  the  history  of  previous  abdominal  de- 
livery, these  patients  were  given  what  might 
be  termed  a severe  test  of  labor,  the  average 
duration  of  labor  being  about  forty  hours. 
The  two  exceptions  were  given  a thorough 
test,  though  less  severe.  In  all  cases,  there 
was  a definite  primary  morbidity,  although  in 
nearly  all  cases  the  temperature  had  subsided 
by  the  time  that  a delivery  infection  would 
have  been  expected  to  declare  itself.  In  no 
case  was  there  evidence  of  intra-abdominal  in- 
fection. The  babies  were  all  saved.  In  all, 
there  was  a marked  absence  of  the  distention 
and  gas  pains  that  are  so  distressing  after  the 
classical  operation. 
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DISCUSSIONS 

W.  T.  McConnell,  Louisville:  In  selecting  a 

procedure  in  Cesarean  section  there  are  three 
things  to  consider;  first,  the  immediate  safety 
to  the  mother;  second,  immediate  safety  to  the 
child;  and  third,  the  remote  safety  to  the  mother. 


Since  this  low  or  cervical  operation  has  been 
given  to  the  public,  there  is  no  question  that 
the  deaths  from  infection  following  operation 
have  been  lessened.  It  gives  us  a means  of  ap- 
proach to  this  difficult  and  hazardous  procedure 
which  heretofore  we  didn’t  have.  There  are  a 
great  many  cases,  however,  where  we  feel  sure 
that  the  woman  is  not  infected,  nor  would  be- 
come infected  afterwards,  where  at  the  time  of 
operation,  through  exhaustion,  her  condition  is 
such  that  the  degree  of  shock  she  would  sus- 
tain would  perhaps  sway  us  to  the  high  opera- 
tion. The  cervical  or  low  operation  requires 
more  time;  it  requires,  as  the  essayist  has  point- 
ed out,  more  skill.  Your  woman  is  under  anes- 
thetic a good  deal  longer  before  the  baby  is  de- 
livered, thereby  more  completely  anesthetizing 
your  baby,  and  the  resultant  shock  to  the  mother 
is  often  greater  by  this  longer  and  more  difficult 
technic. 

Those  are  the  main  things  to  be  considered 
when  the  couchier  is  confronted  with  making  a 
decision  as  to  which  method  he  should  employ. 

Where  we  have  a clean  case  and  the  woman 
is  not  in  best  condition  from  fatigue,  the  high 
operation  appeals  to  me  as  being  tbe  operation 
of  choice.  Where  we  have  a potentially  infect- 
ed case  and  the  woman  is  in  good  condition,  the 
operation  from  below  is  the  operation  of  choice. 

There  is  one  danger  not  mentioned  by  the 
essayist  that  we  must  consider,  and  that  is,  you 
are  more  likely  to  get  hemorrhage  from  the  low- 
er segment  than  the  upper.  The  arteries  that 
come  in  there  are  more  closely  allied  to  thai, 
section  of  the  uterus.  Where  we  have  a rup- 
ture of  the  uterus,  we  usually  get  it  through 
the  lower  segment.  That  is  a point  to  be  borne 
in  mind  in  the  selection  of  this  operation. 

Scott  D.  Breckinridge,  Lexington  (in  closing)  : 
I don’t  think  there  is  much  to  add  to  Dr.  McCon- 
nell’s remarks.  He  has  emphasized  the  import- 
ance of  the  time  element.  I think  DeLee  has 
answered  this  contention.  The  mortality  for  the 
136  done  under  the  high  operation  was  five  per 
cent.  Of  course  DeLee  advocates  a local  anes- 
thetic. 

Dr.  McConnell  suggests  that  we  use  a low 
operation  in  frankly  infected  cases  and  the  high 
in  clean  cases.  Frankly  infected  cases  are  not 
place  for  the  low  operation.  The  uterus  should 
be  removed  in  these  cases.  The  low  operation 
is  indicated  in  clean  and  potentially  infected 
cases.  If  you  suspect  infection  employ  the  Hirst 
technique  and  drainage  instituted  at  the  time. 
If  you  feel  sure  you  will  have  infection,  the  uter- 
us should  not  be  left  in  place. 

I don’t  know  what  to  say  about  the  question 
of  hemorrhage.  I can’t  conceive  any  very  great 
danger  from  hemorrhage  from  either  operation 
in  the  hands  of  a competent  surgeon.  One  is 
working  in  an  absolutely  exposed,  open  field, 
theoretically  knowing  what  he  is  doing,  and 
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with  the  transperitoneal  I don’t  see  how  he  could 
get  threatening  hemorrhage.  Of  course,  with 
the  extra-peritoneal,  which  I obviated  in  my  pa- 
per as  being  too  difficult  for  the  average  man, 
he  might  get  hemorrhage. 


HYPERTENSION,  ITS  SIGNIFICANCE 
AND  MANAGEMENT* 

By  B.  S.  Rutherford,  Bowling  Green. 

To  understand  intelligently  the  manage- 
ment and  significance  of  Hypertension  neces- 
sitates a knowledge  of  the  anatomical  strue 
ture  and  physiological  functions  of  the  parts 
engaged  in  this  process.  The  arteries  are 
supplied  with  circular,  elastic,  muscular  fi- 
bres which  continue  in  their  course  to  the 
smallest  arterioles.  They  have  the  power  of 
contraction  and  expansion,  and  are  presided 
over  by  two  opposing  sets  of  nerve  fibres ; the 
vasoconstrictors  and  vaso  dilators,  which  act 
automatically,  enabliug  the  arteries  to  send  a 
greater  or  less  amount  of  blood  to  an  organ  or 
organs  as  the  necessity  may  require. 

The  arterial  system  is  a series  of  closed 
tubes  of  diminishing  caliber  beginning  at  the 
aorta,  which  is  closed  at  the  cardiac  end  dur- 
ing diastole  by  the  aortic  valve,  and  is  op- 
ened by  pressure  from  within  the  heart  dur- 
ing systole  by  the  oncoming  blood.  They 
are  closed  at  the  other  extremity  by  the  ca- 
pillaries which  yield  to  interarterial  tension, 
allowing  this  system  to  be  flooded  with  blood, 
loaded  with  the  elements  of  nutrition  and 
combustion,  at  which  point  these  elements  are 
given  off  in  the  process  of  metabolism  and 
the  product  of  catabolism  is  taken  on  for  elim- 
ination. 

Considering  the  arterial  system  as  a series 
of  closed  tubes,  we  find  that  as  the  heart  beats, 
the  blood  is  pumped  into  the  arteries  and  1. 
return  to  the  heart  is  prevented  by  closure 
of  the  aortic  valve  during  diastole.  As  it  pass- 
es to  the  capillaries  and  when  it  reaches  this 
system,  it  meets  resistance,  this  causes  the 
pressure  to  rise  in  the  arteries,  and  brings 
into  action  the  normal  tone  of  the  arterial 
walls. 

Blood  pressure  will  reach  normal  and  be 
maintained  at  this  point  when  as  much  blood 
passes  through  the  capillaries  during  a heart 
cycle  as  enters  the  aorta  during  systole.  At 
this  time  the  power  of  the  heart  is  .exactly 
balanced  by  the  factors  of  the  volume  in  the 
arteries,  its  viscosity  and  vasomotor  tone.  Ton- 
us or  blood-pressure  is  the  amount  of  tension 
existing  within  the  arterial  system,  which  is 
largely  controlled  by  the  factors  just  men- 
tioned, the  most  important  of  which  is  vaso- 
motor tone.  This  is  maintained  through  a re- 

*Read before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  21,  22,  23,  1926. 


flex  mechanism,  and  has  for  its  purpose,  the 
maintenance  of  normal  blood-pressure,  in 
spite  of  temporary  alteration  in  peripheral 
resistance.  This  system  has  the  power  to  reg- 
ulate the  amount  of  blood  reaching  any  part 
of  the  body,  according  to  the  demand  of  the 
organs  or  tissues.  Without  the  aid  of  blood- 
pressure  the  heart  could  not  propel  the  blood 
through  the  system  and-  would  soon  wear  it- 
self out  in  its  ineffectual  effort  to  do  so.  A 
man  of  twenty  years  of  age  should  have  a 
systolic  blood  pressure  of  120  with  a permis- 
sible variation  of  fifteen  degrees  above  or  be- 
low. Anywhere  between  these  limits  would 
be  considered  normal.  A man  of  forty-five 
years  of  age,  allowing  one  half  of  a degree 
for  each  year  over  twenty  and  adding  this 
to  120  would  give  him  a normal  bloodpres- 
sure  of  about  132,  with  the  same  permissi- 
ble variation  as  the  man  of  twenty. 

The  question  might  be  asked  whv  the  dif- 
ference in  men  of  these  ages.  The  cause  may 
be  easily  understood.  The  man  of  forty-five 
has  lost  some  of  the  resiliency  of  his  arterial 
walls ; the  blood  meets  with  greater  resist- 
ance ; normal  tonus  is  impaired.  The  energy 
lost  by  a deficit  on  the  part  of  the  arteries  in 
propelling  the  blood  through  the  system,  has 
to  be  supplied  by  a greater  amount  of  energy 
on  the  part  of  the  heart ; this  it  does  by  un- 
dergoing a state  of  compensitorv  hypertrophy. 

It  matters  not  how  well  the  man  of  forty- 
five  may  feel,  nor  how  well  he  is  preserved ; 
he  may  be  able  to  undergo  an  enormous 
amount  of  physical  exertion  without  discom- 
fiture to  himself.  But  when  put  to  a crucial 
test  of  physical  endurance  he  would  be  found 
wanting.  The  man  of  forty-five  can  not  com- 
pete successfully  with  the  man  of  twenty  or 
twenty-five  in  a puglistic  contest  as  he  has  lost 
a part  of  his  cardiac  reserve.  In  fact,  though 
he  may  be  unaware,  senility  has  already  be- 
gun to  manifest  its  ravages ; a condition  he 
cannot  prevent,  but  the  progress  of  which  he 
can  greatly  retard. 

We  see  too  many  men  and  women  die  with 
every  evidence  of  premature  senility  at  the 
ages  of  sixty,  sixty-five  and  seventy  where  the 
same  individuals  might  have  reached  extreme 
old  age,  had  they  begun  earlier  in  life  to  have 
taken  an  annual  inventory  of  their  physi- 
cal condition  and  avoided  in  every  way  pos- 
sible, such  errors  that  are  conductive  to  bring- 
ing about  and  developing  this  condition. 

Hypertension  may  be  found  at  any  age  and 
may  be  produced  by  various  causes.  It  is  be- 
yond the  scope  of  this  paper  to  discuss  it  as 
it  is  variously  manifested ; hence  we  will  dis- 
cuss it  as  it  is  most  frequently  found  in  de- 
clining years,  when  the  machinery  of  life  be- 
gins to  need  repair.  At  this  time  the  arter- 
ies have  begun  to  harden  and  lose  some  of 
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their  elasticity ; normal  tonus  is  impaired ; the 
arteries  continue  to  harden  and  lose  more  and 
more  of  their  power  of  contraction  and  ex- 
pansion. The  heart  being  deprived  of  a part 
of  its  auxiliary  force  in  propelling  the  blood 
through  the  system,  is  called  upon  to  do  a 
greater  amount  of  work,  it  not  only  has  to 
supply  its  usual  amount  of  energy,  but  the 
added  amount  lost  by  the  arteries  because  of 
their  diseased  condition. 

A patient  never  lives  long  enough  to  lose 
all  the  power  of  expansion  and  contraction  of 
his  arteries,  for  in  that  case  all  tonus  would 
be  abolished  and  there  would  be  no  arterial 
tension,  a condition  that  would  be  incompati- 
ble to  life.  It  has  been  authenically  stated 
that  an  individual  cannot  survive  a systolic 
pressure  below  forty-five  degrees.  As  a con- 
sequence of  increased  action  of  the  heart  we 
have  a rising  blood  pressure  and  a compen- 
satory hypertrophy,  both  of  which  are  phy- 
siological, for  without  the  increased  strength 
and  size  of  the  heart  it  could  not  meet  the 
extra  demand,  and  without  an  increase  in 
blood  pressure  the  blood  could  not  be  passed 
through  the  capillaries. 

As  the  condition  of  the  arteries  grows  worse 
the  demand  upon  the  heart  becomes  greater. 
There  ultimately  comes  a time  in  the  history 
of  the  case  when  the  heart,  because  of  over- 
work perhaps  over  a period  of  years,  can  no 
longer  meet  the  demand.  Compensation  ceas- 
es to  supply  additional  energy,  the  cardiac 
reserve  is  gone,  and  dilitation  ensues.  We 
may  find  at  this  time  a murmur  of  relative  in- 
sufficiency, with  regurgitation  of  blood  pass 
perfectly  normal  valves  that  fail  to  close  the 
orifices  because  of  dilitation  that  has  occurred 
in  the  process  of  decompensation.  Long  be- 
fore this  condition  has  been  reached,  however, 
the  patient  usually  has  developed  an  inter- 
stitial nephritis.  We  usually  find  on  examin- 
ation of  the  urine  a low  specific  gravity,  with 
or  without  albumen  or  casts.  It  Is  sometime 
impossible  to  determine  which  is  the  primary 
affection,  the  arteries  or  the  kidnevs.  Either 
is  conducive  to  the  development  of  the.  other 
and  they  go  hand  in  hand  forming  a clinical 
picture  of  cardio  vascular  renal  disease. 

The  most  important  part  of  the  manage- 
ment of  these  cases,  as  is  the  case  with  all 
diseases  is  prophylaxis  and  should  be  begun 
long  before  the  disease  makes  its  appearance. 
Children  should  be  taught  in  their  schools  an- 
atomy and  physiology  that  they  may  under- 
stand the  complexity  and  delicacy  of  the  hu- 
man organism  in  order  that  they  may  better 
comprehend  its  susceptibility  to  abuses  to 
which  it  is  too  often  subjected. 

When  we  are  called  upon  to  treat  an  indi- 
vidual at  or  past  middle  age  with  a blood 
pressure  higher  than  normal,  we  should  warn 


but  not  frighten  him  of  his  condition.  We 
should  give  him  to  understand  that  the  mat- 
ter is  largely  in  his  own  hands  as  to  whether 
he  will  die  of  premature  senility  or  live  to  ex- 
treme old  age.  We  should  familiarize  our- 
selves in  every  detail  as  to  the  patient’s  meth- 
od of  living  and  render  our  advice  according 
to  the  knowledge  thus  obtained.  If  we  find 
him  to  be  a man  who  has  been  in  the  mad 
rush  of  commercial  life,  to  the  extent  that  he 
has  disregarded  all  laws  of  recreation  and 
rest,  we  should  advise  him  to  curtail  his  ac- 
tivities but  not  retire  from  business,  for  the 
worry  from  enforced  idleness  would  defeat 
the  purpose  that  we  might  hope  to  accom- 
plish. Do  not  take  a man  from  his  business 
and  tell  him  to  walk  eight  or  ten  miles  each 
day  in  order  that  he  gets  the  proper  amount 
of  exercise  for  the  reduction  of  bloodpres- 
sure;  the  walking  would  soon  become  monot- 
onous and  his  mind  would  dwell  upon  his 
condition  to  the  extent  that  the  worry  would 
become  a factor  in  perpetuating  the  condition 
instead  of  relieving  it.  The  same  amount  of 
exercise  taken  in  moderation  in  some  gainful 
pursuit  of  business  will  go  much  further  in 
securing  a tranquil  state  of  mind  and  dispo- 
sition which  is  very  essential. 

Even  in  advanced  life,  if  the  individual’s 
mentality  is  well  preserved,  it  is  better  for 
him  to  retain  some  connection  with  his  form- 
er interests  with  occasional  or  frequent  diver- 
sion in  the  way  of  any  hobby  that  he  might 
choose,  than  to  relinquish  all  responsibility. 
He  should  be  impressed  with  the  importance 
of  regular  habits,  avoiding  all  dissipation  and 
securing  the  proper  amount  of  sleep  which  is 
one  of  nature’s  greatest  restorers. 

As  the  disease  advances  we  will  have  oc- 
casion to  treat  various  symptoms,  many  of 
them  yielding  for  a time  verv  satisfactorily 
to  proper  medicinal  measures.  We  are  taught 
that  in  as  much  as  hypertension  is  the  effort 
of  nature  to  propel  blood  under  increased  dif- 
ficulties to  tissues  which  are  clamoring  for 
their  adequate  supply,  the  pressure  should 
not  be  reduced  to  below  160  or  170  systolic, 
and  that  the  vasodilators  are  seldom  if  ever 
indicated.  This  I believe  in  a measure  is  true, 
yet  the  nitrites  are  sometimes  indicated,  and 
can  be  administered  with  the  assurance  of  ob- 
taining satisfactory  results. 

Let  us  observe  a man  with  a systolic  pres- 
sure of  240  or  250,  with  a high  diastolic  pres- 
sure and  marked  cerebral  symptoms  which 
have  failed  to  respond  to  the  treatment  out- 
lined. We  are  confronted  with  an  emergency 
which  if  not  met  will  in  all  probability  result 
in  the  near  future  in  sudden  death  or  a hope- 
less paralytic.  The  nitrites  in  thest  cases 
will  usually  reduce  quickly  the  blood  pres- 
sure, and  relieve  in  a measure  cardiac  strain, 
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and  enable  the  heart  to  regain  some  of  its  lost 
reserve. 

It  has  been  my  observation  that  the  reduc- 
tion of  diastolic  pressure  is  relatively  great- 
er than  the  systolic,  showing  conclusively 
that  cardiac  strain  has  been  reduced.  This 
treatment  should  be  persisted  in  until  the 
threatening  symptoms  have  passed  and  blood 
pressure  manifests  a tendency  to  remain  be- 
low a dangerous  height.  This  plan  of  treat- 
ment is  only  to  meet  a dangerous  emergency 
and  should  be  withheld  as  soon  as  the  desired 
results  have  been  obtained. 

Because  of  the  degenerated  condition  of  the 
myocardium  in  advanced  cases,  it  is  not  un- 
usual for  patients  to  have  attacks  of  auricu- 
lar fibrillation,  which  owing  to  the  rapidity 
of  the  heart’s  action  in  its  already  enfeebled 
condition  may  lead  to  a fatal  termination  if 
not  relieved.  We 'have  in  digitalis  a remedy 
which  will  frequently  relieve  this  condition 
and  restore  the  heart’s  action  to  its  normal 
rhythm.  In  auricular  fibrillation,  the  sino- 
auricular  node  fails  to  send  out  any  excita- 
tory impulse  to  promote  ventricular  contrac- 
tion, the  ventricles  are  responding  to  ectopic 
impulses  supplied  at  rapid  and  irregular  in- 
tervals by  isolated  foci ; the  aiaricles  stand  in 
a state  of  trembling  diastolic  failing  +o  con- 
tract. Digitalis  by  its  inhibitory  effect  will 
silence  the  ectopic  impulses  and  by  its  stim- 
ulating effect  on  the  myocardium  induce  the 
sino-auricular  node  to  resume  its  function. 
Heart  block  may  make  its  appearance  eith- 
er complete  or  incomplete,  which  in  my  opin- 
ion is  much  harder  to  control  than  auricular 
fibrillation. 

I recently  had  a patient  with  cardiovascu- 
lar renal  disease  seventy-two  years  of  age 
with  a systolic  pressure  of  190  who  developed 
complete  heart  block  which  failed  to  yield 
to  any  treatment  I gave.  She  lived  several 
weeks  with  a pulse  rate  from  twenty  to  twen- 
ty-five per  minute.  Digitalis  because  of  its 
tendency  to  slow  the  heart  beats,  of  course, 
would  be  contraindicated,  unless  the  patient 
was  threatened  with  heart  failure ; in  that 
case  we  are  advised  to  give  it,  as  the  only 
harm  it  could  do  would  be  to  convert  an  in- 
complete into  a complete  block. 

Belladonna  is  indicated  in  heart  block  be- 
cause of  its  tendency  to  remove  inhibition. 
With  inhibition  removed  the  acceleratory 
fibres  no  longer  impeded  by  this  factor  would 
have  full  sway  in  its  action  upon  the  sino-aur- 
icular node  in  increasing  the  rate.  The  treat- 
ment is  more  successful  where  the  block  is 
produced  by  other  causes  than  by  myocardial 
degeneration. 

In  the  course  of  our  treatment  of  these  pa- 
tients especially  in  the  advanced  cases  cardi- 
ac decompensation  gradually  develops  which 


usually  leads  in  time  to  a fatal  termination. 
Fortunately  we  have  in  digitalis  a remedy,  if 
the  myocardial  degeneration  is  not  too  far 
advanced,  which  can  be  administered  with  sat- 
isfactory results.  Even  in  far  advanced  cas- 
es where  we  seemingly  have  cause  to  abandon 
all  hopes  of  improvement  the  tired  and  over- 
worked heart  will  at  times  again  respond  to 
treatment  and  rest.  Diastole  will  be  pro- 
longed and  the  fractional  part  of  a second’s 
rest  thus  obtained  during  these  periods  will 
sometimes  restore  in  a slight  degree  compen- 
sation and  greatly  add  to  the  patients  com- 
fort and  prolong  his  life.  While  we  cannot 
cure  arteriosclerosis,  we  can  retard  its  pro- 
gress if  we  can  have  the  cooperation  of  the 
patient  thereby  keeping  within  reasonable 
bounds  hypertension  and  combatting  this  and 
other  dangeious  symptoms  as  they  arise. 

In  conclusion  I wish  to  emphasize  the  fact 
that  hypertension  is  not  a disease  but  a symp- 
tom, and  is  really  a physiological  process  of 
a pathological  condition  ; the  effort  of  nature 
to  supply  the  system  with  its  adequate  amount 
of  blood ; a task  rendered  more  difficult  by 
increased  peripheral  resistance  because  of  the 
diseased  condition  of  the  arteries. 

This  being  true,  the  vasodilators  are  seldom 
indicated,  as  they  would  defeat  the  purpose 
nature  is  endeavoring  to  accomplish.  They 
should  only  be  given  when  the  tension  re- 
mains persistently  and  exceedingly  high. 
Under  such  conditions,  they  may  prevent  cer- 
ebral hemorrhage  and  its  dreadful  conse- 
quences. 

Our  treatment  in  the  main  should  be  di- 
rected to  the  cause  by  way  of  prevention,  and 
retarding  the  progress  of  the  disease.  How- 
ever, as  the  disease  advances  symptoms  and 
complications  will  occur  which  will  require 
our  attention,  and  if  judiciously  treated,  a 
great  deal  can  be  accomplished  in  rendering 
the  patient  more  comfortable  and  prolonging 
his  existence. 

Incidentally  I wish  to  state  that  the  grav- 
ity and  prognosis  can  not  always  be  deter- 
mined by  the  height  of  arterial  tension.  I 
remember  several  years  ago  to  have  examined 
a man,  65  years  of  age  Avhose  systolic  tension 
registered  300,  this  was  as  high  as  my  instru- 
ment registered.  I do  not  know  how  much 
higher  it  would  have  gone.  My  prognosis  at 
the  time  was  grave.  I expected  him  to  die  at 
any  time,  and  at  best  could  not  live  but  a 
few  months.  The  patient  lived  ten  years, 
dying  at  the  age  of  75  of  cerebral  hemor 
rhage,  during  which  time  his  systolic  pres- 
sure was  seldom  as  low  as  250. 

Dr.  F.  D.  Reardon,  one  of  the  leading  phy- 
sicians of  Bowling  Green,  told  a few  days  ago 
that  seven  years  ago  he  examined  a man  62 
years  of  age,  whose  blood  pressure  was  300  or 
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more,  since  which  time  he  has  enjoyed  good 
health,  thought  nothing  of  walking  ten  or 
twelve  miles  and  did  manual  labor.  The  last 
time  he  heard  from  him  was  a few  weeks  ago, 
at  which  time  he  was  in  jail  in  an  adjoining 
county  for  bootlegging  whisky. 

Dr.  J.  W.  Stephens  of  Nashville,  informed 
me  about  ten  days  ago  that  he  had  recently 
examined  a patient  who  had  a systolic  blood 
pressure  of  300,  whose  condition  was  seem- 
ingly not  near  so  grave  as  the  height  of  the 
tension  would  lead  one  to  suppose. 

DISCUSSIONS. 

J.  T.  Reddick,  Paducah:  I had  the  pleasure  of 
listening  to  this  very  excellent  paper  of  Dr. 
Rutherford.  I think  it  should  not  go  by  without 
some  discussion. 

Hypertension  is  always  an  interesting  and  im- 
portant subject  coming  before  our  medical  as- 
sociation. I do  not  believe  that  it  at  all  times 
has  the  significance  that  we  thought  it  had  a 
few  years  ago  when  we  were  first  prepared  to 
measure  the  arterial  pressure.  I think  there 
are  a great  many  cases  of  hypertension  that 
may  go  along  with  the  proper  advice  of  the  phy^ 
sician  to  the  patient  for  many  years.  The  most 
significant  cases  are  those  connected  with  that 
syndrome,  the  renal  cardiac  vascular  syndrome. 
When  the  kidneys  are  involved  then  it  becomes 
of  more  importance. 

There  are  many  causes,  as  the  essayist  has 
said,  for  hypertension.  The  intensive  profes- 
sional and  business  life,  the  cares  of  motherhood, 
as  is  evidenced  often  in  hypertension  of  those 
women  who  have  borne  many  children  and  are 
in  the  menopause,  who  have  the  troubles  inci- 
dent to  the  rearing  of  families,  are  causes  of 
hypertesion. 

I heard  a physician  sometime  ago  say  that 
renal  involvement  and  hypertension  always  went 
together.  I know  that  is  not  true.  I have  seen 
many  cases  of  hypertension  that  went  on  for 
years  without  a renal  involvement. 

Perhaps  one  of  the  most  dangerous  or  signifi- 
cant conditions  is  an  increased  diastolic  pres- 
sure where  the  systolic  pressure  runs  up  to  160 
170,  175  or  180,  and  the  diastolic  110  or  112 
or  120.  I think  those  are  the  cases  that  are 
more  serious,  but  many  of  those  cases  can  be 
carried  on  for  years  with  the  advice  of  the  phy- 
sician to  his  patient  to  quit  business  as  far  as 
possible,  to  take  things  easy,  to  live  a simple 
life,  to  refrain  from  the  use  of  alcoholics,  tobac- 
co, coffee,  and  excessive  meat  eating,  and  put 
himself  in  an  attitude  where  he  can  go  along 
leisurely:  those  cases  can  go  along  for  many 
years. 

I am  in  entire  accord  with  the  views  of  the 
essayist.  As  I said,  I think  it  is  too  important  a 
subject  to  pass  by  without  some  discussion. 

B.  S.  Rutherford,  Bowling  Green  (in  Closing)  : 
I just  want  to  emphasize  what  the  doctor  said 


in  regard  to  the  cases  not  all  being  cardiovascu- 
lar-renal. At  one  time  we  though  almost  every 
case  of  high  blood  pressure  if  cardiovascular 
also  involved  the  kidneys. 

I had  a case  die  very  recently  of  a man  sev- 
enty-three years  old;  specific  gravity  was  never 
lower  than  1,020,  there  were  never  any  casts 
or  albumin.  This  man  had  the  cardiovascular 
disease  and  died  of  this  trouble  without  any  in- 
volvement of  the  kidney  at  any  time. 


APPENDICITIS  IN  CHILDREN;  WITH 
ESPECIAL  REFERENCE  TO  THE  IM- 
PORTANCE OF  EARLY  DIAGNOSIS.* 
By  Charles  A.  Vance,  A .M.,  M.  D.,  F.  A. 

C.  S.,  Lexington. 

The  subject  of  appendicitis  in  children  has 
gradually  become  of  increasing  interest  and 
importance  during  recent  years.  Prior  to 
the  last  two  decades,  the  opinion  seemed  to 
prevail  that  the  disease  was  quite  rare  in 
young  subjects,  a view  now  known  to  be  fal- 
lacious. 

In  this  paper  I shall  refer  particularly  to 
appendicitis  as  observed  during  the  first  de- 
cade of  life.  Previous  writers  have  included 
children  of  all  ages,  from  birth  to  adoles- 
cence. ,My  principal  reason  for  not  consider- 
ing older  children  is  that,  in  those  beyond  the 
age  of  ten  years,  the  disease  exhibits  only 
slight  clinical  variations  in  type  from  that 
seen  in  adults.  In  younger  children  greater 
clinical  differences  are  noted. 

Incidence. 

It  is  undoubted  that  appendicitis  has  oc- 
cured  in  infants  and  children  from  the  earli- 
est ages.  In  the  olden  times,  however,  the  na- 
ture of  the  disease  Avas  unrecognized,  and  fa- 
talities were  erroneously  attributed  to  so-call- 
ed “locked  bowels,”  intestinal  obstruction,  in- 
flammation of  the  “bowels,”  iodiopathic  per- 
itonitis, etc. 

The  incidence  of  appendicitis  in  childhood 
is  probably  no  greater  now  than  one  hundred 
years  ago ; that  is  to  say,  the  apparent  in- 
crease in  the  number  of  cases  reported  is  ex- 
plained by  the  fact  that  the  disease  no  longer 
escapes  recognition.  Grouping  the  cases  of 
appendicitis  in  individuals  of  all  ages,  approx- 
imately twelve  per  cent  occur  during  the  first 
decade,  and  about  two  per  cent  in  infants 
under  t/wo  years. 

Tn  more  than  sixteen  thousand  cases  col- 
lected by  Kelley,  between  two  and  three  per 
cent  occurred  in  the  first  five  years,  and  over 
eight  per  cent  in  the  next  five  year  period.  In 
the  series  of  eight  hundred  and  eighty-eight 
cases  mentioned  by  Bolling,  the  percentages 
were  three  and  one-half  and  eight  and  one- 
half  respectively  for  the  tAvo  periods  named. 


Read  before  the  Surgical  Section  of  the  Kentucky  State 
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Of  fifty-tliree  cases  in  children  reported  by 
Helmholz,  fifteen  were  five  years  or  under ; 
in  Muller  and  Ravdin’s  series  of  fifty-eight 
cases,  it  is  stated  that  over  thirty-four  per 
cent  occurred  during  the  first  decade;  and 
forty-nine  per  cent  of  Alexander’s  youthful 
patients  were  from  six  to  ten  years  old. 

From  late  in  1916  to  June,  1924,  there  were 
admitted  to  Bellevue  Hospital,  New  York, 
forty-three  cases  of  appendicitis  in  children 
less  than  five  years  old,  the  youngest  being 
twenty  months.  In  the  third  year  there  were 
ten  cases,  the  fourth  year  nine,  and  the  fifth 
year  twenty-three.  (Beekman.) 

Gloniger  successfully  operated  upon  an  in- 
fant forty-one  hours  old  for  acute  appendi- 
citis, this  being  the  youngest  case  on  record. 
Numerous  cases  have  been  reported  during 
the  first  and  second  years,  and  the  incidence 
increases  pari  passu  as  age  advances. 

While  it  is  well  known  that  approximately 
one-half  of  all  cases  of  appendicitis  are  en- 
countered during  the  first  two  decades  of  life, 
it  will  be  noted  that  no  age  is  entirely  exempt. 
The  disease  is  more  common  during  the  first 
three  years  of  life  than  formerly  believed. 
The  preponderance  of  males  over  females  is 
almost  two  to  one. 

Symptoms. 

Anatomically  the  veriform  appendix  has 
no  definite  or  fixed  position,  and  this  is  also 
true  in  young  individuals.  Its  situation  may 
be  either  iliac,  paracecal,  retrocecal,  or  pel- 
vic ; hence,  the  clinical  signs  produced  by  in- 
flammatory reaction,  quite  naturally  vary  ac- 
cording to  the  difference  in  location. 

When  the  appendix  occupies  the  usual  posi- 
tion in  the  right  iliac  fossa  at  the  lower  cecal 
extremity  or  adjacent  thereto,  the  local  signs 
should  be  distinct  in  that  region;  if  behind 
the  cecum,  ileum  and  mesentery,  the  signs 
may  be  masked;  if  over  the  pelvic  brim,  the 
signs  may  be  chiefly  suprapubic  or  pelvic. 
These  points  are  worth  remembering  when 
considering  the  clinical  symptomatology. 

While  in  the  child  the  symptoms  of  appen- 
dicitis may  be  said  to  progress  along  similar 
lines  as  in  the  adult,  certain  essential  differ- 
ences are  commonly  noted.  Mild  or  severe 
pain  is  nearly  always  the  initial  sign,  at  first 
umbilical  or  diffuse,  later  usually  becoming 
localized  according  to  the  situation  of  the  ap- 
pendix. However,  when  the  patient  is  first 
observed,  pain  may  be  intense  or  absent,  de- 
pending upon  the  stage  to  which  the  disease 
has  then  advanced.  Nausea  and  vomiting  fol- 
lowed by  anorexia  are  the  next  indicative 
signs.  These  appear  soon  after  the  onset  of 
pain  in  the  majority  of  instances.  Of  more 
importance,  however,  is  early  localized  ten- 
derness, the  site  of  which  may  approximately 
indicate  the  position  of  the  inflamed  appen- 


dix. Localized  muscular  rigidity  is  seldom 
present  in  the  early  stages,  and  is  frequently 
absent  even  after  the  disease  has  advanced  to 
the  stage  of  perforation  and  abscess  forma- 
tion. More  or  less  abdominal  distension  is 
present  early  in  the  attack  and  usually  in- 
creases. 

Experience  has  shown  that  the  temperature 
range  is  an  unimportant  factor  in  the  appen- 
dicitis of  children,  except  as  it  may  assist  in 
excluding  other  affections.  During  the  early 
stages  the  temperature  may  be  very  high.  On 
the  other  hand,  it  may  be  normal  after  the 
appendix  has  become  gangrenous  and  abscess 
formation  has  supervened.  The  nulse  rale 
likewise  means  little  during  the  early  stages 
of  the  disease. 

One  of  the  most  significant  clinical  signs 
is  a persistent,  moderate  leucocytosis  (12,000 
to  20,000)  with  a high  percentage  of  polymor- 
phonuclear cells  (80  to  95  per  cent).  There- 
fore, a careful  total  and  differential  leucocyte 
count  should  always  be  made. 

In  the  appendicitis  of  adults,  marked  local- 
ized muscular  rigidity  is  practically  always 
present.  In  children  it  is  slight  or  absent, 
and  when  present  may  be  noted  in  situations 
other  than  the  right  lower  abdominal  quad- 
rant. Moreover,  the  initial  pain  in  adults  is 
sudden,  generally  intense,  and  soon  becomes 
localized.  In  children  the  onset  may  be  more 
insidious,  pain  is  more  generally  distributed, 
less  intense,  and  localization  is  delayed.  Cas- 
es have  been  reported  in  children  where  pain 
persisted  in  the  hypogastric  region  and  never 
became  localized  in  the  right  iliac  fossa. 
Again,  in  children,  vomiting  does  not  neces- 
sarily suggest  appendicitis,  since  it  may  be 
due  to  many  other  causes. 

Diagnosis. 

In  every  case  of  append  Litis,  whether  the 
patient  be  adult  of  infant,  the  importance  of 
early  diagnosis  cannot  be  overestimated.  In 
very  young  children,  however,  the  diagnosis 
is  not  always  easy,  and  may  be  delayed  for 
the  following  reasons: 

(1)  A physician  may  not  be  consulted  un- 
til several  hours — or  it  may  be  days — after 
onset  of  the  attack,  the  mother  in  the  interim 
administering  purgatives,  enemas,  and  other 
household  remedies. 

(2)  The  family  physician  who  is  then  sum- 
moned may  misinterpret  the  symptoms,  and 
believing  the  pain,  vomiting  and  fever  to  be 
attributable  to  gastro-intestinal  disturbances, 
again  administers  purgatives  and  palliative 
measures  are  continued. 

(3)  By  the  time  the  little  patient  is  re- 
ferred to  the  surgeon,  or  is  admited  to  the 
hospital,  the  disease  has  progressed  to  the 
stage  of  gangrene,  perforation  and  abscess 
formation ; the  diagnosis  is  then  plainly  ap- 
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parent,  but  it  may  be  too  late  to  save  the  life 
of  the  child. 

In  the  presence  of  typical  clinical  mani- 
l'estations  of  appendicitis,  regardless  of  what 
may  be  tiie  age  of  the  individual,  there  should 
be  no  difficulty  in  making  a correct  diagnosis. 
However,  in  very  young  subjects  the  requisite 
diagnostic  data  may  be  unobtainable  by  eith- 
er careful  physical  examination  of  the  pa- 
tient and  parents;  and  furthermore  in  some 
instances  the  clinical  signs  may  be  so  vague 
or  atypical  that  a diagnosis  cannot  be  made 
in  the  early  stage  of  the  disease.  As  a result 
of  diagnostic  confusion,  operation  has  been 
performed  for  supposed  appendicitis  in  the 
presence  of  pneumonia,  pleurisy,  typhoid  fev- 
er, renal  and  ureteral  lesions,  intussusception, 
obstruction,  diverticulitis,  etc. 

Physical  examination  of  a seriously  ill 
child  is  often  quite  unsatisfactory,  because 
the  patient  can  neither  understand  what  is 
required  nor  co-operate  with  the  physician, 
and  as  a consequence  the  information  obtain- 
ed may  be  misleading.  Moreover,  in  the  ap- 
pendicitis of  children  the  early  symptoms 
may  so  closely  simulate  those  due  to  other  and 
more  common  intra-abdominal  affections,  and 
more  rarely  respiratory  and  renal  diseases, 
that  diagnostic  confusion  is  sometimes  un- 
avoidable. 

As  a general  proposition  it  may  be  stated 
that  any  previously  healthy  child  who  sud- 
denly develops  abdominal  pain,  nausea  and 
vomiting,  with  a definite  tenderness  in  the 
right  lower  abdominal  quadrant,  and  at  the 
same  time  lias  a total  leucocyte  count  between 
12,000  and  20,000,  and  a polymorphonuclear 
percentage  of  from  75%  to  90%,  even  if  the 
pulse  and  temperature  be  normal,  is  most 
likely  suffering  from -appendicitis.  “If  there 
be  no  tenderness  elicited  on  pressing  over  the 
right  iliac  fossa  or  right  pelvic  brim,  and 
none  on  the  right  side  of  the  pelvis  by  rec- 
tal examination,  appendicitis  may  be  fairly 
excluded.”  Palpation  of  the  pelvic  area 
through  the  rectum  is  a very  important  factor 
in  the  diagnosis  and  should  not  be  omitted  in 
any  case  Avhere  appendicitis  is  suspected. 

The  importance  of  the  following  symptom- 
sequence,  first  emphasized  by  Murphy,  should 
not  be  overlooked : 

(1)  Pain,  usually  epigastric  or  umbilical. 

(2)  Nausea  and  vomiting. 

(3)  Local  iliac  tenderness. 

(4)  Fever,  and 

(5)  Leucocytosis. 

In  his  commentaries  Murphy  remarked : 
“The  symptoms  occur  almost  without  excep- 
tion in  that  order,  and  when  that  order  varies 
I always  question  the  diagnosis.” 

By  obtaining  an  accurate  history  prior  to 


the  onset  of  pain,  by  careful  physical  exam- 
ination and  interpretation  of  symptoms  oc- 
curring during  the  attack,  and  by  giving  due 
consideration  to  the  order  in  which  the  man- 
ifestations appeared — not  forgetting  the  im- 
portance of  the  leucocyte  count — I believe  the 
margin  of  error  in  the  diagnosis  of  appendi- 
citis of  children  can  be  reduced  to  a negligi- 
ble minimum.  While  it  is  quite  possible,  m 
any  case,  that  the  child  has  had  previous  at- 
tacks, a reliable  history  of  them  is  seldom  ob- 
tainable. 

In  the  differential  diagnosis  the  following 
affections  must  be  eliminated  or  excluded : 

(1)  So-cajlled  “gastro-intestinal  upsets”; 

(2)  Pneumonia; 

(3)  Renal  lesions,  including  pyelitis; 

(4)  Intussusception  and  intestinal  obstruc- 
tion ; 

(5)  Typhoid  fever; 

(6)  Spinal  and  hip  disease. 

The  differential  diagnosis  should  not  be  es- 
pecially difficult  to  the  practical  and  exper- 
ienced observer,  provided  sufficie:^  care  be 
given  to  consideration  of : (a)  the  physical 
examination,  (b)  the  interpretation  of  clini- 
eal  symptoms,  (c)  the  history,  and  (d)  the 
findings  obtained  by  laboratory  investiga- 
tions. 

In  the  order  of  their  frequency  the  four 
principal  disorders  which  must  be  differen- 
tiated from  appendicitis  are  : 

(1)  The  ordinary  gastro-intestinal  disturb- 
ances; which  are  so  common  in  young  child- 
ren and  in  which  the  symptoms  may  closely 
resemble  those  seen  in  the  early  stages  of  ap- 
pendicitis 

(2)  Pneumonia,  in  which  the  initial  symp- 
tom may  be  right  iliac  pain. 

(3)  Renal  lesions,  especially  pyelitis,  which 
is  not  uncommon  in  children. 

(4)  Intestinal  obstruction,  particularly  due 
to  intussusception. 

Gastro-intestinal  disturbances:  The  young- 
er the  child  the  more  likely  are  the  symptoms 
to  be  due  to  digestive  disorders  rather  than 
appendicitis.  The  pain  generally  develops 
less  suddenly  and  remains  diffuse  through- 
out the  attack.  The  symptoms  usually 
promptly  subside  after  vomiting  and  evacua- 
tion of  the  intestinal  contents,  whereas  the 
converse  is  ordinarily  true  in  appendicitis. 
During  the  period  of  pain  the  pulse  rate  and 
temperature  range  will  be  found  considera- 
bly higher  than  in  early  appendicitis,  and  the 
blood  picture  remains  normal.  Upon  abdom- 
inal palpation  and  rectal  examination  no 
localized  tenderness  is  detected  after  the  pain 
has  subsided.  There  is  no  anorexia  after  the 
cessation  of  vomiting,  such  as  occurs  in  ap- 
pendicitis. Moreover,  in  so-called  “gastro- 
intestinal upsets,”  many  of  which  are  due  to 
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the  increased  presence  of  acetone  in  the  sys- 
tem, the  attack  is  of  brief  duration ; but  in 
exceptional  cases  may  persist  for  several  days, 
and  it  is  in  the  latter  type  that  mistakes  in 
diagnosis  are  likely  to  be  made. 

Pneumonia:  Not  infrequently  in  children 

the  onset  of  pneumonia  is  marked  by  right- 
sided dominal  pain,  at  least  it  is  there  the 
child  locates  the  site  of  discomfort.  It  is 
always  important,  therefore,  to  carefully  ex- 
amine the  chest  in  every  case.  By  keeping- 
in  mind  the  essential  variations  in  the  clini- 
cal course  of  the  two  diseases,  differentiation 
should  not  be  difficult. 

In  pneumonia  the  initial  manifestation  is  a 
severe  chill,  the  temperature  range,  respira- 
tory and  pulse-rates,  and  also  the  leucocyte 
counts,  are  much  higher  than  in  appendicit- 
is. Vomiting  seldom  occurs  in  the  early  stages 
of  pneumonia.  In  appendicitis  the  condi- 
tions are  exactly  reversed.  Local  signs  of 
pulmonary  involvement  can  ordinarily  be 
demonstrated  by  physical  examination.  In 
any  case  where  doubt  persists,  it  may  be  read- 
ily dispelled  by  laboratory  investigations  and 
roentgen-ray  examination  of  the  chest. 

Renal  lesions:  Right-sided  pyelitis  is  the 

most  important  renal  affection  to  be  differ- 
entiated. Pyelitis  is  rather  common  in  child- 
ren, especially  in  females,  in  whom  fortun- 
ately appendicitis  is  less  frequently  encoun- 
tered than  in  males. 

The  pain  produced  by  renal  lesions  is  on  a 
higher  level  than  in  appendicitis,  and  is  not 
often  accompanied  by  other  symptoms  iden- 
tical with  those  present  in  the  latter  disease. 
The  child  complains  principally  of  renal  pain 
which  may  radiate  downward  along  the  ureter 
toward  the  urinary  bladder. 

Differentiation  from  appendicitis  can  as  a 
rule  be  made  by  urinalysis  which  discloses  an 
abundance  of  pus  in  the  urine.  Rarely  does 
the  urine  contain  pus  in  appendicitis.  Cysto- 
scopy and  ureteral  catheterization  are  not  re- 
sorted to  very  often  in  children. 

Intestinal  obstruction  : Acute  intestinal  ob- 
struction in  infants  more  often  than  other- 
wise owes  its  origin  to  intussusception.  This 
most  frequently  occurs  during  the  first  two 
years  of  life  when  appendicitis  is  relatively 
rare. 

As  the  common  site  of  intussusception  is 
the  ileocecal  region,  and  pain  the  early  char- 
acteristic symptom,  occasional  diagnostic  con- 
fusion is  not  surprising.  However,  consider- 
ation of  the  history,  the  physical  signs,  and 
the  difference  in  clinical  course,  should  ren- 
der differentiation  from  appendicitis  easy. 

In  intussusception  fever  is  absent,  pain  is 
periodic  rather  than  constant,  the  stools  are 
scanty  and  contain  blood  and  mucus,  and 
the  classical  “sausage-shaped”  tumor  finally 


becomes  manifest,  unless  it  may  happen  that 
the  diagnosis  is  perfected  before  that  stage  is 
i-eached. 

Treatment. 

The  question  of  treatment  of  appendicitis 
admits  of  no  debate  nor  controversy.  It  is 
primarily  and  essentially  surgical,  and  opera- 
tion is  demanded  as  soon  as  the  diagnosis  is 
made.  Aside  from  details  of  minor  signifi- 
cance, the  technique  of  surgical  procedure  has 
been  standardized.  In  my  opinion,  instead 
of  the  median  or  the  classical  McBurney  in- 
cision, the  Kammerer  incision  or  the  right  rec- 
tus incision,  is  to  be  preferred.  The  latter 
permits  greater  exposure  and  better  view  of 
the  operative  area. 

If  operation  is  performed  prior  to  perfora- 
tion, drainage  is  unnecessary.  In  the  major- 
ity of  cases  of  appendicitis  in  children,  for  the 
reasons  already  stated,  the  disease  has  pro- 
gressed to  the  stage  of  perforation  and  local- 
ized peritonitis  before  the  patient  is  seen  by 
the  surgeon.  Under  such  circumstances,  ade- 
quate provision  for  drainage  must  be  made. 

In  a very  large  percentage  of  the  children 
with  appendicitis  that  have  come  under  my 
personal  observation,  the  disease  had  advanc- 
ed to  the  stage  of  perforation  and  abscess  for- 
mation prior  to  operation.  1 believe  that  has 
also  been  the  experience  of  other  surgeons. 

In  desperate  cases  it  is  probably  advisable 
to  first  open  and  drain  the  abscess  then  re- 
move the  appendix  secondarily,  although  1 
always  try  to  locate  and  remove  the  appen- 
dix primarily  unless  to  do  so  would  result  in 
injury  to  the  patient. 

In  appendectomy  upon  youthful  subjects, 
the  question  of  anesthesia  is  particularly  im- 
portant. In  children  less  than  five  years  old 
my  preference  is  ether,  the  least  possible 
amount  of  the  drug  being  administered  con- 
sistent with  completion  of  the  surgical  work, 
and  always  given  by  an  expert  anesthetist 
when  one  is  available.  In  older  children  I 
have  recently  been  using  ethylene  gas  with 
oxygen,  and  have  this  far  been  much  pleased 
with  the  results.  Under  this  form  of  nar- 
cosis there  is  no  so-called  “anesthetic  shock” 
the  physical  condition  and  appearance  of  the 
patient  seem  to  be  uninfluenced  throughout 
the  operation,  and  there  have  been  no  un- 
pleasant after-effects. 

The  post-operative  care  in  children  differs 
in  no  essential  respects  from  that  applicable 
to  adults.  Proctoclysis,  hypodermo'fiysis,  or 
venoclysis,  with  saline  and  srlucose  solution 
may  be  advantageously  employed.  Gastric 
lavage  is  useful  if  post-operative  vomiting 
persists.  Abdominal  distension  is  relieved  by 
the  administration  of  pituitary  extract  and 
repeated  enemas.  Morphine  and  codeine  may 
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be  given  for  the  alleviation  of  pain  when  re 
quired. 

The  iittle  patient  is  ene  un-aged  to  drink  an 
abundance  of  water,  and  fruit  juices  with 
sugar  are  allowed  ad  libitum  as  soon  as  vom- 
iting ceases.  A liquid  diet  is  maintained  for 
the  first  day  or  two  after  operation ; a cathar- 
tic is  given  on  the  fourth  or  fifth  day  then 
soft  foods  are  given  in  sufficient  quantities 
to  provide  proper  nourishment. 

The  death-rate  hitherto  prevailing  in  the 
appendicitis  of  children  has  been  notoriously 
and  l believe  unnecessarily  high.  Two  im- 
portant factors  which  tend  to  increase  the 
mortality  are  (1)  delay  not  only  in  recogni- 
tion of  the  disease,  'but  also  in  the  necessity 
for  immediate  surgical  intervention,  and  (2) 
the  repeated  administration  of  purgative 
drugs  during  the  period  of  diagnostic  uncer- 
tainty. Death  occurs  as  the  result  of  perfor- 
ation, increasing  acidosis,  and  progressive 
peritonitis.  Apparently  the  younger  the  pa- 
tient the  more  rapidly  do  these  destructive 
processes  extend. 

It  is  my  firm  conviction  that,  other  things 
being  equal,  by  early  diagnosis,  prompt  oper- 
ation and  proper  after-care,  the  death  rate 
from  appendicitis  in  children  should  be  no 
greater  than  in  adults.  The  idea  that  children 
are  unfavorable  surgical  risks  has  long  since 
been  refuted. 
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Results  with  Watkins  Operation. — Forty-five 
out  of  forty-eight  patients  of  whom  Brady  per- 
formed the  Watkins  operation  were  completely 
relieved  of  all  symptoms  of  procidentia  and  had 
no  return  of  the  condition.  Two  patients  were 
not  completely  relieved  of  all  their  symptoms, 
but  on  re-examination  showed  no  evidence  of 
procidentia.  In  one  instance,  the  only  known 
failure  in  the  series,  after  ten  years,  the  patient 
began  to  have  further  trouble,  and  a cystocele 
developed. 


THE  ANESTHETIC  OF  CHOICE  IN 
OBSTETRICS* 

By  J.  T.  Reddick,  Paducah. 

Haying  been  asked  by  our  secretary  to  pre- 
pare a paper  for  this  meeting  on  “The  Anes- 
thetic of  Choice  in  Obstetrics,”  1 desire  to 
say  that  1 feel  complimented,  and,  while  I am 
sure  I can  not  bring  you  anything  new  on 
this  subject,  I always  feel  that  I mav  succeed 
in  getting  something  new  in  the  discussions  in 
in  our  society. 

1 have  been  doing  obstetrical  work  for 
more  than  forty-six  years.  When  I began 
practice,  anesthetics  as  a branch  was  not 
taught;  it  was  not  the  custom  to  use  anes- 
thetics in  obstetric  practice  except  in  opera- 
tive obstetrics.  The  first  ten  years  of  my 
practice  was  country,  horseback  practice  and 
anesthesia  was  used  only  a few  times.  I be- 
came convinced  that  it  was  the  duty  of  the 
obstetrician  to  carry  the  parturient  woman 
over  the  valley  of  her  suffering  on  a soft  couch 
of  unconsciousness,  so  far  as  practicable, 
without  detriment  to  her  or  her  baby,  and 
during  the  past  thirty-six  years  I have  used 
anesthesia  in  practically  all  of  my  cases. 

Chloroform  and  ether  have  been  the  anes- 
thetics most  in  general  use  all  these  years, 
but  in  recent  years  other  methods  have  been 
introduced  and  have  had  their  advocates.  Ex- 
tensive and  important  investigations  have 
'been  made  in  the  large  medical  centers,  re- 
garding spinal  analgesia  by  the  use  of  novo- 
cain, the  amelioration  of  labor  pains  by  mor- 
phin-magnesium  sulphate  and  colonic  ether 
instillation,  “twilight  sleep”  ethylene-oxy- 
gen, and  other  methods,  so  far  as  they  af- 
fected uterine  muscular  contractions,  suscep- 
tibility to  hemorrhage,  etc,  etc. 

The  ideal  anesthetic  is  one  which  will  abol- 
ish consciousness  and  pain  without  endanger- 
ing life  or  produce  unpleasant  after  effects. 

The  most  popular  anesthetics  are  ether  and 
chloroform,  and  when  obstetrical  operations 
are  to  be  performed  it  makes  very  little  dif- 
ference which  is  employed,  as  it  is  well  knowm 
that  the  dangers  incident  to  chloroform  are 
markedly  reduced  at  the  time  of  labor  and 
that  only  a very  few  deaths  have  followed  its 
use  under  such  circumstances.  Exactly  why 
the  parturient  woman  should  enjoy  this  im- 
munity is  a question  which  has  not  yet  been 
definitely  settled,  but  it  is  nevertheless  a fact 
which  is  fully  established. 

When  required  for  no  other  purpose  tlnu 
to  mitigate  the  suffering  of  the  patient,  ; 
thesia  should  be  reserved  until  the  second 
stage,  and  even  then  may  be  withheld  so  long 
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as  tlie  pains  are  well  bourne.  Their  employ- 
ment is  permissible  at  an  earlier  period  when 
required  to  subdue  great  nervousness  and  ex- 
citement or  to  relieve  pain  of  extreme  and  un- 
usual severity.  In  iaet,  1 know  that  anes- 
thesia is  desirable  and  advantageous  in  the 
latter  part  of  the  lirst  stage  when  tne  p.. 
are  unusually  hard,  where  there  is  a ue-i  „ 
cervical  rigidity  and  the  patient  is  wearing 
herself  out.  The  pain  is  relieved  to  a great 
extent,  relaxation  takes  place,  rigidity  dim- 
inishes and  good  is  done.  A good  strong  dose 
of  morphine  and  atropine  is  very  efficient  in 
these  cases  also. 

lUorpnine  snould  not  be  given  m large  do.> 
es  in  the  second  stage  oi  labor,  experience 
showing  that  the  fetus  is  more  apt  to  oe  nar- 
cotized and  rendered  incapable  of  estaolisn- 
mg  respiration  after  delivery. 

Chloroform  is  preferable  m normal  labor, 
for  by  its  use  obstetrical  anesthesia  can  be 
rapidly  produced,  whereas,  ether,  owing  to 
its  slow  action  does  not  lend  useii  so  readily 
to  that  method  of  employment. 

Late  Accidents  in  Chloroform  Anesthesia. 

A few  cases  of  the  bad  effects  of  the  admin- 
istration of  chloroform  have  been  reported 
which  occur  from  one  to  several  days  after  its 
use.  In  these  observations  it  has  been  notice- 
able that  there  were  important  alterations  in 
the  liver  and  kidneys,  it  may  be  that  there 
was  a congenital  weak  condition  of  the  liver  or 
that  the  chloroform  finished  *lie  possibility  of 
reaction  in  an  already  diseased  kidney.  Tbere 
may  have  been  an  accumulation  of  chloroform 
in  the  system.  The  clinical  symptoms  in  these 
cases  of  delayed  chloroform  poisoning  are  a 
nervous  state  beginning  with  headache  and 
vomiting,  painful  and  distressing  to  the  pa- 
tient. The  patient  becomes  terrified,  excited, 
has  distressing  epileptic  crises,  respiration  be- 
comes irregular,  of  Cheyne-Stokers  type,  aus- 
cultation shows  rales  and  signs  of  congestion, 
the  pulse  is  rapid  and  thready,  urine  dimin- 
ishes and  is  full  of  albumin,  and  the  scene 
ends  with  coma. 

Ethylene  is  one  of  the  newer  anesthetics, 
and  1 am  very  enthusiastic  about  it  as  a gen 
eral  anesthetic  and  have  been  using  it  in  m 
surgical  work.  I have  the  distinction  of  hav- 
ing used  it  the  first  time  it  was  used  in  Pa- 
ducah, (Oct.  1st,  1924)  being  administered 
by  Dr.  W.  T.  Dowdall,  anesthetist  in  the 
Illinois  Central  Hospital.  To  me  etliylen 
oxygen  appears  to  be  as  near  an  ideal  anes 
thetic  as  we  have  found,  but  not  applicable 
obstetric  practice  outside  of  hospitals,  on  ; 
count  of  certain  requirements  for  its  proper 
administration.  A few  explosions  have  at- 
tended its  use  and  it  requires  a rather  cum- 
bersome apparatus  for  its  administration.  It 
is  recommended  that  care  should  be  taken 


that  the  floors  of  the  operating  room  are  not 
electrified,  that  there  is  a continuous  metal- 
lic contact  from  the  patient’s  mask  to  the  ma- 
chine, and  that  the  machine  itself  is  grounded 
to  a water  pipe  or  radiator. 

Ethylene-oxygen  was  used  in  the  Presby- 
terian Hospital,  Chicago,  215  times  last  year 
with  very  satisfactory  results. 

Dr.  Joseph  B.  DeLee  reports  he  has  had 
no  explosions.  Two  patients  had  convulsions 
on  the  table — probably  impure  gas — and  in 
all,  the  tendency  to  'bleed  was  greater  than 
under  ether,  and  much  greater  than  with  lo- 
cal anesthesia.  One  baby  delivered  by  for- 
ceps bled  from  a scratch  on  the  scalp,  so  pro- 
fusely that  sutures  and  pack  were  required; 
so  evidently  the  hemorrhagic  qualities  con- 
ferred on  the  blood  are  transmitted  to  the 
child  in  utero.  Post  partum  bleeding  was 
more  or  less  increased  in  all  cases  and  fine  re- 
pair work  on  the  perineum  was  somewhat 
hampered.  He  said,  we  have  the  machine,  (a 
water  filtering  one)  and  the  patient  ground- 
ed, and,  near  the  entrance  door  to  the  oper- 
ating room  we  have  a grounded  plate  which 
all  who  enter  the  room  are  required  to  touch 
to  discharge  any  “static”  they  may  be  carry- 
ing on  the  body. 

Now,  in  conclusion,  allow  me  to  say  briefly 
that  chloroform  is  my  choice  of  anesthetics 
in  obstetrical  practice,  and  state  a few  reasons 
for  taking  this  position.  When  I began  the  i 
practice,  clloroform  was  the  anesthetic  all  ^ 
over  the  South.  I learned  to  use  it,  it  has** 
served  me  well.  I have  used  it  in  the  neigh-BI 
borhood  of  two  thousand  times  in  puerperal*™ 
cases.  I have  never  had  a death  of  a mother 
or  her  baby  attributable  to  its  use.  I have 
never  had  a case  of  delayed  or  secondary 
chloroform  poisoning.  I have  found  very 
few  women  who  could  not  take  it  or  would 
not  beg  for  it  once  having  had  it.  I have  used 
it  in  practically  all  obstetrical  complications. 

I have  used  it  in  the  various  types  of  eclamp- 
sia and  cases  of  toxaemia,  and,  just  here  I may 
say  that  perhaps  I am  subjecting  myself  to 
scientific  criticism  in  the  matter  of  using  it 
in  these  toxaemic  cases  as  I am  well  aware 
that  now  we  are  taught  different. 

Chloroform  does  not  require  any  expensive 
•apparatus  for  its  administration.  An  Es- 
march mask  or  even  a pocket  handkerchief 
will  suffice.  Chloroform  is  quicker  in  its  ac- 
tion, more  pleasant  to  take,  easy  to  carry,  and 
rarely  causes  nausea  and  vomiting. 

DISCUSSIONS 

B.  S.  Rutherford,  Bowling  Green:  I am  sur- 

prised to  hear  as  young  a looking  man  as  Red- 
dick say  he  has  been  practicing  forty-six  years. 

I have  been  practicing  forty-one.  I wonder  if 
I look  as  young  as  he  does.  Eighteen  years  of 
that  time  I practiced  in  the  country  and  was 
largely  thrown  on  my  own  resources.  I have 
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given  time  and  time  again,  a great  many  times, 
in  fact,  chloroform  without  any  assistant,  and 
delivered  with  forceps.  I have  never  seen  any 
accident  in  confinement  duo  to  tV  adnurLtra- 
tion  of  chloroform.  I believe  they  enjoy  an  im- 
munity not  possessed  by  other  patients. 

My  preference  is  chloroform. 

William  B.  Doherty,  Louisville:  I have  beer- 

practicing  medicine  fifty-four  years  and  I never 
give  anything  else  but  chloroform.  I make  it 
a point  not  to  give  it  until  the  end  of  the  sec- 
ond stage.  I believe  the  proper  thing  is  to  give 
chloroform,  to  take  the  sharp,  keen  edge  off  the 
last  few  pains.  I have  never  seen  any  trouble 
come  from  it,  nor  have  I ever  seen  a woman  die 
from  exhaustion  in  labor.  I believe  chloroform 
when  given  during  the  pain,  but  not  in  the  ab- 
sence of  the  pain  just  as  forceps  is  used  during 
a pain,,  not  in  the  absence  of  pain,  if  we  possi- 
bly can  do  so,  is  the  proper  procedure. 

I believe  that  we  are  going  too  far  in  the  use 
of  those  remedies  that  weaken  humanity,  and 
we  usually  find  the  woman  from  the  moment 
she  is  in  labor  until  the  end,  begs  for  something 
to  relieve  her  Twin.  If  we  give  chloroform  at 
the  beginning  or  even  at  the  end  of  the  first 
stage,  in  all  probability  we  will  be  compelled  to 
continue  it  until  the  end  of  labor.  Is  that  right? 
I think  it  is  a very  dangerous  procedure.  Why 
not  give  the  woman  plenty  of  rest  in  the  first 
stage  of  labor,  by  morphine  in  small  doses,  so 
that  she  can  go  through  the  second  stage  of  la- 
bor refreshed  and  strengthened  for  the  trying 
ordeal  lessened  without  danger  by  the  proper 
use  of  chloroform. 

C.  K.  Wallace,  Frankfort:  I have  only  a few 
words  to  say  because  there  are  a number  of 
gentlemen  here  who  have  had  a great  deal  of 
experience  along  this  line.  I particularly  want 
to  endorse  Dr.  Reddick’s  remarks  about  chloro- 
form. In  a practice  of  fiftv-fivo  vears  I have 
used  it  almost  constantly,  and  I feel  that  it  is 
under  most  all  circumstances  mv  best  assist- 
ant. I use  the  drop  method  invariably,  and  I 
find  there  is  no  danger  of  overcoming  the  pa- 
tient if  vou  do  that.  Fortv  to  fifty  di-nos. 
around  in  a circle  over  the  patient’s  nose.  nil 
that  you  need  in  the  majority  of  cases.  I rare- 
ly use  ether  nowadays. 

I must  say  that  a few  years  ago  there  was 
quite  a controversy  between  physicians  of  dif- 
ferent portions  of  the  United  States  as  to  which 
was  the  most  advisable,  chloroform  or  ether, 
but  I have  made  it  a rule  that  unless  there  is 
some  peculiar  circumstance.  I use  chloroform  al- 
together. I do  not  know  now  that  I have  ever 
lost  a patient  from  the  abuse  of  chloroform. 

L.  T.  Minish,  Frankfort:  The  point  I want  to 

stress  most  is  the  one  just  brought  out  by  Dr. 
Tallant.  The  danger  of  giving  chloroform  in 
hospitals.  I have  had  twenty-seven  years  of 
practice  and  have  used  chloroform  exclusively 


in  the  home  cases  but  in  the  hospitals  where 
most  of  my  obstetrics  is  now  done,  I use  ether. 
With  all  due  respect  to  the  present  day  training 
of  nurses  they  know  but  little  about  the  admin- 
istration of  chloroform  and  we  haven’t  an  intern 
in  our  hospital,  so  we  have  to  rely  upon  the 
nurses  to  assist  in  giving  anesthetics. 

The  only  near  fatality  from  the  use  of  chloro- 
form I have  ever  seen  was  in  the  hospital  while 
trusting  the  administration  to  a nurse.  After 
that  experience  I decided  to  use  ether,  which  I 
have  continued  to  do. 

Walker  Gossett,  Louisville:  I have  enjoyed 

Dr.  Reddick’s  paper  very  much.  The  first  paper 
I ever  presented  before  the  Kentucky  State 
Medical  Association  was  read  at  Georgetown  on 
die  subiect  of  “Chloroform  in  Labor.”  I believe 
there  is  absolutelv  no  danger  from  chloroform 
administered  during  the  second  stage  of  labor 
ard  especially  in  the  perineal  stage.  Prior  to 
1014  I used  nothin?  but  chloroform.  In  1914  T 
began  the  use  of  nitrous  oxide  gas  in  obstet- 
rical work.  It  is  realized,  of  course,  that  the 
administration  of  gas  may  be  impossible  in  the 
country  and  even  in  the  smaller  towns  owing  to 
lack  of  facilities  and  expert  anesthetists.  I 
would  not  consider  using  gas  unless  it  could  be 
given  by  an  expert  anesthetist.  There  is  noth- 
:"P’  to  compare  with  nitrous  oxide  gas  for  use 
in  obstetrical  cases.  It  is  the  best  anesthetic 

’ *'"•  this  class  of  work  when  th°  one  who 

ojves  it  understands  the  technical  details  of  its 
» dmin  istrati  on . 

Davis,  of  Chicago.  is  using  nitrous  oxide  gas 
almost  exclusively  in  his  obstetrical  practice, 
ovd  both  he  and  Danforth  sav  it.  is  the  one 
thin?  vet  thoroughly  tested  which  will  relieve 
the  pains  of  labor  without  at  the  same  time  dim- 
inishing the  force  of  uterine  contractions,  and 
that  they  have  found  no  theoretical  nor  clinical 
evidence  to  indicate  that  a properly  given  gas 
analgesia  or  short  anesthesia, — even  several 
hours. — carries  with  it  any  danger  to  the  moth- 
er or  the  baby. 

I use  gas  in  95  per  cent  of  my  obstetrical  cas- 
es. and  the  more  I use  it  the  bettef  I like  it. 
It  reduces  the  duration  of  the  second  stage  of 
labor  at  least  one-third  and  I believe  50  per  cent 
would  be  nearer  correct.  So  soon  as  the  cervix 
?s  about  three-fourths  dilated, — I do  not  wait 
for  full  dilatation, — the  anesthetist  is  summoned 
and  the  administration  of  gas  is  started.  I keep 
the  patient  in  bed  during  the  first  stage  of  la- 
bor. She  is  not  allowed  to  do  any  “pulling,” 
nor  to  leave  the  bed  and  walk  about  and  thus 
tire  herself,  so  that  she  is  not  exhausted'  when 
the  second  stage  of  labor  is  reached.  I tell  her 
to  hold  her  breath  and  thus  assist  the  uterine 
contraction,  then  in  the  delivery  room  she  takes 
three  or  four  whiffs  of  gas  and  is  instructed  to 
“bear  down,”  thus  using  the  abdominal  mus- 
cles to  assist  the  uterine  contractions.  This  plan 
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will  reduce  the  duration  of  the  second  stage  of 
labor  nearly  50  per  cent. 

I have  delivered  many  women  under  nitrous 
oxide  gas  who  told  me  afterward  that  they  were 
not  entirely  unconscious,  that  they  understood 
every  word  I said,  that  they  heard  me  talking 
about  retracting  the  perineum,  etc,  and  said 
they  were  surprised  that  they  suffered  no  pain, 
that  there  was  merely  a sensation  of  pressure 
but  no  actual  pain. 

In  the  matter  of  anesthesia  in  labor  cases,  1 
believe  there  are  but  two  choices:  .(1)  nitrous 
oxide  gas,  and  (2)  chloroform.  When  circum- 
stances preclude  the  administration  of  gas,  then 
chloroform  should  be  used;  but  if  the  patient 
is  in  the  hospital  and  there  is  available  anyone 
who  understands  the  administration  of  nitrous 
oxide  gas,  this  agent  should  always  be  used. 
After  you  once  try  it,  you  will  continue  using  it. 
I am  very  enthusiastic  about  it.  I use  it  in  95 
per  cent  of  my  obstetrical  cases,  and  it  is  won- 
derful. Under  this  plan  the  second  stage  of  la- 
bor is  markedly  reduced  and  an  easly  dekvery  is 
assured.  Shortly  after  being  returned  to  their 
private  rooms,  many  of  the  patients  ask  for 
something  to  eat,  and  after  sleeping  five  or  six 
hours  they  feel  so  well  that  they  want  to  go 
home.  They  are  not  exhausted  by  labor  when 
gas  is  used,  because  the  reserve  force  has  not 
been  drawn  upon  nor  reduced,  and  milk  appears 
promptly  in  the  breasts.  The  patient  is  in  ex- 
cellent condition  when  she  returns  to  her  room, 
and  after  a few  hours  sleep  she  hardly  realizes 
that  she  has  had  a baby. 

S.  J.  Smock,  LaGrange:  I have  been  prac- 

ticing medicine  a long  while,  and  I have  used 
chloroform  a good  many  years.  I never  pay 
much  attention  to  the  stages  of  labor  in  which 
to  use  chloroform.  You  have  to  use  it,  of  course, 
in  different  amounts. 

You  go  to  see  a primipara  in  labor:  she  has 
been  in  labor  for  some  fime:  she  doesn’t  under- 
stand things  and  she  thinks  she  is  suffering  ex- 
cruciating pain.  You  get  there  and  maybe  it 
is  the  first  stage  of  labor.  She  savs,  “Doctor, 
can’t  you  do  something?  I am  going  to  die.” 
If  you  tell  her  no.  that  thorp  can’t  be  anything 
done  she  is  d^sarmointod.  She  thinks.  “Well,  if 
that,  is  all  the  dootnr  o an  do  I m’frht  iust  as  well 
not  have  him.”  Tell  her  ves.  that  you  can  do 
something,  you  are  goins-  to  do  something,  and 
vou  are  going  to  relieve  her  and  heln  her.  Give 
her  a quarter  of  a grain  of  mornhine  with  150 
of  atronin.  There  is  a little  instrument.  I have 
bv  which  thev  take  the  chloroform  themselves. 
They  inhale  it  in  the  nostril  and  vou  giv°  it  to 
the  natient  and  say.  “When  the  nain  comes  on 
vou  inhale  this,  it  will  relieve  vou  a great  deal.” 
She  does  it  and  it  does  relieve  her  some.  She 
thinks  vou  have  done  somethin?  and  she  thinks 
vou  are  trying  to  relieve  her  and  it  helps  her  a 
lot. 


Of  course  as  labor  proceeds  and  goes  along 
until  the  latter  part  of  the  third  stage  I try  to 
get  them  to  the  surgical  point.  There  are  lots 
of  women  who  never  know  when  they  have  their 
babies.  You  can  do  that.  You  don’t  always 
have  assistants,  but  you  have  to  use  some  wo- 
man in  the  neighborhood  to  help  you  out;  you 
can’t  possibly  give  the  chloroform  yourself,  but 
you  can  put  it  on  the  mask  and  the  woman  can 
get  through.  If  you  do  that  you  can  get  her  to 
the  surgical  stage  in  the  last  part  of  labor  when 
the  head  is  coming  over  the  perineum. 

J.  T.  Reddick,  Paducah  (in  'dosing)  : I ap- 

preciate the  fact  that  it  seems  to  be  the  common 
consensus  of  opinion  among  the  Kentucky  doc- 
tors. at  least  those  present  who  have  discussed 
my  paper,  that  chloroform  is  the  anesthetic  in 
labor.  There  is  only  one  differing  from  that 
Dosition  and  that  is  my  friend  Dr.  Gossett,  and 
he  informed  me  last  year  that  he  was  doing  all 
of  his  obstetrical  work  in  the  hospital  and  that 
being  the  case  he  is  prepared  to  have  his  gas 
administered  bv  someone  capable.  He  cannot 
take  the  cumbersome  apparatus  out  into  the 
country. 

Most  of  the  babies  are  born  in  the  country 
anyway.  The  country  women  have  a good  many 
more  babies  than  the  city  women,  and  it  seems 
chloroform  must  be  used  there. 

From  1880  to  1890  my  practice  was  country 
practice;  I was  the  only  physician  in  the  com- 
munity. I was  often  ten  miles  or  more  from 
any  other  physician,  and  I was  thrown  entirely 
on  my  own  resources.  I had  to  work  out  my 
own  salvation  in  these  cases,  and  I learned  to 
administer  my  anesthetic  and  do  the  work  all 
at  the  same  time.  I have  an  intelligent,  capa- 
ble woman  or  nurse  to  drop  the  chloroform  on 
the  inhaler  under  my  supervision.  Seventy-five 
per  cent  of  the  women  that  I deliver  I carry  to 
complete  unconsciousness  in  the  last  expulsive 
stage  when  the  severe  pains  come  and  the  head 
passes  over  the  perineum,  the  most  excruciat- 
' r " pa  n they  have.  I think  it  is  the  duty  of 
the  physicians  to  render  the  mothers  all  the  as- 
sistance possible  to  carry  them  through  this 
stressing  ordeal  with  as  little  pain  as  possible. 

Cholelithiasis  Resembling  Renal  Disease. — The 

observations  in  the  two  cases  reported  by  Cor- 
bett and  Peirce  bring  out  that  there  is  a clinical 
type  of  cholelithiasis  resembling  renal  disease, 
and  that  treatment  of  the  cholelithiasis  at  once 
relieves  the  renal  symptoms.  The  authors  in- 
cline to  the  view  of  the  chemical  rather  than  the 
infective  basis  for  gallstone  formation.  The 
gallstones  might  then  be  considered  to  be  a cause 
rather  than  the  effect  of  the  cholecystitis. 
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GLAUCOMA.* 

By  T.  Liggett  Bailey,  Madisonville. 

Realizing  that  but  few  of  you  are  interest- 
ed in  the  treatment  of  glaucoma  for  that 
comes  wholly  in  the  field  of  the  oculist,  but  at 
the  same  time  knowing  the  general  practition- 
er sees  many  eye  conditions  for  reference,  I 
hope  I can  drive  home  a few  points  in  diag- 
nosis and  differential  diagnosis  sufficiently 
deep  that  these  cases  may  get  proper  treat- 
ment before  degenerative  changes  have  taken 
place,  rendering  relief  practically  impossible. 

Glaucoma  has  been  defined  as  increased  in- 
traocular tension  plus  the  causes  and  results 
of  such  pressure.  It  is  divided  into  two 
forms,  primary,  that  is  the  congestive  and  the 
non-congestive  types  not  in  reality  a disease, 
as  claimed  by  some  authorities,  but  a local  ex- 
pression of  some  systemic  disorder. 

Secondary  glaucoma  comprises  that  in- 
crease in  intra-ocular  tension  as  caused  by 
trauma,  post  operative  and  localized  inflam- 
mations as  invade  and  block  up  the  channel 
of  exit  of  the  ocular  fluids,  intra-ocular  hem- 
orrhages, and  tumors  as  glioma  and  sarcoma. 

Buphthalmus  or  infantile  glaucoma  is  men- 
tioned purely  as  an  anatomic  anomaly. 

It  is  very  easy  to  explain  the  symptoms  of 
glaucoma  from  the  elevation  of  tension  but  a 
more  difficult  task  to  explain  the  essential  na- 
ture of  the  disease.  Of  all  the  theories  that 
have  been  adanced  no  single  one  is  satisfac- 
tory in  every  case.  The  intra-ocular  tension 
is  governed  by  the  amount  of  the  ocular 
fluids  secreted  by  the  blood  vessels  on  one 
hand,  and  by  the  quantity  of  fluid  which 
leaves  the  eye  by  the  lymph  spaces  on  the 
other.  The  most  important  path  for  the  out- 
flow is  at  the  iris  angle  into  the  canal  of 
Schlemm.  Any  disturbance  of  outflow  of  the 
ocular  fluids  through  this  canal  that  circum- 
scribes the  cornea  will  cause  an  increase  of 
intra-ocular  tension  and  every  operative  pro- 
cedure that  has  been  devised  for  its  relief  in- 
tends to  establish  sufficient  outflow  of  fluids, 
thereby  reducing  the  tension  to  a point  where 
the  pressure  is  not  dangerous  to  the  ocular 
structures.  Instillation  of  miotics  as  eser- 
ine  and  pilocarpin  contracts  the  pupil  reliev- 
ing the  pressure  at  the  iris  angle  enlarging 
the  lymph  spaces  and  allows  a normal  out- 
flow. 

Non-congestive,  or  glaucoma  simplex  often 
comes  on  so  slowly  the  central  vision  is  but. 
little  impaired,  but  the  visual  field  so  nar- 
rowed that  the  patient  finds  it  difficult  to 
walk  except  in  familiar  surroundings.  Sub- 
jective symptoms  of  simple  glaucoma  since  in- 
flammatory attacks  and  pain  are  absent  eon- 


*Read  bpfore  the  Kentuckv  State  Medical  Association, 
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sists  almost  exclusively  of  disturbance  of  vis- 
ion, and  the  diagnosis  must  be  made  by  tak- 
ing the  intra-ocular  tension  by  palpation  with 
the  fingers  or  some  form  of  tonometer,  the 
opthalmoscopic  pictures  of  the  fundus,  that 
is,  deep  cupping  of  the  optic  nerve  and  tak- 
ing the  visual  field. 

Cataract  may  occur  in  an  eye  with  glau- 
coma, or  vice  versa.  For  example,  I saw  an 
old  lady  in  her  home  whose  vision  had  been 
failing  for  several  months;  so  with  an  opthal- 
inoscope  witli  mirror  using  an  oil  lamp  for 
reflected  light,  I made  a diagnosis  of  cata- 
lact,  overlooking  glaucoma,  if  present  at  that 
time.  I went  into  a rather  lengthy  explan- 
ation telling  her  what  to  expect  and  when 
vision  reached  a certain  stage  report  for  op- 
eration. I never  saw  her  for  some  months 
when  she  came  in  for  operation,  and  to  my 
surprise  when  I made  a more  thorough  ex- 
amination in  the  office  found  her  hopelessly 
blind  from  glaucoma.  I learned  from  that 
case  to  advise  all  patients  with  lens  changes 
to  report  at  stated  intervals  for  examinatio- 
explaining  the  reason  for  having  them  do 
so. 

Errors  in  refraction  very  often  change 
rapidly  in  chronic  glaucoma,  and  every  pa- 
tient who  complains  that  they  have  to  change 
their  lenses  frequently  should  be  advised  to 
consult  an  oculist.  Glaucoma  simplex  must 
be  differentiated  from  optic  atrophy  but  will 
not  go  into  details  here  for  that  is  a question 
for  the  ophthalmic  surgeon. 

Acute  inflammatory  glaucoma  may  occur 
like  “A  ball  from  the  clear  sky”,  and  the 
picture  should  never  be  forgotten.  However, 
there  is  usually  a history  of  ancient  attacks 
of  obscure  vision,  dull  headaches,  a halo 
around  a light,  and  jf  examined  during  one 
of  these  slight  attacks  the  pupil  may  be 
found  to  be  moderately  dilated,  react  poorly 
to  light,  the  anterior  ch amber  shallow,  the 
cornea  slightly  steamy  and  anesthetic,  cen- 
tral vision  somewhat  reduced  and  intra-ocu- 
lar tension  increased. 

While  an  interne  in  an  eastern  eye  and  ear 
hospital  I came  home  for  a short  visit  and 
was  called  to  see  an  old  friend  of  mine  wlio 
was  having  trouble  with  one  eye.  I found 
him  in  bed  in  a darkened  room  saying  the 
night  before  without  previous  warning  he 
developed  severe  pain  in  his  left  eye  and  in 
a very  short  time  vision  was  reduced  to  large 
objects.  There  was  nausea  and  vomiting. 
Upon  examination  the  ocular  conjunctiva  was 
very  red,  more  marked  by  a deep  circumcor- 
neal  injection.  Pupil  widely  dilated,  cornea 
steamy,  anesthetic,  exhibiting  a greenish  re- 
flex, and  palpation  with  the  finger  tips  gave 
a strong  hardness.  T inquired  of  his  family 
physician  who  was  present,  if  treatment  had 


210 


KENTUCKY  MEDICAL  JOURNAL 


[May,  1927 


been  instituted  and  to  my  surprise  be  stated 
he  had  been  using  atropine.  Eserine  was 
immediately  substituted  and  lie  was  advised 
to  go  immediately  to  an  oculist.  This  man 
eventually  developed  absolute  glaucoma  and 
two  years  later  came  to  me  for  relief  from  a 
very  painful  eye.  On  account  of  the  atropic 
iris,  enucleation  seemed  the  only  means  of 
relief.  Examination  of  the  right  eye  the  day 
before  operation  did  not  reveal  slighest  evi- 
dence of  glaucoma,  however,  twenty-four 
hours  after  operation  this  eye  developed  acute 
glaucoma.  I failed  to  use  a miotic  previous 
to  operation;  had  I done  so  would  have  pos- 
sibly prevented  such  an  embarrassing  situa- 
tion. Jt  eventually  took  an  iridectomy  to  re- 
lieve the  tension,  and  it  has  been  ten  years 
and  this  man  still  has  useful  vision. 

I saw  another  patient  with  mature  cataract 
who  developed  acute  inflammatory  glaucoma 
before  date  set  for  operation.  Dr.  Pfingst 
saw  this  man  in  consultation.  I did  an  iridec- 
tomy that  relieved  the  glaucoma  and  a month 
later  removed  the  lens  getting  excellent  vis- 
ion. 

I recently  saw  a man  who  was  struck  in 
the  brow  with  the  sharp  end  of  a piece  of 
wood  making  a punctured  wound  to  the 
bone.  There  was  some  ecchymosis  of  the  soft 
tissues  around  the  eye  with  no  apparent  in- 
jury to  the  globe.  In  twenty-four  hours  he 
developed  acute  inflammatory  glaucoma  that 
iridectomy  relieved  and  vision  was  eventually 
lost.  I mention  this  case  for  I was  unable  to 
explain  why  he  should  develop  glaucoma  from 
such  an  injury,  though  there  was  surely  some 
connection  between  the  two. 

I now  come  to  the  question  of  differential 
diagnosis.  Acute  glaucoma  is  most  often  mis- 
taken by  the  inexperienced  for  iritis  or  con- 
junctivitis, and  it  is  imperative  that  an  ac- 
curate diagnosis  be  made  before  intelligent 
treatment  can  be  instituted,  especially  in 
iritis  and  glaucoma  for  drugs  in  the  one  con- 
dition is  absolutely  contraindicated  in  the 
other. 

In  acute  glaucoma  I repeat,  deep  circum- 
corneal  injection,  pupil  widely  dilated  with 
a greenish  reflex  and  does  not  react  to  light. 
Cornea  steamy  and  anesthetic,  marked  re- 
duction of  vision  and  increase  in  intra-ocular 
tension,  even  to  a stony  hardness. 

Iritis  has  the  circumcorneal  redness  but 
not  often  the  deep  purple  of  glaucoma.  Pho- 
tophobia and  lacrymation  marked,  pupil  con- 
tracted, reacts  but  feebly  and  possibly  not  at 
all  to  light,  iris  congested  and  discolored, 
cornea  by  close  examination  may  show  de- 
posits on  Descemet’s  membrane  or  even  pus 
in  lower  part  of  anterior  chamber ; tension 
normal  or  slightly  reduced,  pupil  under 
atropine  may  dilate  irregularly,  certain  por- 


tions being  adherent  to  anterior  lens  leaving 
deposits  when  pulled  loose  as  seen  with  the 
opthalmoscope. 

In  conjunctivitis  there  are  all  degrees  of 
injection  and  swelling  of  both  the  ocular  and 
palpebral  conjunctiva  dependent  upon  the 
type  of  infection  present.  The  redness,  con- 
trary to  glaucoma  and  iritis  becomes  less 
marked  toward  the  sclero-corneal  junction. 
Iris  normal  in  appearance,  pupil  regular  and 
reacts  normally  to  light  and  accomodation, 
intra-ocular  tension  not  disturbed,  and  a dis- 
charge of  pus  or  mucous  pus  from  the  eye 
gumming  the  lashes. 

In  conclusion,  the  tension  should  be  taken 
on  every  eye  presented  for  examination  re- 
gardless of  the  age  of  the  patient.  I don’t 
think  it  practical  for  the  general  man  to  be- 
come familiar  with  the  tonometer,  but  he 
should  practice  taking  the  tension  with  his 
fingers,  that  is,  the  tips  of  the  forefingers  of 
each  making  alternate  pressure  on  the  closed 
lids  comparing  the  tension  with  its  fellow  on 
his  own  eye. 

The  treatment  of  glaucoma  is  surgical  and 
medical.  In  the  non-congestive  types  miotics 
as  eserine  and  pilocarpin  may  be  used  so  long 
as  the  tension  remains  within  normal  limits 
with  normal  fluid  and  no  reduction  of  cen- 
tral vision.  There  are  those  however,  who 
believe  every  glaucomatous  eye  should  be  op- 
erated upon  as  soon  as  a diagnosis  is  made. 
Iridectomy,  trephining,  or  some  similar  pro- 
cedure dependent  upon  the  experience  of  the 
surgeon. 

In  acute  inflammatory  glaucoma  1 think  all 
agree  that  immediate  iridectomy  is  the  opera- 
tion of  choice.  This  be  repeated,  if  tension 
is  not  reduced,  eserine  and  pilocarpin  in 
sol.  are  the  drugs  usually  relied  upon  to  con- 
tract the  pupil  and  reduce  the  tension. 

Atropine  is  positively  contraindicated  in 
glaucoma  dilating  the  pupil,  closing  the 
avenues  of  escape  of  fluid  from  the  eye,  there- 
by increasing  the  tension.  Atropine,  homa- 
tropine  and  cocaine,  even  for  the  removal  of 
a foreign  body  should  not  be  put  in  the  eye 
without  first  having  some  knowledge  of  the 
tension.  Cases  of  glaucoma  are  reported 
from  such  procedures.  Just;  two  weeks  ago 
I had  a colored  man  with  a small  corneal  ul- 
cer, iritis  complicating,  the  margin  of  pupil 
adherent  to  lens  capsule  in  two  or  three  places. 
Atrophine  was  prescribed  for  use  at 
home,  also  instilled  when  he  was  at  my  of- 
fice. In  three  days  he  complained  of  severe 
pain  and  taking  the  tension  with  McLean  in- 
strument found  it  was  70.  Eserine  substi- 
tuted immediately  and  in  a comparative  short 
time  tension  was  reduced  and  pain  relieved. 
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It  remains  to  be  seen  what  the  future  has  in 
store  for  this  eye. 

I trust  all  of  you  will  take  the  tension  of 
an  eye  by  palpation,  apparently  normal  or 
inflammed,  note  the  condition  of  I lie  pupil 
before  instilling  a mydriotic. 


CALCULUS  ANURIA.*  x 
By  #John  Bate,  Louisville. 

Etiology. 

Calculus  Anuria  may  be  caused  by  slow 
destruction  of  the  secreting  tissues  of  the  kid- 
ney with  a late  complete  suppression  from 
blockage ; or  it  may  be  caused  by  relatively 
sudden  blockage  of  the  pelvis,  ureter,  or  blad- 
der by  calculi.  Between  these  two  extremes 
there  are  many  intermediate  grades. 

The  great  majority  of  cases  are  caused  by 
unilateral  calculi.  Some  observers  believe 
that  in  some  cases  the  resulting  anuria  is 
through  reflex  suppression  of  tiie  secretion 
of  the  opposite  kidney.  Others,  notably  L^ 
gueu  (1),  believe  this  is  not  the  case  unless 
the  unobstructed  kidney  is  also  diseased. 
Legueu  believed  that  “Anuria  does  not  occur 
except  in  patients  who  live  with  one  kidney 
only.”  In  the  majority  of  cases  there  is  eith- 
er a congenital  absence  of  one  kidney,  or  one 
kidney  is  destroyed  or  functionally  useless. 
In  an  analysis  of  thirty-six  cases  which  were 
proved  at  necropsy,  Legueu  found  that  one 
of  the  two  kidneys  was  absent  in  three  cases, 
destroyed  by  stones  in  twenty,  and  the  ureter 
was  dbliterated  in  six  cases.  In  thirty  cases 
in  which  operation  was  done,  the  functioning’ 
kidney  was  obstructed  by  calculi  in  the  pel- 
vis of  the  kidney  in  seven,  and  the  ureter  was 
blocked  in  twenty-three. 

In  a similar  analysis  of  twenty-eight  eases, 
Morris  (2)  found  one  kidney  absent  in  six, 
atrophied  in  eight,  destroyed  by  stones  in 
eleven,  destroyed  by  hydatid  cyst  in  one,  and 
enlarged  in  two  cases. 

Frank  (3)  has  advanced  clinical  and  ex- 
perimental evidence  to  explain  reflex  Anuria : 

First:  From  two  to  five  days  after  liga- 

tion of  a ureter,  the  tissues  surrounding  the 
kidney  were  oedematous,  and  the  veins  were 
enlarged. 

Second:  The  unobstructed  kidnev  became 
primarily  intensely  congested ; this  conges- 
tion being  first  arterial,  then  venous.  Hyper- 
trophy of  this  kidney  followed  in  a relatively 
short  time. 

These  observations  were  confirmed  clinical- 
ly, and  seem  to  explain,  in  certain  instances, 
failure  of  the  unobstructed  kidney  to  func- 
tion. Likewise,  the  anuria  occasionally  fol- 
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lowing  nephrectomy,  may,  in  the  absence  of 
mechanical  obstruction,  find  its  explanation 
in  the  same  causes. 

Israel  (4),  and  Kuster  (5),  believed  a 
vasomotor  constriction  might  be  sufficient  to 
cause  reflex  anuria.  This  is  supported  clini- 
cally by  the  oliguria  and  dysuria  sometimes 
accompanying  ureteral  colic. 

Hunner  (6j  has  made  the  most  recent  con- 
tribution to  this  subject.  He  states  emphati- 
cally, that  “The  so-called  ‘renorenal  reflex’ 
or  reference  of  pain  to  the  side  opposite  the 
one  bearing  a renal  or  ureteral  stone  may  oc- 
cur, but  this  phenomenon  of  bilateral  pam  or 
pain  only  in  the  side  without  calculus  should 
suggest  at  once  an  examination  for  bilateral 
ureteral  stricture.’’ 

“Reflex  anuria,  heretofore  considered  a 
nervous  phenomenon,  will  likewise  be  found 
in  most  instances  to  be  due  to  bilateral  stric- 
ture, and  to  depend  on  actual  physical  changes 
in  the  narrowed  areas  of  both  ureters.  ...” 

Mellon  (7)  argues  in  favor  of  reflex  sup- 
pression, but  his  observations  could  be  easily 
explained  by  the  ureteral  stricture  hypothe- 
sis : A man  with  left  sided  hydronephrosis 
entered  the  hospital  complaining  of  reno- 
ureteral  colic  on  the  right  side  which  incapac- 
itated him.  Cystoscopic  and  roentgen-ray  in- 
vestigation revealed  the  side,  of  which  he  was 
complaining,  to  be  normal,  and  the  pyelogram 
showed  on  the  opposite  side  hydronephrosi 
due  to  stricture  at  the  uretero-pelvic  junc- 
ture. Mellon  asks  if  this  crossed  condition  is 
not  due  to  a reno-renal  reflex.  He  quotes  an- 
other case,  having  a clinical  diagnosis  of  cal- 
culus of  one  ureter,  in  which  anuria  of  fifty- 
six  hours  followed  bilateral  catherization  of 
the  ureters.  He  reasons  that  if  such  a slight 
disturbance  as  a five  minute  ureteral  catheter- 
ization can  so  upset  the  normal  action  of  the 
kidneys  that  they  would  stop  secreting  for 
more  than  two  days,  certainly  with  a gross 
pathological  lesion  of  one  kidney  such  as 
would  occur  if  it  were  suddenly  blocked  otf, 
the  function  of  the  second  kidney  could  be 
disturbed  sufficiently  to  stop  its  secreting. 
Nevertheless,  he  thinks  the  theory  advanced 
by  Frank  seems  to  be  most  logical,  i.  e.  that 
there  is  a congestion  of  the  normal  kidney 
which  prevents  its  functioning. 

Baynard  (11)  reports  a case  of  stone  in  the 
right  kidney  with  “reno-renal  reflex  anuria” 
of  the  left.  An  analysis  of  this  case  however 
shows  that  there  was  an  undoubted  infection 
with  impairment  of  function  of  the  left  side. 

In  a series  of  fifty-six  cases,  Morris  showed 
the  calculi  were  in  the  upper  part  of  the  ure- 
ter in  over  half  of  the  cases. 

The  condition  is  nearly  twice  as  frequent 
in  males  as  in  females.  The  youngest  patient 
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reported  was  two  days,  and  the  oldest  eighty 
years. 

Frequency  of  the  Condition. 

A search  through  the  cross  index  files  of 
the  Massachusetts  General  Hospital  showed 
only  four  cases  of  Calculus  Anuria  listed. 
This  is  believed  to  be  an  imperfect  record, 
however. 

During  the  period  from  1922  to  1918, 
eighty-six  cases  were  diagnosed  clinically  as 
ureteral  calculus.  A large  percentage  of 
these  were  verified  by  x-ray,  cystoscopy,  or 
operation.  Thirty -seven,  or  43%  of  the 
eighty-six  eases,  were  operated.  Only  one 
case  of  Calculus  Anuria  occurred  among  the 
eighty-six.  This  represents  1.1%  of  all  the 
cases  diagnosed  ureteral  calculus. 

Caulk  (8)  has  seen  Anuria  six  times  among 
two  hundred  and  eighty  personal  cases  of 
renal  and  ureteral  stone. 

Smith  (9)  has  seen  three  cases  of  Calculus 
Anuria  in  his  sixteen  years  of  practice  of 
urological  surgery. 

Previous  to  the  publication  of  Watson’s 
(10)  paper,  only  163  cases  of  Calculus  Anuria 
had  been  reported.  Watson  added  twenty- 
four  from  the  literature  and  one  of  his  own. 
Frank  added  five,  making  a total  of  193.  We 
are  adding  four  from  the  records  of  the  Mas- 
sachusetts General  Hospital,  and  thirty-nine 
from  the  literature  since  1910,  making  236. 
Symptoms. 

Pain  in  the  region  of  the  kidney  last  in- 
volved is  almost  invariably  experienced  at 
the  commencement  of  the  suppression.  It 
may  continue  for  a long  time,  but  more  com- 
monly lasts  for  a day  or  two  and  subsides. 
In  very  exceptional  cases  the  Anuria  has 
come  on  without  pain  on  either  side,  and  with- 
out history  of  previous  attacks  of  renal  colic ; 
or  the  patient  has  forgotten  on  which  side 
they  occurred. 

There  may  be  frequency  and  urgency 
though  the  bladder  is  empty.  If  the  obstruc- 
tion is  incomplete  there  may  be  intermittent 
polyuria. 

The  most  striking  feature  of  the  disease  is 
the  occurrence  of  a silent  or  tolerant  stage, 
followed  by  a uraemic  stage.  During  the  tol- 
erant stage,  the  patient  usually  feels  remark- 
ably well,  and  is  only  slightly  incapacitated. 
In  the  non-obstructive  forms  of  urinary  sup- 
pression, such  as  nephritis,  the  symptoms  of 
uraemic  poisoning  followed  by  death  would 
often  seem  too  rapid  to  be  explained  simply 
by  non-elimination  of  urinary  excreta.  Thus, 
the  usual  case  of  Calculus  Anuria  is  sharply 
distinguished. 

Only  where  a hydronephrosis  existed  be- 
fore the  onset  of  Anuria  do  we  get  continuous 
pain.  Otherwise,  as  soon  as  the  pressure  of 
the  urine  in  the  pelvis  is  equal  to  the  blood 


pressure  in  the  renal  vessels,  pain  stops. 

Blood  pressure  is  usually  raised  slightly  to 
moderately.  If  there  is  scanty  urine  it  is 
only  rarely  albuminous,  and  specific  gravity 
is  usually  below  1008.  It  may  contain  blood 
and  epithelium,  or  findings  from  associated 
lesions. 

When  Anuria  is  complete,  the  uraemic  state 
begins  about  the  seventh  or  eighth  day, 
though  it  is  variable. 

The  pulse  is  slow,  full,  and  later  irregular. 

Vomiting  is  nearly  always  present  in  the 
disease  and  is  looked  upon  as  a symptom  of 
bad  omen  which  accompanies  and  precedes 
the  uraemic  nervous  phenomena. 

Obstinate  constipation  and  meteorism  are 
commonly  present. 

When  uraemia  appears,  complete  depres- 
sion of  body  and  mind,  with  muscular  trem- 
ors and  contraction  of  the  pupils  are  the  dom- 
inant features.  Rarely,  delirium  and  hal- 
lucinations occur. 

The  respiration  becomes  slow,  siglung  and 
irregular,  and  the  patient  dies  with  symp’oms 
of  respiratory  failure. 

Prognosis. 

Death  usually  occurs  at  the  eighth  to  tenth 
day  when  the  case  is  treated  expectantly.  If 
suppression  is  interrupted  by  intermittent 
polyuria,  life  may  be  prolonged  by  many 
days.  If  the  functioning  kidney  is  hvdrone- 
piirotic,  the  uraemia  appears  later.  Rayer 
(12)  reports  a ease  in  which  Anuria  lasted 
twenty-five  days  with  only  slight  remission  on 
the  tenth  day.  James  Russell  (13)  published 
a case  of  Anuria  lasting  twenty  days  which 
terminated  by  the  discharge  of  ten  liters  of 
urine  in  twenty-four  hours.  Autopsy  a year 
later  showed  bilateral  hydronephrosis  with 
Calculi.  In  a few  reported  cases  the  hydrone- 
phrotic  tumor  has  disappeared  coincidently 
with  cessation  of  Anuria. 

Spontaneous  cure  sometimes  occurs.  Frank 
reported  a case  of  a two  year  old  child  who 
recovered  after  seven  and  a half  days  of 
anuria,  and  passed  a calculus  on  the  four- 
teenth day. 

In  a series  of  thirty-nine  cases  collected 
from  the  literature  since  1908,  only  the  above 
case  can  be  classified  under  purely  expectant 
treatment.  In  a case  having  a congenital  sin- 
gle kidney,  exploratory  operation  was  done, 
but  the  patient’s  condition  forbade  complet- 
ing the  operation.  The  patient  died  after 
twenty-eight  days  of  Anuria.  Heaton  has 
reported  a somewhat  similar  case,  which  end- 
ed in  recovery:  Operation  on  the  left  side, 
which  was  the  site  of  the  most  recent  pain, 
was  unsuccessful  in  revealing  kidney  or  uret- 
er. On  the  eigth  day  twitchings  made  their  ap- 
pearance. A few  hours  later  he  began  to 
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pass  urine.  Two  months  later  he  passed  three 
small  calculi. 

If  these  two  cases  be  classified  under  ex- 
pectant treatment,  the  mortality  would  be 
only  33%.  .This  is  probably  not  an  accurate 
index  because  these  cases  were  reported  on 
account  of  their  unusual  nature. 

Of  forty-eight  cases  not  operated,  collected 
by  Morris,  thirty-eight  died,  and  10  or  20.8% 
recovered.  Of  forty-nine  cases  operated, 
twenty-four  died,  and  25  or  51%  recovered. 

In  Legueu’s  (14)  series  of  fifty-six  cases 
which  neither  followed  nor  were  treated  by 
operation,  recovery  took  place  in  16,  or  28.5%. 
In  one  secretion  recommenced  on  the  third 
day ; in  ten,  between  the  fifth  and  tenth  days ; 
in  three  on  the  thirteenth,  fourteenth,  and 
fifteenth  days  respectively. 

Modern  diagnosis,  and  early  cystoscopic 
and  operative  treatment  has  influenced  the 
prognosis  favorably.  In  our  collected  series 
of  thirty-nine  cases,  sixteen  were  treated  cys- 
toscopically,  with  one  death — a mortality  of 
6.3%.  The  fatality  occurred  in  a case  hav- 
ing a single  kidney. 

Operation  was  performed  in  twenty-one 
cases  with  six  deaths,  a mortality  of  28.5%. 

Cystoscopy  caused  a sufficient  improvement 
in  two  cases,  to  enable  operation  to  be  suc- 
cessfully performed  later. 

Pathology. 

In  only  one  published  case  has  simultaneous 
obstruction  of  both  ureters  undoubtedly  oc- 
curred. In  one  of  the  cases  from  the  Massa- 
chusetts General  Hospital,  both  ureters  were 
obstructed  by  calcidi  in  the  lower  third,  but 
we  cannot  say  definitely  that  they  were  ob- 
structed simultaneously. 

A large  vesical  calculus  has’  been  known  to 
cause  Anuria  by  obstructing  both  ureteral 
orifices. 

Most  writers  agree  that  there  is  a pro- 
nounced and  long-standing  alteration  in  one 
kidney  before  the  other,  and  functionally  ac- 
tive organ,  becomes  obstructed.  That  this  is 
not  always  true  has  been  discussed  under  the 
etiology  of  this  condition. 

Most  investigators  report  a primary  hy- 
dronephrosis following  complete  ureteral  ob- 
struction. Barney  (15)  found  this  in  thirty- 
two  of  thirty-three  dogs  with  unilateral  liga- 
tion of  the  ureters. 

It  would  seem  that  simple  retention  of 
nitrogenous  products  does  not  explain  many 
of  the  cases  of  rapid  progress  of  the  disease. 
Babington  (16)  showed  that  the  retention  of 
nitrogenous  bodies  is  clearly  related  to  kid- 
ney defects,  and  to  the  production  of  urae- 
mia. At  the  present  time,  we  have  no  ade- 
quate explanation  to  cover  the  symptoms  of 
poisoning  in  all  cases.  The  condition  is  due 
to  a rather  sudden  complete  retention  of  all 


substances  normally  excreted  bv  the  kidney, 
in  contrast  to  the  more  selective  gi*adual  re- 
tention in  most  cases  of  anuria  from  other 
causes. 

Myers  has  advanced  evidence  to  show  that 
the  tenacity  of  life  in  prolonged  poisoning 
from  anuria  may  possibly  be  explained  by  one 
or  more  of  the  following  derangements  of 
physiological  processes : 

1.  In  long  standing  anuria  there  may  be  a 
lowered  metabolism. 

2.  In  long  standing  anuria,  natural  pro- 
tective forces  develop  a defense  against  the 
peril  of  deranged  metabolism. 

3.  In  long  standing  anuria,  the  nitrogenous 
products  may  be  eliminated  vicariously. 

Hewlett  (17),  took  large  amounts  of  urea 
by  mouth  in  an  endeavor  to  determine  the 
part  played  by  urea  in  the  production  of 
asthenic  symptoms.  When  the  urea  in  the 
blood  reached  100  mg.  per  100  c.  cm.  asethenic 
symptoms  set  in. 

Gotzel  (18)  produced  total  anuria  experi- 
mentally by  ligation  of  a single  ureter  in  dogs 
having  two  kidneys  presumably  normal. 

Caulk’s  (8)  experience  has  not  borne  Got- 
zel’s  out,  and  he  is  convinced,  after  a long 
series  of  experiments  on  animals  and  from 
clinical  observations  that  reflex  anuria  must 
be  exceedingly  rare.  He  has  never  observed 
it,  and  doubts  its  existence. 

In  50%  of  Caulk’s  experiments  where  both 
ureters  were  ligated  in  dogs,  the  most  exten- 
sive extravasation  of  blood  throughout  the 
kidney  occurred  as  well  as  under  the  true 
capsule,  and  often  out  into  the  fatty  capsule, 
with  extensive  areas  of  necrosis  throughout 
the  organ. 

Diagnosis. 

Most  writers  give  one  the  impression  that 
there  is  always  a period  of  tolerance  in  Cal- 
culus Anuria.  The  more  recent  case  re- 
ports do  not  always  bear  this  out.  Five  of 
Caulk’s  cases  had  acute  toxic  symptoms  from 
the  beginning  of  the  anuria.  Finkelstein’s 
(19)  case  was  semi-comatose  in  thirty-six 
hours,  while  Loree’s  case  showed  toxic  symp- 
toms before  seventy-two  hours.  Three  of  the 
four  cases  from  the  Massachusetts  General 
Hospital  showed  a definite  period  of  toler- 
ance, however,  one  lasting  three  and  one  six 
uays. 

In  general,  nephritic  uraemia  shows  dis- 
turbances of  the  nervous  system  very  early. 
Headache,  giddiness  and  convulsions  succeed 
each  other.  High  blood  pressure  and  changes 
in  the  retina  are  usually  present. 

Anuria  due  to  drugs  comes  on  more  slowly 
and  the  history  is  suggestive. 

In  polycystic  disease  of  the  kidneys,  tumor 
and  high  blood  pressure  are  usually  present. 

In  these  and  other  conditions  the  roentgen- 
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ray  examination  and  cystoscopic  examination 
with  waxed  tipped  catheter,  are  invaluable. 
However,  the  x-ray  plates  often  fail  to  show 
the  stones,  or  else  tlm  stones  are  overlooked. 

In  one  of  the  Massachusetts  General  Hospit- 
al cases  the  x-ray  report  called  atention  to  a 
stone  in  one  ureter  only.  A review  of  the 
plate  showed  a stone  2.5  x 2 x 1 cm.,  in  the 
same  position  on  the  opposite  side. 

Treatment. 

Operation  as  late  as  the  fourteenth  day 
has  been  successful,  while  it  has  failed  as 
early  as  the  third  day,  and  deaths  have  oc- 
curred in  twenty-four  hours  without  opera- 
tion. 

In  the  twenty-two  operated  cases  collected 
by  the  writer,  ureterotomy  was  performed 
twice,  pyelotomy  was  performed  tive  times, 
bilateral  pyelotomy  oneg,  nephrotomy  eleven 
times,  and  bilateral  nephrotomy  once.  Decap- 
sulation was  performed  once  with  a fatal  end- 
ing. An  explanatory  operation,  on  a case 
having  a congenital  solitary  kidney,  failed  to 
expose  the  kidney,  and  the  patient  succumbed 
twrenty-eight  days  later. 

Both  the  bilateral  pyelotomy  and  bilateral 
nephrotomy  cases,  recovered. 

All  four  cases  from  the  Massachusetts  Gen- 
eral Hospital  were  operated ; a simultaneous 
bilateral  ureterotomy  was  performed  in  one 
ease,  a pyelotomy,  followed  later  by  a ureter- 
otomy in  another,  and  a nephrotomy  in  one, 
a right  nephrotomy  and  a left  pyelotomy  in 
the  other.  All  recovered. 

The  mortality  of  the  operated  cases  in  the 
collected  series  was  28%.  This  is  an  improve- 
ment over  the  mortality  of  49%  reported  by 
Morris. 

The  mortality  of  6.3%  in  the  sixteen  cases 
where  cystoscopic  treatment  was  possible  is 
very  encouraging'.  The  combined  mortality 
for  this  series  is  17.9%. 

Thevenot  (27)  reported  two  cases  of  his 
own  and  compiled  reports  of  thirty-eight  oth- 
ers in  which  ureteral  catheterization  was 
tried.  His  own  and  thirty-two  of  the  com- 
piled cases  recovered. 

Therefore,  we  conclude  that  our  early  diag- 
nosis and  treatment  of  these  cases  has  im- 
proved our  statistics  markedly. 

Huck’s  (20)  thesis  showed  that  interven- 
tion before  the  sixth  day  gave  a mortality  of 
42.10%;  before  the  fifth  30.76%;  and  before 
four  days,  25%. 

Watson  (21)  found  the  average  period  of 
tolerance  in  sixty-two  cases  was  five  to  six 
days.  In  four  it  was  twenty-four  hours;  in 
sixteen  it  was  ten  to  sixteen  days.  Frank’s 
case  was  twenty-two  days.  Eisendrath  (27) 
believes  that  operation  should  be  performed 
by  the  fourth  day,  catheterization  of  the  ure- 
ters having  failed  to  relieve  the  condition.  Or, 


(22)  if  the  case  has  been  seen  early,  one 
should  not  wait  longer  than  forty-eight,  hours 
j’or  the  relief  of  anuria  by  ureteral  cathetei’- 
ization.  Nearly  all  observers  believe  that  the 
fourth  to  fifth  day  is  the  limit  of  justifiable 
delay,  but  that  in  most  cases  there  is  no  jus- 
tification, at  the  present  time,  for  operating 
upon  these  cases  before  a thorough  urological 
study  has  been  made  of  the  location  of  the 
calculus  and  the  condition  of  both  kidneys. 

In  cases  of  acutely  infected  or  non-infect- 
ed  hydronephrosis,  conservative  surgery  .is 
indicated.  Many  of  these  kidneys  will  regain 
a useful  degree  of  function  after  an  obstruc- 
tion is  removed. 

Andre  (23)  believes  that  ureteral  catheter- 
ization repeated  on  the  catheter  left  in  situ 
is  a very  efficacious  means  of  obtaining  the 
expulsion  of  ureteral  calculi  when  they  are 
no  larger  than  a kidney  bean  to  a date  nut. 
Even  if  the  calculus  is  not  expelled,  there  is 
sufficient  improvement  to  allow  successful 
surgery  later.  If  infection  of  the  kidney  of 
pelvis  has  occurred,  the  catheter  should  be 
left  in  place  for  repeated  lavage  of  the  pelvis. 
He  reports  some  successfully  treated  cases  in 
which  the  calculi  were  numerous  and  anuria 
recurred.  In  going  through  the  literature  1 
have  been  impressed  by  the  high  mortality 
from  surgical  treatment  in  these  cases  of  re- 
curring calculus  anuria. 

Paschkie  (24)  thinks  that  one  should  not 
wait  longer  than’  seventy-two  hours,  if  secre- 
tion does  not  follow  ureteral  catheterization. 

Albarran  advised  washing  the  ureter  with 
a warm  solution  to  relax  the  spasm  and  wash 
away  gravel  or  force  the  stone  back  to  the  kid- 
ney pelvis. 

Pocket  (25)  Says  simple  ureteral  catheter- 
ization has  caused  the  expulsion  of  the  cal- 
culus in  five  cases  in  his  practice. 

Crowell  (26)  has  been  successful  in  remov- 
ing 140  ureteral  calculi,  with  seven  excep- 
tions, by  cystoscopic  manipulations.  He  in- 
jects 66  c.  cm.  of  2 to  5%  novocaine  solution 
into  the  bladder,  fifteen  minutes  before  filling 
it  with  boric  acid  solution.  If  the  patient  is 
very  nervous  or  extremely  sensitive,  he  thinks 
it  would  be  better  to  use  spinal  anesthesia. 
The  catheter  is  then  inserted  into  the  ureter 
until  it  encounters  resistance.  A solution  of 
novocaine  is  then  injected  and  retained  for 
ten  minutes.  The  catheter  will  then  pass  the 
calculus  in  the  majority  of  cases.  Generally 
a 9 French  Catheter  will  pass  the  calculus  af- 
ter a 6 French  Catheter  has  been  left  in  place 
for  twenty-four  hours.  Before  removing  the 
catheter,  he  anaesthetises  the  ureter,  and 
fills  the  pelvis  of  the  kidney  with  warm  saline 
and  sterilized  oil.  In  case  this  fails,  the  dila- 
tion should  be  continued.  Unfortunately 
this  method  is  only  applicable  in  the  earliest 
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stages  of  Calculus  Anuria. 

Special  instruments  for  the  removal  or 
crushing  of  ureteral  calculi  have  a definite 
place  in  the  treatment  of  uncomplicated  cal- 
culi. In  most  cases  of  anuria,  relief  of  the 
suppression  is  the  paramount  indication,  so 
such  methods  would  rarely  be  indicated. 

When  more  radical  measures  become  indi- 
cated, we  should  operate  on  the  side  with  the 
better  function  first.  This  is  nearly  always 
the  side  which  was  last  affected,  and  usually 
shows  the  more  acute  symptoms.  In  the  ab 
sence  of  a good  history,  physical  examination 
must  be  relied  on.  Spasm  or  some  rigidity  of 
the  abdominal  muscles  is  frequently  present 
on  the  side  last  involved. 

If  the  obstruction  cannot  be  readily  found 
or  removed,  the  operator  should  be  content 
with  drainage  of  the  kidney  by  means  of  a 
pyelotomy  or  nephrotomy. 

AVatson  (10)  gives  a clear  exposition  of  the 
advantages  that  may  sometimes  be  derived 
from  simultaneous  bilateral  nephrolithotomy 
in  calculus  anuria.  He  thinks  this  should  be 
the  procedure  in : First,  all  cases  in  which, 
upon  cutting  down  upon  the  first  kidney,  it 
is  found  that  there  is  not  enough  renal  sub- 
stance remaining  to  make  it  probable  that  the 
organ  will  be  capable  of  sustaining  life  by 
the  exercise  of  its  function  alone.  The  in- 
ference should  always  be  that  the  greater  the 
destruction  in  the  kidney  first  operated  upon 
the  greater  the  possibility  that  the  kidney  of 
the  other  side  has  a useful  amount  of  renal  se- 
creting substances  in  it,  and  correspondingly 
greater  becomes  the  importance  of  immed- 
iately incising  that  kidney,  in  order  that  the 
patient  may  have  at  once  the  benefit  of  all 
the  functionally  capable  renal  substance  that 
he  possesses. 

Secondly,  simultaneous  bilateral  nephroli- 
thotomy should  be  performed  in  all  cases  in 
which  there  is  a simultaneous  blocking  of  the 
ureter  of  both  kidneys,  or  in  which  there  is 
one  ureter  blocked  and  a calculus  in  the  other 
kidney,  it  being  always  possible  and  fairly 
probable  that  the  calculus  in  the  second  kid- 
ney, even  though  it  is  not  at  the  moment 
blocking  the  ureter,  may  do  so  at  anv  time 
subsequently. 

Watson  found  six  cases  in  the  literature  in 
which  simultaneous  bilateral  nephrotomy  was 
done  with  a mortality  of  50%,  and  four  cases 
in  which  a bilateral  operation  was  done  with 
an  interval  between.  All  four  recovered.  In 
the  collected  series  being  reported  now,  there 
was  one  bilateral  nephrotomy  and  one  bilater- 
al pyelotomy,  both  recovering. 

Anuria  due  to  obstruction  of  a single  kid- 
ney demands  immediate  operation,  if  ureter- 
al catheterization  is  not  successful  in  drain- 
ing the  kidney  at  once.  This  is  more  imper- 


ative when  infection  is  present  because  of  the 
rapid  destruction  of  the  renal  parenchyma 
from  diffuse  and  multiple  focal  suppuration. 

Case  Reports. 

(1)  M.  C.  P.,  a Portuguese  housewife  of 
fifty  years,  271006  West  Medical,  and  Urolog- 
ical Services,  Massachusetts  General  Hospital, 
was  admitted  July  22,  1925,  and  discharged 
Aug.  29,  1925.  Admission  diagnosis : An- 
uria ; question  of  chronic  nephritis.  Chief 
complaint : Has  not  passed  water  for  two 
days.  Present  illness : This  began  five  days 
ago  with  pain  in  the  side  and  nausea  and 
vomiting.  She  first  noticed  pain  in  the  back 
on  stooping  three  months  ago.  She  dates  on- 
set of  present  illness  to  two  months  ago  when 
she  had  an  attack  somewhat  similar  to  the 
present  one.  She  was  suddenly  seized  with 
a chill  followed  by  fever,  and  sweating  and 
two  or  three  chills.  Nausea  and  vomiting 
lasted  for  one  week.  At  this  time  she  had  a 
dull  ache  and  tenderness  in  her  kidney  re- 
gion. There  was  no  lessening  of  the  amount 
of  urine,  but  there  was  some  frequency  and 
a moderate  amount  of  burning.  Also  had 
aches  and  pains  and  tenderness  in  all  her 
limbs.  Was  treated  in  bed  by  her  physician 
for  four  weeks.  Slight  burning  on  urination, 
pain  in  the  back  and  tenderness  in  the  loins 
persisted  up  to  the  attack  which  came  five 
days  ago.  Has  lost  considerable  weight,  but 
does  not  know  how  much. 

Five  days  ago  she  was  seized  with  nausea 
and  vomiting.  Since  then  she  has  vomited 
everything  she  has  eaten.  She  is  very  weak 
and  nervous.  There  is  pain  in  the  back 
when  she  stoops  over,  and  tenderness  over 
both  kidneys,  more  marked  on  the  right,  and 
a dull'  ache  in  that  region. 

Physical  examination : A well-developed, 

obese  woman.  Subcutaneous  fat  was  suggest- 
ive of  oedema.  Heart  borders  obscured  by  a 
large  amount  of  fat,  but  seems  slightly  en- 
larged. Sounds  are  of  good  quality,  rate 
and  rhythm.  Abdomen  is  very  full,  raising 
the  question  of  oedema  of  the  wall.  There 
is  a question  of  oedema  of  the  ankles.  Blood 
pressure  is  systolic  155;  Diastolic  90. 

Laboratory  data:  Leukocytes  8700;  poly- 

morphonuclears  62%,  lymphocytes  24;  large 
mononuclears  3 ; cosinophiles  none ; basophiles 
1.  Hemoglobin  70%  ; 3,936,000 — red  cells  are 
normal  in  size,  shape  and  staining.  Platelets 
appear  slightly  reduced.  Blood  Wassermann 
test  is  negative.  Blood  non-protein  nitrogen 
is  83  mg.  per  100  c.c. 

Roentgen-ray  examination:  Kidney  out- 

lines are  not  clearly  made  out  on  either  side 
because  of  respiratory  motion.  There  is, 
however,  on  the  left  a shadow  which  may 
represent  a very  much  enlarged  kidney.  At 
approximately  the  region  of  the  brim  of  the 
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pelvis  on  the  left  is  a dense  triangular  shad- 
ow which  probably  represents  a calculus  in 
the  left  ureter.  Opaque  catheter  reaches  one 
centimeter  below  this  shadow.  There  is  no 
opaque  fluid  in  the  ureter  nor  kidney  pelvis 
on  either  side.  There  is  a small  amount  in 
the  bladder.  The  findings  are  those  of  left 
ureteral  calculus. 

Note  : — Notwithstanding  this  report,  a care- 
ful examination  of  the  plates  showed  a shad- 
ow on  the  right  overlying  the  sacroiliac  joint, 
similar  in  size  and  shape  to  the  one  on  the 
left. 

Cystoscopic  report : The  bladder  is  nor- 

mal in  appearance  and  capacity.  Left  ureter 
obstructed  at  six  centimeters  from  the  vesica 
orifice.  The  right  catheter  is  obstructed  10 
centimeters  from  the  orifice.  There  is  no 
urinary  drainage.  The  diagnosis  is  bilateral 
ureteral  calculi  causing  obstructive  Anuria. 

Operation  was  performed  July  24th,  the 
morning  of  the  fifth  day  of  the  anuria. 
Through  a suprapubic,  mid-line  incision,  the 
left  ureter  was  exposed  extraperitoneally,  and 
the  stone  removed  by  ureterotomy.  The  same 
manouvure  was  used  successfully  on  the  right 
side.  Urine  drained  from  both  ureters  im- 
mediately- 

July  28th,  non-protein  nitrogen,  40  mg. 
per  100  cc.  Uric  acid,  3.4  mg.  per  100  ec. 
This  w'as  four  days  after  the  operation. 

Chemical  analysis  of  the  stones  showed  each 
cab  ulus  contained  oxalate,  phosphate,  and 
carbonate. 

August  22nd — -Phenolpthalein  tesl  for 
functions  (1  cc.  given  intravenously)  : 

First  hour — 90  cc.— 45%  diluted  to  1000  cc. 

Second  hour — 150  cc. — 10%  diluted  to 
1000  cc. 

August  27th — Nonprotein  nitrogen  30  mg. 
per  100  cc. 

Uric  acid — 3.7  mg.  per  100  ec. 

Aug.  28th — Blood-pressure  is  systolic  130, 
diastolic  85. 

Aug.  29th — Discharged  after  an  unevent- 
ful convalescence,  though  a prolonged  one 
from  sepsis  in  the  wound 
Case  2. 

R.,  G.  W.  222434,  age  52,  white  male,  sin- 
. gle,  admitted  May  15,  1918  to  Emergency 
Ward  of  Massachusetts  General  Hospital. 
Past  History : A right  sided  nenhrotorny 

for  stone  was  done  Jan.  31,  1918.  A right 
nephrectomy  was  done  nine  days  later  be- 
cause of  profuse  hemorrhage.  Present  ill- 
ness: Patient  entered  the  Emergency  Ward 
having  severe  left  lumbar  pain.  He  had  not 
voided  for  three  days.  Catheterifced,  but  no 
urine  obtained. 

Physical  examination:  Left  costovertebral 

tenderness  is  present.  N-ray  shows  shadows 
in  left  kidney  pelvis  and  lower  end  of  left 


ureter.  Cystoscopy  showed  complete  obstruc- 
tion to  the  ureteral  catheter  3 centimeters 
above  the  ureleral  orifice.  Patient  voided  sev- 
en ounces  two  hours  after  cystoscopic  exam- 
ination. 

Operation : On  the  same  day  a left  p,ye- 

lotoiny  and  nephrotomy  were  done  under  gas- 
oxygen  anaesthesia. 

June  6th— The  nephrotomy  drainage  tube 
was  removed. 

June  20th — A right  ureterotomy  for  stone 
was  done. 

July  20th — Discharged  in  good  condition. 

Case  3. 

J.  II.  P.,  Age  57,  white  male,  admitted 
March  3rd,  1903.  Present  illness:  About  once 
a year  for  the  last  fifteen  years  he  has  had  an 
attack  of  severe  pain  starting  in  the  right 
lumbar  region,  and  running  down  the  right 
groin  to  the  glans  penis,  accompanied  by 
nausea,  vomiting,  bloody  urine,  and  relieved 
by  passing  stones  of  various  sizes,  sometimes 
as  large  as  a half  inch  in  diameter.  Two 
years  ago  he  had  an  attack  on  the  left  side,, 
and  a similar  one  a few  months  later.  Dur- 
ing the  last  year  his  condition  has  become 
worse,  averaging  one  attack  a week.  For  the 
last  three  weeks  he  has  had  continual  pain 
in  the  right  lumbar  region  with  nausea  and 
vomiting.  He  has  passed  no  stones,  and  has 
been  unable  to  void  except  by  dribbling.  He 
complains  of  burning  in  the  glans  penis. 

The  pain  is  worse  on  jolting.  There  is  no 
pain  in  the  bladder  region.  Hematuria  has 
accompanied  the  passing  of  stones,  but  has 
not  been  present  at  any  other  time.  At  times, 
there  has  been  a sudden  cessation  of  the 
stream  while  voiding. 

Physical  examination:  The  abdomen  is  ex- 
quisitely tender  in  the  right  lumbar  region. 
There  is  dullness  in  the  right  flank.  Else- 
where, the  abdomen  is  soft,  tympanitic,  and 
not  tender.  There  is  a 20  French  stricture 
of  the  anterior  urethra.  Searcher  in  the 
bladder  showed  no  stones.  One  ounce  of 
clear  urine  was  evacuated. 

X-ray  examination  was  negative  for  calcu- 
lus. 

March  4th — Operation  performed  through 
the  lumbar  incision.  The  kidney  was  larger 
than  two  fists,  dark  in  color,  tense,  and  dot- 
ted with  white  spots.  No  calculus  could  be 
felt.  The  pelvis  was  explored  with  a finger, 
but  nothing  could  be  palpated.  A rubber 
drainage  tube  was  left  in  the  pelvis  of  the 
kidney.  The  ureter  was  explored  to  the  blad- 
der without  finding  any  obstruction.  The 
kidney  was  then  decapsulated. 

He  passed  900  cc.  of  urine  during  the  re- 
mainder of  the  day,  and  1500  cc.  the  next  day. 

On  March  18th,  a left  sided  ureteral  colic 
occurred.  Following  this  the  bladder  was 
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washed  with  a Bigelow  evaeuator.  One  small 
stone  and  two  blood  clots  were  removed 

On  March  29th  a stone  1 centimeter  in 
diameter  was  removed  by  litholopaxy. 

April  6th;  a cystoscopic  examination  show- 
ed pus  coming  from  the  left  ureter.  Dis- 
charged. 

A letter  three  years  later  reported  him  to 
be  in  perfect  health. 

Case  4. 

J.  F.  F.,  White  male,  age  27,  186395,  Fast 
Surgical  Service,  Vol.  81 0,  p.  252  a,  admitted 
to  the  Massachusetts  General  Hospital  on  Dec. 
f)th,  1912. 

Past  history:  “Tubercular  pneumonia” 

three  months  before  entrance,  ile  inhaled 
a tooth  twenty  months  ago,  which  lodged  in 
a bronelius.  He  thinks  he  coughed  it  up 
eighteen  months  ago.  During  this  time  the 
sputum  was  blood-streaked.  Has  had  five  at- 
tacks of  haemoptysis.  The  first  one  occurred 
seventeen  monrtis  ago,  and  was  most  severe. 
Has  not  had  night  sweats.  Present  weight 
141  poun  is  his  best  weight. 

Present  illness.  When  a boy  he  was  treated 
at  the  Boston  Emergency  Hospital  for  blood 
in  tile'  Urine;  N,ne  months  ago,  he  had  a 
sharp  pain  in  the  left  kidney  region  for  two 
clays.  Urine  stopped  once  or  twice  during 
this  time,  and,  on  the  second  day  he  passed 
a stone.  The  pain  has  always  been  on  the 
left  side.  Five  months  ago,  he  had  another 
attack  accompanied  by  vomiting.  He  passed 
a, stone  at  this  time.  Five  days  ago  he  be- 
gan to  have  sharp  pains  in  the  left  side  and 
down  the  course  of  the  ureter  into  the  penis. 
He  has  not  passed  any  urine  for  four  days. 
His  appetite  -has  failed  and  he  vomits  bile 
stained  fluids  constantly. 

Physical  examination : He  is  a well-devel- 

oped and  nourished,  nervous  and  talkative 
man.  Breath  smells  sweetish.  Eye-lids  are 
slightly  puffy.  There  is  dullness  at  the  right 
apex  above  the  third  rib  and  in  the  back  above 
the  spine  of  the  scapula.  Breath  sounds  are 
broncho-vesicular.  There  is  a soft  systolic 
murmur  heard  best  at  the  pulmonic  area. 
There  is  tenderness  in  the  left  costovertebral 
region,  and  slight  tenderness  along  the  course 
of  the  left  ureter. 

Cystoscopic  examination : Bladder  capacity 
is  5 ounces.  The  right  ureteral  orifice  is 
swollen  and  reddened.  The  left  ureter  is 
readily  catheterized  to  the  pelvis  of  the  kid- 
ney with  a moderate  flow  of  clear  urine.  The 
right  ureter  could  not  be  catheterized  owing 
partly  to  mechanical  difficulties  of  instrumen- 
tation, and  partly  to  the  pathological  condi- 
tion of  the  orifice.  The  patient  was  sent  back 
to  bed  with  the  left  ureteral  catheter  left  in 
situ,  but  draining  scantily. 

X-ray  report  No.  21907 : Stones  are  pres- 


ent in  the  pelvis  of  the  left  kidney. 

Diagnosis:  Anuria  due  to  calculus  in  right 
ureter,  with  reflex  suppression  of  left  kid- 
ney. 

Operation : This  was  performed  the  day  af- 
ter admission,  or  the  fifth  day  of  the  Anuria. 
Might  kidney  and  ureter  were  expose 
through  a lumbar  incision.  The  ureter  was 
opened  anil  found  packed  with  caseous  ma- 
terial. The  kidney  was  small  and  lobuia. 

A right  nephrectomy  was  done.  The  left  kid- 
ney was  then  exposed  througn  a lumbar  in- 
cision. The  kidney  was  greatly  enlarged, 
congested,  and  purple.  The  pelvis  of  the  kid- 
ney was  examined,  but  no  stones  were  feu, 
cept  for  a small  one  at  the  outlet.  This  slip- 
ped hack  into  a renal  calyx  and  was  lost.  A 
oottgie  was  passed  down  the  ureter  to  the 
bladder  without  difficulty.  The  kidney  pelvis 
was  drained  with  a catheter,  and  the  incision 
closed. 

Subsequent  course : A month  later  an  x-ray 
picture  snowed  several  shadows  in  the  pelvis 
which  suggested  stone.  There  was  also  a 
question  oi  a shadow  in  the  left  kidney  re- 
gion. 'the  wound  was  still  discharging  urine. 
A second  pyelotomy  and  nephrotomy  was 
done,  but  no  stones  could  be  felt.  The  fistula 
healed  and  he  was  discharged  a month  later 
in  good  condition. 

Summary. 

1.  The  greater  number  of  cases  of  calculus 
anuria  are  caused  by  a calculus  on  one  side, 
with  a damaged  or  f unctionless  kidney  on  the 
opposite  side. 

2.  In  the  records  of  the  Massachusetts  Gen- 
eral Hospital,  this  type  of  anuria  represented 
1.1%  of  all  cases  of  ureteral  calculus. 

8.  In  this  collected  series  of  thirty -eight 
cases,  sixteen  were  treated  cystoscopically, 
with  one  death — a mortality  of  6.3%.  Opera- 
tion was  performed  in  twenty-one  cases  with 
six  deaths,  a mortality  of  28%.  It  must  be  re- 
membered that  some  of  the  cases  treated  sur- 
gically were  unsuitable  for  cystoscopic  treat- 
ment, however. 

4.  A number  of  the  collected  cases  failed  to 
show  a period  of  tolerance  to  the  disease. 

5.  The  treatment  is  drainage  by  ureteral 
catheter  where  possible.  When  this  fails,  sur- 
gical drainage  of  the  urine  must  be  employed 
The  mortality  increases  progressively  with 
the  delay. 

Note — 1 wish  to  thank  Dr.  J.  Delinger  Bar- 
ney and  Dr.  George  Gilbert  Smith  of  Boston 
for  permission  to  use  this  material,  and  for 
valuable  corrections  and  suggestions. 

BIBLIOGRAPHY. 

(1)  Legueu,  F. : Del’ Anuria  Calculeuse.  Ann  d.  mal  d. 
Org.  Gen.  Urin.  13;  865-910.  Quoted  by  Scholl,  A.  J, 

(2)  Morris,  Sir  Henry:  Surgical  Diseases  of  the  Kid- 

ney and  Ureter,  Vol.  2,  145-171,  104. 

(3)  Frank,  Louis:  Anuria  due  to  Unilateral  Calculus 

Obstruction.  Surg.,  Gvnec.  and  Obstet.,  Chicago,  1915,  XX, 
526-536. 


218 


KENTUCKY  MEDICAL  JOURNAL 


[May,  1927 


(4)  Israel:  Chirugisehe  Klinik  d.  Nieren  Krankherten 

1901. 

(5)  Kuster:  Krankheiten  d.  Nieren.  Quoted  from 

Frank. 

(6)  Hunner,  Guy  L. : Radiographic  Evidence  of  the 

Association  of  Ureteral  Stricture,  and  Urinary  Calculi. 
Jour,  of  Urol.,  Yol.  XIII,  No.  5,  May  1925. 

(7)  Mellon,  llavid  R.:  Caculus  Anuria,  report  of  a 

case.  J.  A.  M.  A.,  Chicago,  1922,  LXXIX,  2057-2059, 

(8)  Caulk,  J.  R. : Calculus  Anuria,  J.  Missouri  M. 

Assn.  St.  Louis,  1924,  XXI,  99-102. 

(9)  Smith,  George  Gilbert.  Personal  communication. 

(10)  Watson,  Am.  J.  M.  Sc.,  1919,  April. 

(11)  Barnard  and  Ravenel:  Calculus  Anuria.  J.  A. 

M.  A.,  Chicago,  1922,  LXXIX. 

(12)  Rayer:  Quoted  from  Sir  Henry  Morris. 

(13)  Russell,  James:  Quoted  from  Sir  Henry  Morris. 

(14)  Legueu : Quoted  from  Sir  Henry  Morris. 

(15)  Barney,  J.  D.:  The  Effects  of  Ureteral  Ligation, 

Experimental  and  Clinical.  Surg.,  Gvnec.,  and  Obstet.,  15 : 
290-295,  1912. 

(16)  Babington  Cases  and  Observations  Illustrations 
of  Renal  Disease  Accompanied  with  the  Secretion  of  Albu- 
manan  Guy’s  Hospital  Reports.  1:  338-400,  1836.  Quoted 
from  Scholl  and  Bright. 

(17)  Hewlett,  A.  W. : J.  A.  M.  A , 67;  September,  1916, 

(18)  Gotzl:  Pflugger’s  Arch.,  1899,  Oct.  Quoted  from 

Frank. 

(19)  Finkelsteln,  N.:  Suppression  of  Calculus  Anuria. 
Boston  M.  & Surg.  J.,  1919,  CIXXX,  151. 

(20)  Huck,  Quoted  by  Salleras,  Juan:  Litiasis  Renol 

Derscha  Aseptica:  Nefrolitotomia  Semana  Med.,  Buenos 

Aires,  1921,  11,  579-583. 

(21)  Watson:  Quoted  by  Eisendrath,  D.  N.  Calculus 

Anuria,  J.  A.  M.  A.,  Yol.  79,  Nov,  25,  p,  2057, 

(22)  Eisendrath:  Ibid  & Renal  Calculi.  Wisconsin  M. 

J.,  Milwaukee,  1923,  XXI,  No.  8. 

(23)  Andre:  Huit  cos  de  Calculi  de  l’ureters  au  d’An- 

urie  Calcueuse  Traites  Avee  Success  par  le  Catherterisme 
Ureteral.  J.  d'urol  Med.  et  Chi.,  1920,  X 89. 

(24)  Paschkie,  R:  Eni  Fall  von  Steinanurie  mit  Aus- 

sergewohulicken  Verloufe  Wien,  klin,  Rundschan,  1913 
XXVII,  603. 

(25)  Rochet,  V.:  Traitment  de  l’anurie  Calculeuse.  Lyon 
Churug,  1920,  XVI,  375. 

(26)  Crowell,  Andreas  J:  Traitamiento  de  la  lithiasis 

por  manipulationes  citsoscopicas.  An.  Fac.  de  Med.,  Mon- 
tevido  1923. 

(27)  Thevenot:  Progress  Med.  35:  129  (March  20) 

1920. 

Lett,  H.:  A Case  of  Calculus  Anuria.  Brit.  M.  J.,  Lon- 
don, 1914.  1,  532. 

Cabot,  A.  T. : Calculus  Anuria : its  diagnosis  and  treat- 

ment. Am.  Surg.,  Phila.,  1903,  XXXVIII,  503-517. 

Frank,  L. : Calculus  Anuria ; report  of  a case.  Urol, 

and  Cutan.  Rev.,  St.  Louis,  1914.  XVIII,  116-119. 

Loree  D.:  Calculus  Anuria.  Physician  and  Surg.,  De- 

troit and  Ann  Arbor,  1911,  XXXIII,  68-70. 

Heaton,  G. : A case  of  spontaneous  recovery  after  eight 
days  of  complete  suppression  of  urine  due  to  imported  cal- 
culus. Birmingh.  M.  Rev.,  1904,  N.  Y„  111,  94-99, 

Bronnum,  N.  H.:  Suppression  of  urine  treated  by  dicap- 
sulation of  kidnev  and  drainage  of  renal  pelvis.  Edinburgh 
M.  J.,  1918,  XXI,  13. 

Tracy  S.  E.:  Recurrent  Anuria  due  to  a Caclulus  which 
acted  as  a ball-valve  in  the  ureter  of  a single  functioning  kid- 
ney. Penn.  M.  J.,  Athens,  1911-12,  XV,  928-930. 

Plummer,  S.  C.:  Case  of  Calculus  Anuria.  Surg.  Clin. 
Chicago,  1917,  1,  191. 

Caulk,  J.  R, : Atlantic  M.  J.,  Harrisburg,  1925,  XXVII, 
401-405. 

Fowler,  Frank  W.  and  Waterman,  Julius  L. : Ureteral 
Calculus.  Internat.  Abs.  Surg.,  Chicago,  1922,  Aug.  p, 
89-97, 

Walsh,  F.  C.:  A case  of  Urinary  Suppression  treated  by 
Catheterization  of  the  Kidney  Pelvis.  Surg.,  Gynec.,  and 
Obstet.,  Chicago,  1911,  XIII,  329. 

Smith,  Parke  G. : Anuria.  Cincinnati  J.  Med.  Sept. 

1925, 

Strawn,  Julia  C.:  Chislett,  Howard  and  Eisendrath,  Dan- 
iel N : Anuria  Relieved  by  Ureteral  Catheterization  in  a case 
of  renal  hvpopasia.  J.  Am.  M.  Assn.,  Chicago,  1925, 
LXXXIV,  1334-1335. 

Andre  & Grandineau:  Calculus  Anuria  fourteen  days  af- 
ter Nephrectomy.  J.  d'urologie,  XI,  551-557. 

Sala,  A. : Reflex  Anuria  from  Ureteral  Calculus.  Polic- 
Iin.,  Roma  1920,  XXVII,  p.  1242. 

Castano,  E.:  Anuria  Calculosa  en  un  Rinon  Unico.  Rev. 
Assoc.  Med.  Argent.,  Buenos  Aires,  1917,  XXVII,  423.  Abs.: 
Internat..  Abs.  Surg.,  Chicago,  1918,  XXVI,  476. 

Nogues,  P : Considerations  sur  la  Pathogenie  de  l’an- 

urie  Calculeuse.  Assn.  Franc,  d’ural,  Proc.-verb.,  Par,  1911 
IV,  441-450. 

Posteau,  O.:  Anurie  Calculeuse  Guerie  par  Cathetarisme 
Ureteral.  Parischirurg.,  1911  IV,  453-355. 

Rafin  and  Verriere:  Anurie  Calculeuse.  Lvon  Med.  1901, 

XCVII,  322-327. 

Rochet,  V.:  Traitement  d l’anurie  Calculeuse.  Lyon  chi- 
rurg.  1920,  XVI,  375. 

W.  A.  Myers,  M D.:  Obstructive  Anuria:  Report  of  a 
Remarkable  Case  J A.  M.  A.  85:  10-13  (July  4)  1925. 


DISCUSSIONS. 

E.  R.  Palmer,  Louisville:  This  most  excellent 

paper  should  not  be  passed  over  without  discus- 
sion. I don’t  feel  myself  able  to  do  it  justice. 
I know  the  Society  will  join  with  me  in  request- 
ing our  able  President  to  lead  in  the  discussion 
as  he  has  been  doing  this  kind  of  work  for  a 
great  many  years. 

Irvin  Abell,  Louisville:  The  paper  I think  is 

of  intense  interest  to  anyone  who  has  been  in- 
terested in  the  surgery  of  the  urinary  tract.  Per- 
sonally I have  seen  but  two  cases  of  calculus 
anuria.  Both  of  those  occurred  in  somewhat 
similar  conditions  to  those  described  by  the  es- 
sayist, one  in  a doctor  whom  many  of  you  know, 
Dr.  Harry  Websr,  who  gave  a history  of  unilat- 
eral orchidectomy  for  tuberculosis  twenty  years 
before.  At  the  time  I saw  him  he  was  in  coma. 
He  died  shortly  after,  and  the  autopsy  showed 
the  left  kidney  to  be  represented  by  a very  small 
mass  of  tissue  presenting  microscopically  the 
characteristics  of  tuberculosis  and  very  small 
microscopic  amount  of  renal  parenchyma.  The 
right  kidney  was  non-tuberculous  and  showed 
calculus  obstruction  of  the  ureter  at  the  junc- 
ture with  the  pelvis. 

The  second  instance  that  came  under  my  care 
was  a man  with  colic  referable  to  his  left  kid- 
ney over  a period  of  some  months;  he  was  x-ray- 
ed and  no  shadow  detected.  Cystoscopy  showed 
bloody  urine  coming  from  the  left  ureter.  We 
were  unable  to  find  the  right  ureteral  orifice. 
In  making  a phthalein  functional  with  the  cath- 
eter in  the  left  kidney,  we  obtained  thirty  per 
cent  of  the  dye  in  fifteen  minutes  following 
intravenous  injection,  during  which  time  no 
urine  appeared  in  the  bladder.  Our  conclusion 
was  that  we  had  a patient  with  but  one  the  left 
kidney.  Whether  his  right  kidney  was  congeni- 
tally absent  or  what  had  happened  to  it  we 
didn’t  know. 

In  view  of  the  fact  that  the  x-ray  had  not 
shown  a stone,  and  that  we  were  unable  to  dem- 
onstrate the  right  kidney,  we  suggested  to  him 
that  he  keep  under  observation.  At  the  end  of 
five  or  six  days  this  man  reappeared  in  the  of- 
fice with  the  statement  that  forty-eight  hours 
previously  he  had  had  a severe  pain  referable  to 
the  left  renal  area,  since  which  time  he  passed 
no  urine.  He  felt  perfectly  well,  mentally  clear, 
and  was  evidently  in  the  premonitory  stage, 
which  the  essayist  described.  An  x-ray  did  show 
the  presence  of  a stone  at  the  pelvic  junction 
of  the  ureter  with  the  pelvis.  Removal  of  that 
stone  very  promptly  cleared  up  the  situation. 
He  presented  upon  exposure  the  peculiar  and 
intense  renal  congestion  which  has  been  des- 
cribed by  the  essayist. 

Those  represent  the  only  two  instances  of  cal- 
culus anuria  which  have  come  under  my  obser- 
vation. 

The  essayist  has  pointed  out,  I think,  the  im- 
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portant  facts  for  us  to  bear  in  mind,  division 
into  three  stages,  if  you  may,  of  calculus  anuria, 
antedating  that  with  a history  of  calculus  dis- 
ease, the  calculus  anuria  beginning  with  the  at- 
tack of  colic,  the  colic  always  or  practically  al- 
ways telling  you  which  side  is  the  active  side. 

If  I may  digress  right  here,  in  regard  to  the 
renal  reflex,  in  a series  of  over  140  renal  and 
ureteral  calculi  we  have  seen  but  one  instance 
in  which  we  believe  that  this  renal  ureteral  re- 
flex was  present.  A man  who  had  had  his  left 
kidney  removed  some  six  years  before  in  an- 
other city  came  under  our  observation  for  what 
he  said  was  renal  colic  on  the  side  in  which  he 
had  no  kidney.  X-ray  examination  showed  a 
small  stone  in  the  ureter  of  the  nephrectomized 
side,  with  a rather  large  stone  in  the  remaining 
kidney  on  the  righ  side.  It  is  inconceivable 
that  a stone  in  the  ureter  of  the  nephrectomized 
side  could  be  responsible  for  the  pain  on  the 
left  side.  We  removed  the  stone  from  the  re- 
maining kidney,  the  right  one,  and  he  has  been 
since  free  of  pain,  now  a period  of  five  years. 

If  we  may  exclude  then  the  reno-renal  reflex, 
history  of  pain  will  invariably  direct  you  to  the 
side  containing  the  kidney  which  retains  its  ac- 
tivity. Following  the  premontory  comes  the  tol- 
erant stage  during  which  they  present  no  symp- 
tom whatever  subjectively.  They  are  perfectly 
comfortable  as  was  the  man  whose  history  I have 
detailed  to  you.  The  one  characteristic  fea- 
ture of  this  period  is  the  absence  of  urine,  yet 
if  one  depends  upon  its  appearance  for  reassur- 
ance he  is  only  awaiting  the  onset  of  a catas- 
trophe, uraemia,  which  when  manifested,  means 
that  it  is  oftentimes  too  late  to  give  that  pa- 
tient any  assurance  of  relief.  As  has  been  em- 
phasized in  the  paper,  such  patients  should  at 
this  particular  period  be  given  the  advantage 
of  taking  all  means  of  examination,  the  cysto- 
cope,  the  catheter,  the  x-ray,  the  renal  function- 
al, and  treat  them  directly  according  to  the  find- 
ings; if  they  are  recognized  at  this  particular 
time  and  given  appropriate  treatment  the  mor- 
tality is  rather  low.  While  I was  unable  to  fol- 
low him  in  all  of  his  important  statistics,  I feel 
rather  confident  that  a study  of  those  will  show 
that  if  he  will  divide  the  cases  into  those  three 
stages,  the  percentages  of  deaths  will  gradual- 
ly increase  with  the  number  of  hours  that  have 
elapsed  since  the  onset  of  pain. 


Calculi  of  Salivary  Glands. — Twenty-seven 
cases  of  salivary  calculus  are  reviewed  by  Har- 
rison. The  parotid  gland  was  involved  in  three 
cases,  the  parotid  duct  in  seven  cases;  the  sub- 
maxillary gland  in  five  cases,  the  duct  in  ten 
cases;  the  sublingual  gland  and  duct,  one  case 
each.  The  use  of  the  roentgen  ray  proved  very 
valuable  as  a means  of  localizing  the  calculus. 


BLOOD  STREAM  INFECTION:  WITH 
SPECIAL  REFERENCE  TO  THE  ROLE 
PLAYED  BY  THE  PNEUMOCOCCUS.* 

By  Fred  L.  Koontz,  M.  D..  Louisville. 

I know  of  no  subject  of  greater  interest  for 
discussion  than  blood  stream  infection  (so- 
called).  especially  since  the  advent  of  the 
various  dyes,  mercurochrome,  etc.  The  lat- 
ter has  been  used  in  the  therapy  of  quite  a 
variety  of  infections. 

Inasmuch  as  my  paper  is  based  upon  a re- 
cent case,  1 first  wish  to  direct  attention  to  a 
more  or  less  detailed  history  of  that  case.  Be- 
fore reading  the  legends  and  notes  from  the 
hospital  charts,  I will  speak  briefly  of  the  pri- 
mary condition  of  the  patient. 

Mrs.  E.,  aged  thirty-seven  years,  married 
rather  late  in  life.  Five  years  thereafter  she 
gave  birth  to  her  first  child.  The  presenta- 
tion was  a persistent  occipito-posterior.  She 
was  delivered  with  forceps  after  a long,  hard 
labor  and  terrific  lacerations  of  the  soft  parts. 
The  child  was  resuscitated  with  difficulty,  but 
died  from  cerebral  hemorrhage  after  it  had 
nursed  at  the  breast. 

After  the  death  of  her  infant,  the  woman’s 
mental  condition  became  distinctly  unfavor- 
able. Her  whole  idea  in  life  was  to  again  be- 
come pregnant,  because  she  realized  that  noth- 
ing short  of  offspring  would  satisfy  her  de- 
sires. Four  months  after  the  delivery  of  her 
child  she  was  taken  to  the  Baptist  Hospital 
where  the  lacerations  were  properly  repaired. 
The  perineum  was  perfectly  restored.  On  the 
left  side,  at  the  cervico-uterine  junction,  an 
extensive  tear  was  repaired,  and  on  the  right 
side  a laceration  of  minor  importance  was 
repaired  at  the  same  time.  On  the  fifth  day 
she  had  a severe  hemorrhage  from  the  larger 
laceration  mentioned,  a small  . portion  of 
which  remained  ununited. 

During  the  past  summer  she  toured  with 
her  husband  through  the  Eastern  Atlantic 
States,  returning  to  Louisville  in  August. 
She  missed  her  menstrual  periods  in  August, 
September  and  October.  She  was  then  nearly 
thirty-eight  years  of  age.  A tentative  diag- 
nosis of  pregnancy  was  made.  She  showed 
some  enlargement  of  the  uterus,,  but  there 
were  absolutely  no  other  signs  of  pregnancy. 

The  first  week  in  November  (1925)  there 
was  a slight  hemorrhage  from  the  uterus  and 
she  sent  for  me.  I saw  her  at  her  home  with- 
in a short  time  and  advised  her  to  remain  in 
bed.  The  following  morning  examination 
showed  that  the  laceration  on  the  left  side  of 
the  cervix,  from  which  hemorrhage  had  pre- 
viously occurred,  had  imperfectly  united. 
High  on  the  left  side  there  was  a small  com- 
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munication  extending  through  the  uterine 
wall  into  the  uterine  cavity. 

For  thirty-six  days  the  patient  was  kept  in 
bed.  During  this  entire  period  there  was 
never  a day  that  she  did  not  have  some  hemor- 
rhage from  the  opening  mentioned.  During 
this  time  there  were  absolutely  no  other  symp- 
toms. My  tentative  diagnosis  was  pregnancy 
with  placental  implantation  over  the  opening 
and  that  was  the  cause  of  the  hemorrhage. 
On  account  of  the  conditions  present  I ad- 
vised that  probably  an  accident  of  pregnancy 
might  occur.  I finally  called  Dr.  Louis  Frank 
in  consultation,  and  after  an  examination  he 
advised  emptying  the  uterus. 

About  that  time,  which  was  December  7th, 
the  patient  complained  of  an  extremely  pain- 
ful place  on  her  right  index  finger  which 
formed  a blister.  This  was  opened  by  her 
husband  with  a nail  file  and  who  applied  tinc- 
ture of  iodine.  There  had  at  no  time  been 
any  elevation  of  temperature,  her  appetite 
was  normal,  daily  fecal  evacuations  occurred, 
and  the  patient  appeared  perfectly  normal  in 
every  respect. 

The  finger  became  very  painful,  and  within 
forty-eight  hours  the  patient  was  again  ad- 
mitted to  the  Baptist  Hospital.  At  this  point 
I wish  to  present  some  of  the  legends  from  the 
hospital  charts: 

Patient  admitted  to  hospital  December 
10th,  1925.  The  next  day  (December  11th) 
to  dressing  room  for  cervical  packing.  Dec- 
ember 12th  to  operating  room  for  curettage 
and  repair.  Returned  from  operating  room 
at  1 :45  P.  M. ; pulse  128.  From  1 :45  to  5 :30 
P.  M.  pulse  128.  120,  108;  followed  by  chilly 
sensations;  temperature  100.8°  F. ; chill  last- 
ed ten  minutes ; temperature  reached  103.4° 
F. ; severe  headache  from  the  start. 

December  17th  : Vaginal  examination  neg- 
ative. Patient  complains  of  chilly  sensations 
and  headache.  Diet  liberal  and  well  toler- 
ated. Capsule  of  quinine,  caffeine  and  cam- 
phor for  headache;  she  complains  of  ears 
ringing. 

December  18th : Hot  compresses  to  finger. 
Blood  taken  for  culture.  Temperature  104.° 
F.,  pulse  114,  respiration  22.  First  emesis, — 
undigested  food. 

December  19th : Second  specimen  of  blood 

to  laboratory.  Two  sutures  removed  from 
cervix.  Temperature  104.4°  F.,  pulse  120, 
respiration  26.  Pneumococcus  reported  in 
blood. 

December  20th.:  Temperature  100°  F., 

pulse  100,  respirations  26. 

December  21st.:  Physical  examination  by 

Dr.  Virgil  E.  Simpson.  Blood  pressure  98- 
55 ; temperature  103.4°  F.,  pulse  118,  respir- 
ations 28.  Mercurochrome  210  mg.  intra- 
venously in  30  cc. ; chill  for  thirty  minutes 


followed  by  temperature  105.2°  F.,  pulse  146, 
respirations  44.  Patient  vomited ; no  urine 
excreted.  Vaginal  examination  negative. 

December  23rd. : First  involuntary  defec- 
ation. Another  specimen  of  blood  taken  for 
culture.  Morphine  administered.  Tempera- 
ture receded  to  99.6°  F.,  pulse  110,  respira- 
tions 26. 

December  25th. : Second  injection  of  mer- 
curochrome intravenously,  100  mg.  in  20  cc. 
Hot  compresses  to  finger. 

December  26th.:  Examination  by  Dr.  Net- 
tleroth  and  Dr.  Fatfbach.  Mercuric  iodide 
1 cc.  intramuscularly.  Temperature  102.6° 
F.,  pulse  118,  respirations  26.  Pneumococcus 
antibody  suspension  50  c.c.  administered  sub- 
cutaneously. During  the  night  temperature 
102.6°,  103°,  104  F. 

December  27th. : Emesis,  large  amount. 

Morning  temperature  101°  F.,  pulse  108,  res- 
pirations 26.  At  5 :00  P.  M.  chill,  followed 
by  temperature  104.2°,  pulse  110,  respirations 
28. 

December  28th. : Patient  complains  of  pain 
when  turned  on  side.  Vaginal  examination 
negative;  smears  taken  from  cervix  and  uter- 
us for  examination  and  culture.  Pneumococ- 
cus antibody  suspension,  50  c.c..  intravenous- 
ly. Temperature  105°  F.,  pulse  122,  respira- 
tions 28. 

December  29th. : Temperature  100°  F., 

pulse  126,  respirations  36,  at  6 :30  P.  M. 

December  30th. : Pneumococcus  antibody 

suspension.  50  c.  c..  intravenously.  Tempera- 
ture 105°  F.,  pulse  130,  respirations  26. 

December  31st. : Patient  complains  of  pain 
in  calf  of  right  leg.  Temperature  105°  F., 
pulse  122,  respirations  36.  Blood  taken  for 
culture. 

January  1st,  1926:  Temperature  99.4°  F., 
pulse  110,  respirations  25,  under  antipyretics; 
shortly  afterward  temperature  98.6°  F.,  pulse 
108,  respirations  24, — still  under  antipyretics. 
Chill  of  twenty  minutes  duration,  nausea, 
emesis.  Temperature  105.4°  F.,  pulse  130, 
respirations  36.  Diaphoresis  profuse,  difficul- 
ty noted  in  breathing.  Calf  of  left  leg  meas- 
ured 10  3-4  inches,  right  12  inches.  Quartz 
light  over  chest,  abdomen  and  back,  two  min- 
utes each.  Mercurochrome  200  mg.  intraven- 
ously preceded  by  morphine  1-6  grain;  no 
reaction.  Temperature  103.6°  F.,  pulse  120, 
respirations  36.  Strychnia  sulphate  every 
five  hours  with  digitalis  occasionally. 

January  2nd. : Quartz  light  over  chest, 

abdomen  and  back.  Temperature  100.2°  F.r 
pulse  122,  respirations  34. 

January  3rd. : Calf  left  leg  10  1-2  inches, 
right  11  1-2  inches.  Mustard  plaster  over 
right  chest  and  liver  region.  During  after- 
noon mercurochrome  150  mg.  intravenously. 
Chill  lasted  for  fifteen  minutes;  pulse  very 
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weak.  Temperature  102°  F.,  pulse  120,  res- 
pirations 36. 

January  4th.:  Emesis  of  bile.  Several 

pimples  in  axilla  filled  with  serum  and  pus. 
Inoluntary  defecation.  Light  over  chest,  ab- 
domen and  back.  Temperature  100. G F., 
pulse  108,  respirations  22. 

January  5th. : Profuse  diaphoresis.  Urine 
still  highly  colored  with  mercurochrome.  Fec- 
es offensive  for  the  first  time.  Temperature 
99.4°  F.,  pulse  104,  respirations  30. 

January  6th.  Pain  in  right  shoulder.  Fec- 
al evacuation  formed  and  colorless,  no  odor. 
Temperature  103°  F.,  pulse  120,  respirations 
30. 

January  7th.:  Morning  temperature  103.2° 
F.,  pulse  1 20,  respirations  32 ; later  in  the 
day  receded  to  99°  F.,  104,  32.  Large  amount 
of  mucous  in  long  shreds  passed  from  rec- 
tum. 

January  8th. : Chilly  sensations.  Mucous 

stool,  very  offensive.  Temperature  103.6°  F., 
pulse  120,  respirations  32. 

January  9th. : Cheyene-Stokes  respiration 

when  lying  on  back.  Small  pimple  at  end  of 
spine.  Pneumococcus  antigen  1 c.c.  subcu- 
taneously. Slight  tenderness  to  pressure  ov- 
er right  iliac  fossa.  Chilly  sensations.  Tem- 
perature 102°  F.,  pulse  120,  respirations  30. 

January  10th. : Iron  arsenite  with  strych- 

nine intramuscularly.  Pneumococcus  antigen 

1 c.c.  Temperature  104.2°  F.,  pulse  126,  res- 
pirations 36. 

January  lltli. : Iron  arsenite  with  strych- 
nine. Pneumococcus  antigen  1 c.c.  Temper- 
ature 101.8°  F.,  pulse  120,-  respirations  32. 

January  12th.:  Blood  taken  for  typing 

and  matching  by  Dr.  Allen.  Patient  very  ner- 
vous. Nausea,  emesis,  complains  of  being 
chilly,  urine  cloudy.  Blood  transfusion  250 
c.c.  citrated.  Chill  followed  lasting  fifteen 
minutes.  Temperature  105.4°  F.,  pulse  134, 
respiration  38.  Cheyne-Stokes  respiration 
while  on  back. 

January  13th. : Morning  temperature  104° 
F..  patient  talking  irrationally,  emesis;  un- 
able to  micurate.  Glucose  solution  per  rec- 
tum, retained  150  c.  c.  Evening  temperature 
98.6°  F.,  pulse  98,  respirations  24.  Urine 

2 1-2  ounces  withdrawn  by  catheter. 

January  14th. : Proctoclysis  during  the 

day  of  glucose  and  sodium  bicarbonate.  Tem- 
perature 103°  F.,  pulse  128  , respirations  36. 

January  15th.:  Patient  very  nervous  and 

restless.  Nuclein  solution  4 c.  c.  subcutan- 
eously. Talking  irrationally.  Involuntary 
defecation.  Numoquin  base  grains  4 at  6 :30 
P.  M.  Nuclein  solution  4 c.'C.  three  hours 
later.  At  11 :30  P.  M.  numoquin  base  5 
grains.  Temperature  103°  F.,  pulse  120,  res- 
pirations 36. 

January  16th.:  Nuclein  solution  4 c.  c.  at 


1:15  A.  M.  Numoquin  base  grains  5 at  4:30 
A.  M.  Patient  vomiting,  more  restless,  invol- 
untary defecation.  Complains  of  soreness  in 
legs.  Temperature  104.6°  F.,  pulse  128,  res- 
pirations 36.  At  5 :30  P.  M.  blood  transfusion 
300  e.  c.  Slight  chill,  pulse  very  weak.  Sod- 
ium hydroxide  rubbed  into  scarified  area  of 
left  leg.  Temperature  99.6°  F.,  pulse  102, 
respirations  30. 

January  17th. : Skin  very  red.  Urine  col- 
or of  blood.  Temperature  105°  F.,  pulse  130, 
respirations  36.  Abdomen  distended  for  the 
first  time.  Patient  picking  at  nose  constantly 
while  awake. 

January  18th.:  Citrated  iron  and  nuclein 

compound  subcutaneously;  glucose  and  sod- 
ium solution  per  rectum.  Temperature  103° 
F.,  pulse  130,  respirations  34.  At  7 :30  P.  M. 
chill  lasting  five  minutes.  Patient  very  rest- 
less and  weak,  talking  irrationally ; urinary 
incontinence.  Temperature  104.6°  F.,  pulse 
160.  respirations  52. 

January  19th.:  At  10:30  A.  M.  hypoder- 
moclj'sis  left  breast  500  c.  c.  At  12 :00  M. 
hypodermoclysis  right  breast  500  c.  c.  Tem- 
perature 100.5°  F.,  pulse  100,  respirations  24. 
Trembling  of  lower  lip,  occasional  sighing. 
At  9 :30  P.  M.  gentian  violet  20  c.  c.  of  one 
per  cent  solution  intravenously. 

January  20th.:  Patient,  complains  of  pain 
over  heart;  nauseated.  Pulse  180  (?),  res- 
pirations 64.  From  this  time  on  the  pulse 
could  not  be  counted.  Respirations  receded 
as  follows:  64,  36,  28,  20,  12.  Urine  ten 
ounces  withdrawn  by  catheter.  Condition 
very  weak  during  the  night.  Temperature 
106°  F.,  respirations  48,  At  2 :20  A.  M.  res- 
piration labored,  fingers  cyanosed.  At  3 :20 
A.  M.  patient  expired. 

Out  of  the  voluminous  literature  of  blood 
stream  infections  comes  veritable  Arabian 
Nights  entertainment,  especially  since  the 
advent  of  the  penetrating  antiseptic  dyes. 
Gential  violet  and  mercurochrome  has 
brought  forth  a flood  of  brilliancy  that  is 
eclipsed  only  by  the  brilliancy  of  treated  and 
unreported  cases  before  the  advent  of  the 
spectacular  intravenous  medication. 

In  all  the  voluminous  literature  covering 
the  experimental  work  and  the  treated  cases,. 
1 have  found  without  exception  that  all  ther- 
apeutic attacks  and  all  experimental  work 
has  been  directed  against  the  pioneers  in 
blood  stream  infection,  i.  e.,  the  streptococ- 
cus and  the  staphylococcus.  In  not  one  single 
instance  have  I found  in  mv  limited  oppor- 
tunity for  research  reference  to  an  experi- 
ment directed  to  a known,  proven,  typed 
pneumococcus  blood  stream  infection. 

The  much  heralded  mercurochrome  “220” 
has  produced  a flood  of  experimental  and 
therapeutic  work  that  will  either  prove  or 
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disprove  its  efficiacy.  Sufficient  data  have  al- 
ready been  produced  to  give  us  preliminary 
deductions. 

Prom  my  reading  1 am  inclined  to  think 
that  the  fairest  estimate  of  the  status  is  con- 
tained in  the  report  of  the  Eli  Lilly'  Research 
Fellowship  of  the  Pathological  Department 
of  the  Indiana  University.  All  these  experi- 
ments were  based,  however,  on  the  staphyloc- 
occus septicemia  in  rabbits. 

The  entry  of  bacteria  into  the  blood  stream 
is  a relatively  frequent  occurrence  and  in 
most  cases  is  not  attended  by  consequences  of 
a serious  character,  at  least  not  so  far  as  im- 
mediate danger  to  life  is  concerned.  Numer- 
ous clinical  and  experimental  observations 
support  the  truth  of  this  proposition.  Ritch- 
ey obtained  positive  blood  cultures  from  pa- 
tients with  chills  following  instrumentation 
of  the  urinary  tract.  It  is  a matter  of  com- 
mon knowledge  how  frequently  positive  blood 
cultures  are  obtained  from  patients  with  var- 
ious ailments,  provided  enough  blood  is 
drawn. 

A patient  with  general  septicemia  will 
nearly  always  recover,  even  if  very  sick,  pro- 
vided his  focus  of  infection  is  removed  by 
drainage  or  amputation  and  provided  he  is  not 
suffering  from  some  debilitating  disease.  A 
healthy  patient,  with  a general  septicemia 
from  a focus  of  infection  which  cannot  be  re- 
moved by  drainage  or  amputation,  will  fre- 
quently recover,  provided  he  survives  the 
first  few  days  of  the  infection. 

Strictly  speaking  any  agent  known  at  the 
present  time  with  the  power  to  devitalize  one 
form  of  protoplasm  will,  in  sufficient  concen- 
tration, divitalize  others.  Any  drug,  there- 
fore. of  greater  bactericidal  power  will  of 
necessity  show  some  toxicity  for  tissue  cells. 
Yet  this  phenomenon  of  selective  toxicity, 
though  ultimately  quantitative  is  in  many  in- 
stances so  striking  as  to  appear  qualitative  in 
its  selection.  This  phenomenon  is  demonstrat- 
ed in  the  selective  toxicity  of  gentian  violet 
for  gram-positive  bacteria.  Churchman  (1912) 
demonstrated  that  90  per  cent  of  gram-pos- 
itive organisms  are  unable  to  grow  on  med- 
iums containing  gentian  violet,  whereas  gram- 
negative organisms  grow  luxuriantly  on  the 
same  mediums.  Churchman  (1913)  demon- 
strated further  that  gentian  violet  may  be  in- 
jected in  large  quantities  into  the  blood 
stream  of  rabbits,  the  animals  remaining  alive 
and  apparently  uninjured  with  tissues  stain- 
ed blue.  The  blood  of  such  an  animal  pos- 
sesses an  increased  power  to  inhibit  the 
growth  of  bacteria.  This  action,  however,  is 
demonstrable  in  the  circulating  blood  for 
only  a short  time  after  the  injection.  At  the 
end  of  one  and  three-fourths  hours,  it  has  dis- 
appeared entirely. 


Mereurochrome  is  a dye  preparation  of  an 
entirely  different  type.  It  is  a powerful  germ- 
icide for  all  types  of  bacteria,  first  evolved  by 
Young,  and  his  associates  in  1919.  Under  the 
name  of  mereurochrome  220  soluble,  it  first 
came  into  prominence  as  a genito-urinary  an- 
tiseptic. In  a dilution  of  1:1,000  it  kills  ba- 
cillus coli  and  staphylococcus  aureas  in  urine 
in  one  minute. 

Gentian  violet  and  mereurochrome,  when 
injected  in  safe  doses  into  the  blood  stream  of 
rabbits  with  staphylococcic  septicemia,  do 
not  accomplish  a therapie  sterilizans  magna. 

A large  dose  of  either  drug  injected  in  the 
presence  of  an  overwhelming  infection  may 
hasten  death. 

Either  drug,  when  properly  employed,  will 
exert  a temporary  bacteriostatic  action  in 
the  blood  stream.  The  ultimate  benefit  to  be 
derived  from  this  retardation  of  the  infection 
depends  on  the  resistive  power  of  the  animal. 

These  observations  may  be  applied  directly 
to  the  clinical  use  of  gentian  violet  and  mercu- 
rochrome  intravenously.  On  this  basis,  a 
more  rational  conception  of  the  therapeutic 
possibilities  may  be  maintained. 

Blood  stream  infection  with  the  pneumoc- 
occus is  another  story  from  the  blood  poison- 
ing of  streptococcus  and  staphylococcus,  an- 
other story  with  the  same  ending, — while  the 
clinical  course  has  some  important  differenc- 
es. It  reminds  one  of  the  “student  who  de- 
nied that  the  Iliad  was  written  by  Homer, 
but  by  another  man  of  the  same  name.” 

The  pneumococcus  is  the  parvenue,  the  new 
comer,  into  the  field.  When  crytogenetic — 
the  literature  is  very  meager.  Osier,  after  in- 
vestigating the  subject,  mentions  - Wright, 
Stokes,  Pearce,  Flexner,  and  Hektoen.  I wish 
to  add  Sir  John  Lumsden,  of  Dublin,  who  re- 
ports one  case  in  the  British  Medical  Journal, 
June,  1921.  I personally  have  had  two  cases. 
Fifteen  years  ago  I reported  one  such  case 
to  the  Muldraugh  Hill  Medical  Society.  The 
cultures  were  made  by  Dr.  Leon  K.  Baldauf 
who  went  with  me  at  my  invitation  to  Eliza- 
bethtown to  substantiate  the  findings. 

The  question  that  arises  in  my  mind  often 
is:  “Is  it  or  not  a misnomer?”  I mean  blood 
stream  infection.  Can  there  be  a pure  blood 
stream  infection,  per  se,  without  either  pri- 
mary or  secondary  focal  mobilization?  My 
tentative  answer  is — yes — no. 

It  is  not  reasonable  logic  to  my  mind  that 
organisms  of  variable  virulency  can  live  and 
grow  in  an  actively  hostile  medium  and  there 
so  persist  as  to  become  lethal,  and  yet  the  case 
in  point  reported  in  connection  with  this  pa- 
per seems  almost  to  prove  it.  When  I speak 
of  a hostile  medium,  I mean  one  that  dis- 
courages and  opposes,  actively, — such  is  the 
blood.  Were  there  a set,  fixed  or  stable  de- 
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gree  of  hostility,  it  might  easily  be  worn  down 
and  attenuated  by  constant  assault;  but  the 
hostility  of  the  blood  to  bacterial  invasion  is 
not  fixed,  it  is  constantly  kept  in  lighting  trim 
by  regenerative  influx. 

The  opsonins,  the  index  medicus  maintained 
by  the  oxygenated  corpuscle,  the  chemical 
constitution,  the  ever  ready  antigen  factor  in 
reserve,  the  whole  patrolled  and  kept  in  order 
by  the  phagocytic  police,  makes  for  discour- 
agement to  an  aggressive  pyococcus,  and  yet : 
while  cryptogenetic  septicemia  is  not  yet 
proven,  my  faith  in  universal  focal  distribu- 
tion is  shaken. 

My  firm  belief,  ever  since  I became  acquaint- 
ed with  the  pneumococcus  in  the  role  of  the 
vagabond,  has  been  that  he  played  a progres- 
sive game,  proceeding  front  focus  to  focus, 
each  a distributing  center  from  which  per- 
iodic showers  of  bacteria,  toxines  and  pro- 
teins were  thrown  into  the  blood  for  consump- 
tion or  disposal.  My  observation  of  the  pneu- 
mococcus conforms  to  this  picture  except:  In 
the  case  of  the  streptococcus  or  staphylococ- 
cus, it  is  from  finger  to  elbow,  to  axilla,  or 
from  toe  to  knee,  to  groin.  This  is  the  clas- 
sic “triple  play”  of  the  original  pyococci. 
This  is  not  true  of  the  pneumococcus  ordinar- 
ily. From  finger  to  middle  or  other  portion  of 
the  forearm,  to  the  elbow  or  above,  or  both, 
reaching  the  axilla  late  and  only  after  ter- 
rific defense,  and  one  or  more  peripheral 
storm  centers,  and  with  the  strong  probabil- 
ity that  the  auxiliary  “Hindenburg  'line” 
will  hold.  This  was  the  procedure  in  one  of 
my  cases.  I have  regarded  the  pneumococcus 
as  peculiarly  apt  to  early  call  forth  a maxi- 
mum effort  of  resistance. 

It  requires  but  thirty  seconds  for  the  blood 
to  make  the  circuit  of  the  body  from  the  left 
heart,  thus  agglutrinations  arew  hipped  and 
clumping  is  whirled  along  to  distal  implanta- 
tion. Under  these  dynamic  conditions  foot- 
hold is  opposed  only  by  the  capillaries  and 
the  valves  of  the  heart. 

Dr.  Pollock,  Pathologist  to  Mercer  Hospital, 
Dublin,  makes  this  significant  remark  in  re- 
porting the  pathologic  findings  of  Sir  John 
Lumsden’s  case:  “The  tendency  of  this  or- 

ganism in  rich  media  to  approximate  a strep- 
tococcic type  is,  1 think,  noteworthy.  During 
our  recent  epidemic  of  septic  pneumonia  this 
was  frequently  noted.  In  this  case  the  or- 
ganism appeared  in  long  diplococcus  chains 
while  cultured  in  rich  media,  but  in  plating 
reduced  to  the  characteristic  diplococcus  mor- 
phologically. Also,  section  of  thrombus 
found  in  the  right  auricle  post-mortem  show- 
ed the  characteristic  lancet  shaped  diplococ- 
cus of  pneumonia.” 

Truman  Abbe  says :.  “We  acknowledge 
our  inability  to  find  the  primary  source  of 


infection  by  calling  the  case  cryptogenetic.” 
He  claims  further  that  the  streptococcus  is 
the  offending  organism  as  many  times  as  ail 
others  combined. 

All  the  recorded  pathology  that  I have  been 
able  to  find  speaks  of  the  disappearance  of 
the  red  blood  ceil,  and  the  hemoglobin  con- 
tent diminishing  to  twenty  per  cent  and  un- 
der. The  picture  of  ordinary  pyococcic  sep- 
ticemia is  one  of  a sinking,  vanishing,  washed 
out,. poverty  stricken  red  blood  ceil.  Day  by 
day  and  week  by  week  there  is  an  increasing 
anemia  until  hemolysis  is  complete ; but  this 
does  not  conform  to  the  picture  of  the  blood 
in  a pyo-pneumo-coceemia. 

it  is  significant  that  the  pneumococci  which 
conform  to  types  one  and  two  are  not  found 
in  the  mouths  of  healthy  individuals,  and  yet 
they  are  the  only  types  that  yield  to  specific 
sera.  The  pneumococcus  is  not  found  outside 
of  the  body.  Types  three  and  four  are  found 
in  the  mouth;  types  one  and  two  only  in  the 
presence  of  pneumonia  or  intimate  contact 
with  pneumonia.  How  it  may  gain  entrance 
and  cause  a general  septicemia  is  almost  in- 
explicable. 

There  is  one  phase  of  the  subject  which 
might  give  some  insight  into  the  persistence 
of  a pneumococcus  blood  stream  infection : 
When  that  same  organism  is  specific  and  not 
under  vagabondage,  it  is  a self-limited  dis- 
ease. The  part  played  by  the  albuminous 
capsule,  this  protective  covering  or  shell  in- 
terfering with  the  process  of  phagocytosis 
and,  the  mechanical  interference  with  the  en- 
veloping blood  platelet,  may  in  a measure  ac- 
count for  the  persistence.  It  has  been  shown 
by  competent  authority  that  the  organism  is 
not  encapsulated  under  all  conditions  and 
there  is  abundant  evidence  that  there  are  oth- 
er organisms,  not  ordinarily  classed  as  en- 
capsulated, which  develop  under  certain  con- 
ditions of  defense  and  offense  an  exogenous 
albuminous  coating. 

No  organism  is  intrinsically  pathogenic.  It 
depends  upon  the  variable  susceptibility  of 
the  host.  No  organism  is  constant  as  to  its 
lethal  point,  but  may  develop  an  immunity  to 
the  toxines  and  antitoxines  and  antigens  of 
the  blood,  just  as  the  blood  may  acquire  a 
certain  tolerance  for  the  invader, — the  so- 
called  reciprocal  immunity.  Outside  of  its 
specific  action,  the  pneumococcus  has  been 
found  to  produce  pseudomembranous  inflam- 
mation, pleuritis,  otitis,  meningitis,  empyema, 
and  peri-  and  endocarditis. 

The  pneumococcus  is  particularly  prone  to 
induce  thrombosis.  In  this  infection  we  find 
enormous  increases  in  the  number  of  the  blood 
platelets,  which  have  been  shown  by  Adami 
and  others  to  play  a significant  role  in  throm- 
botic pathology.  This  increase  in  blood  plate- 
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lets  is  not  shown  in  streptococcus  and  staphy- 
lucoceus  infections  to  the  same  uegree.  tnas- 
niucii  as  imuai  lodgment  may  start  the  m- 
tensiiv  mg  process  or  viruienoy,  each  succeed- 
ing emooiic  cranspiantation  gradually  pro- 
duces a culture  mat  is  in  tne  end  nemoiyuc 
to  tne  inuividuai  blood. 

A.  so-called  crypioyenetic  pneumococcus 
blood  stream  infection  might  be  described  (is 
jollows.  A progressive,  intensifying , cultural, 
viralency  from  primary  and. multiple  second- 
ary thrombosis ; every  shower  a chill,  every 
chill  a new  thrombus ; a condition  which,  bar- 
ring the  accident  of  embolism,  will  gradually 
bring  about  hemolysis  and  death,  thus  cut- 
ting the  process  of  dissolution  short  of  its 
inevitable  terminal  tissue  pathology. 

there  is  some  interesting  work  being  done 
tookmg  to  a specmc  tor  me  pneumococcus,  it 
was  started  in  German}’  by  Atorganrotn,  and 
continued  m this  country  oy  Moore  and  Ches- 
ncy.  it  was  linen upteu  by  the  war  and  has 
only  recently  been  resumed.  i he  substance 
is  ethyicuprein,  sold  in  Germany  under  the 
trade  name  oi  opticnm.  According  to  Moore, 
it  is  bactericidal  to  an  groups  ot  me  pneumo- 
coccus, but  possesses  no  such  action  for  the 
streptococcus.  Me  has  snown  aiso  that  nor- 
mal serum  subjected  to  the  action  of  optichin 
becomes  bactericidal  to  all  types  of  the  pneu- 
mococcus. btrangeiy  its  maximum  efficiency 
is  by  the  hypodermic  route  and  inversely  by 
me  venous.  Goeschke,  reviewing  the  results 
in  Germany,  shows  a mortality  in  three  hun- 
dred and  twenty-three  cases  or  lobar  pneu- 
monia of  one  and  one-tenth  per  cent.  Tne  or- 
iginal t.o.sage  was  about  twenty-five  mg.  per 
kno  body  weight. 

t he  modern  American  idea  is  the  use  of  a 
numoquin  base  which  eliminates  the  danger 
of  the  toxic  accidents  of  the  drug, — tempor- 
ary blindness  and  impairment  of  hearing, — 
by  regulating  the  conversion  of  the  base  into 
the  salt  with  a diatetic  control. 

The  cardinal  symptoms  of  blood  stream  in- 
fection, and  especially  of  the  pneumococcus 
infection,  are : 

(1)  Persistent  high  fever  with  malaise: 

(2)  Sharp  chills  or  chilly  sensations  ir- 
regular and  repeated : 

(3)  Headache  severe  in  character  without 
apparent  cause : 

(4)  Apathy  alternating  with  a mild  wan- 
dering delirium : 

(5)  A persistent  pulse  of  120  and  over  not 
otherwise  accounted  for  is  almost  pathognom- 
i • : 

(6)  The  urine  is  scanty,  high  in  color,  con- 
taining albumin,  casts,  with  a constantly 
threatening  uremia  and  suppression  : 

(7)  The  skin  at  some  time  during  the  dis- 
ease will  show  either  an  intense  scarlet  rash, 


petechial  spots,  or  ecehymotic  areas : 

(H)  The  central  nervous  system  exhibits 
almost  constant  symptoms;  mild  delirium, 
tine-  tremors,  picking  at  the  nose,  or  other 
manifestations : 

(9)  The  leucocyte  count  is  widely  variable: 
(10)  The  erythrocytes  do  not  show  the  same 
loss  in  hemoglobin,  or  tne  same  color  index, 
oi-  the  same  degenerative  changes,  in  the  de- 
gree that  we  see  them  in  septicemia  from 
steptococcus  or  staphylococcus  infection. 

My  idea  at  the  present  time  of  treating  a 
pneumococcus  blood  stream  infection  is,  eith- 
er to  let  blood  therapy  alone  and  treat  the 
case  expectantly  as  one  would  a typhoid  (for, 
after  ail,  typhoid  fever  gives  us  the  purest 
example  of  bacteremia),  leaving  out  of  con- 
sideration mercurochiome,  gentian  violet,  an- 
tigens, vaccines,  suspensions,  and  transfus- 
ions ; or.  I would  immunize  a suitably  match- 
ed donor  with  the  hemoquin  base  and  trans- 
fuse with  the  whole  blood. 

DISCUSSIONS 

E.  S.  Allen:  I do  not  know  when  I have  lis- 

tened to  a paper  of  greater  interest  or  prepared 
w.th  greater  care  than  the  one  just  read  by  Dr. 
Koontz.  He  has  covered  the  subject  so  thor- 
oughly that  there  is  little  left  to  be  said. 

In  the  case  reported  the  primary  focus  may 
have  been  the  finger  even  though  there  were 
no  marked  secondary  manifestations.  We  know 
that  for  the  most  part  blood  stream  infection  is 
secondary  to  a primary  focus  located  elsewhere 
in  the  body.  Nature  is  presumed  to  protest  the 
blood  stream  from  primary  infection,  and  when 
the  blood  stream  becomes  infected  secondarily 
the  primary  focus  is  prone  to  show  little  or  no 
further  manifestations.  For  example,  in  gon- 
orrheal urethritis,  when  severe  epididymitis  de- 
velops the  urethral  d.scharge  subsides.  When 
blood  stream  infection  supervenes,  the  primary 
focus  may  no  longer  show  a great  amount  of 
disturbance.  The  protective  forces  of  the  body 
are  ordinarily  sufficient  to  prevent  infection  of 
the  blood  stream  unless  the  resistance  of  the 
individual  is  markedly  impaired. 

As  to  cultures  from  the  blood  stream : It  is 

not  unusual  to  find  bacteria  of  various  kinds  in 
the  blood  stream,  and  yet  no  harm  is  thereby 
produced  upon  the  host.  The  most  important 
factor  that  we  have  to  consider  in  blood  stream 
infections  is  the  amount  of  blood  the  individual 
has  at  the  time.  If  anemia  is  present,  or  if  there 
has  been  any  considerable  hemorrhage,  as  in  la- 
bor, miscarriage,  etc.,  then  the  lowered  resist- 
ance of  the  patient  may  be  responsible  for  the 
bacteria  gaining  a foothold.  In  the  case  re- 
ported the  lowered  resistance  of  the  patient 
might  have  been  an  important  factor. 

As  to  the  treatment  of  blood  stream  infection 
by  means  of  mercurochrome,  gential  violet,  etc: 
I rather  agree  with  what  the  essayist  has  said, 
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that  the  result  depends  largely  upon  the  natural 
resistance  of  the  patient.  We  are  all  doubtless 
familiar  With  cases  where  the  patient  recovered 
because  of  the  treatment  administered,  and  in 
others  where  recovery  ensued  in  spite  of  the 
treatment.  Although  the  plan  might  appear 
feasible  based  upon  present  understanding,  yet 
I doubt  very  much  whether  typhoid  fever  could 
be  shortened  in  its  course  by  the  intravenous 
injection  of  even  large  doses  of  mercurochrome, 
gentian  violet,  or  any  other  drug  of  that  class. 
These  chemicals  may  have  a decided  deleterious 
effect  upon  the  kidney,  a fact  which  must  not 
be  overlooked.  I have  administered  gentian 
violet  in  virulent  streptococcic  infection  without 
any  appreciable  beneficial  effect. 

Pneumococcic  blood  stream  infection  is  rare 
and  few  cases  have  been  observed.  During  1911- 
or  1912  while  I was  engaged  in  laboratory  work 
I made  a blood  culture  on  a patient  of  Dr.  L. 
S.  McMurtry’s  and  found  blood  stream  infec- 
tion from  the  pneumococcus.  This,  was  confirm- 
ed in  the  laboratory  of  the  University  of  Louis- 
ville. Routine  blood  cultures  would  probably 
show  a greater  number  of  pneumococcic  blood 
stream  infections  than  we  have  hitherto  believed 
to  exist.  There  seems  to  be  a tendency  in  cer- 
tain cases  for  the  pneumococci  to  become  local- 
ized and  abscess  formation — these  cases  gener- 
ally recover.  If  the  patient  is  seen  after  the 
infection  has  become  localized  there  will  always 
be  noted  a marked  rise  in  the  opsonic  index.  In 
the  case  Dr.  Koontz  reported  the  temperature 
changes  may  not  have  been  due  so  much  to  the 
pneumococcic  antigen  administered  as  to  shock 
produced  by  the  serum.  It  has  been  demon- 
strated by  experience  that  shock  frequently  fol- 
lows large  doses  of  serum  with  a decWed  lower- 
ing of  the  temperature  for  a few  hours,  but  la- 
ter the  temperature  again  rises  perhaps  to  a 
higher  mark  than  before. 

I recently  had  under  observation  a child  of 
four  years  who  had  streptococcic  osteomyelitis. 
The  bone  was  opened  and  drained,  but  the  child 
later  developed  streptococcic  infection  of  the 
blood  stream.  Purulent  pericarditis  developed 
and  under  local  anesthesia  the  pericardium  was 
opened  and  drained.  Mercurochrome  one  per- 
cent solution  was  used  for  irrigating  the  peri- 
cardium, but  there  was  no  appreciable  change 
in  the  quantity  of  pus — nor  was  the  discharge 
ever  streptococci  free. 

As  yet  we  have  no  chemical  with  sufficient 
bactericidal  properties  to  sterilize  the  blood 
stream  without  doing  permanent  tissue  damage. 

Edward  R.  Palmer:  I was  particularly  inter- 

ested in  the  essayist’s  summary  in  regard  to  the 
therapeutic  action  of  the  various  dyes  in  com- 
mon use.  I was  gratified  to  hear  the  report 
from  the  Indiana  University  as  regards  these 
dyes,  as  it  confirms  the  position  which  I have 


taken  in  regard  to  the  action  of  germicides  for 
a great  many  years. 

You  will  probably  recall  that  I presented  a 
paper  before  this  society  six  years  ago  in  which 
I “took  up  the  cudgel”  against  Professor  Ehrl- 
ich’s salvarsan.  This  you  will  remember  was 
developed  from  Ehrlich’s  side-chain  hypothesis 
and  the  recent  theory  of  chemotherapy,  the  idea 
being  to  produce  a chemical  agent  which  would 
have  a lethal  effect  upon  micro-organisms  in 
the  circulation  and  yet  be  harmless  to  the  body 
tissues.  I stated  then  that  I did  not  believe 
there  was  ever  a micro-organism  killed  in  the 
tissues  of  the  body  by  the  direct  chemical  action 
of  a drug  no  matter  how  administered  without 
the  tissues  of  the  host  being  injured  or  destroy- 
ed. The  position  taken  at  that  time  I believe 
I have  successfully  defended  until  the  present, 
and  it  is  gratifying  to  see  that  now  the  correct- 
ness of  my  position  is  being  generally  recognized. 
Yet  it  is  a curious  thing  that  every  now  and 
then  the  theory  is  advanced  even  by  men  of 
prominence  and  experience  that  such  drugs,  for 
instance,  as  mercurochrome,  gentian  violet,  etc. 
introduced  into  the  body  through  the  blood 
stream  or  otherwise  will  kill  bacteria  and  not 
destroy  the  tissues  in  which  they  exist.  In  my 
opinion  there  is  now  and  never  will  be  such  a 
drug  or  chemical  agent.  There  is  but  one  thing 
that  cures  disease,  an^  that  is  the  protective 
mechanism  of  the  body  itself.  Chemical  agents 
act  in  two  ways:  (al  they  as  catalizers  assist 
the  formation  of  antibodies,  or  (b)  they  act  as 
bacteriostatics.  Bactericidal  agents  cannot  be 
introduced  into  the  body  in  sufficient  concentra- 
tion to  attack  the  bacteria  in  the  tissues  and  des- 
troy them.  This  applies  to  mercurochrome  and 
every  other  chemical  known.  The  catalytic  ac- 
tion of  certain  drugs  is  better  when  adminis- 
tered hypodermically  than  intravenously.  Cat- 
alytic action  is  one  which  hastens  the  velocity  of 
a reaction  that  is  normally  taking  place  in  the 
body  without  entering  into  the  reaction. 

I am  glad  to  see  that  the  modern  trend  of 
thought  will  eventually  sustain  the  position  I 
took  when  I claimed  that  Ehrlich’s  therapie  ster- 
ilizans  magna  was  a dream ! 

Fred  L.  Koontz  (in  closing)  : Referring  to 

the  point  made  by  Dr.  Palmer:  It  has  been 

demonstrated  and  is  recognized  that  both  gen- 
tian violet  and  mercurochrome  possess  a certain 
degree  of  toxicity  and  are  capable  of  producing 
injury  to  the  body  tissues.  I wish  to  make  it 
clear,  however,  that  mercurochrome  and  gentian 
violet  are  two  entirely  different  propositions. 
Mercurochrome  is  a toxic  mercurial,  but  gentian 
violet  may  also  be  toxic  in  greater  concentra- 
tion than  one  to  two  hundied. 
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SYMPOSIUM  ON  GOITER 
CARCINOMA  OF  THE  THYROID.* 

Bv  J.  I*.  Keith  and  D.  Y.  Keith,  Louisville. 

This  case  is  presented  for  your  considera- 
tion on  account  of  the  infrequency  of  malig- 
nancy of  the  thyroid.  In  a digest  of  the  lit- 
erature at  our  command,  it  is  quite  evident 
that  only  a very  few  cases  of  malignancy  are 
correctly  diagnosed,  clinically. 

Crile,  (1),  reported  in  1924  the  occurrence 
of  carcinoma  107  times  in  7617  thyroid  op- 
erations. In  a review  of  the  same  material, 
Graham  2,  gives  ten  to  fifteen  percent  of  the 
total  as  being  of  the  scirrhous  ora  papillifer- 
ous  type.  These  two  types  being  the  only 
ones  in  which  an  invasion  of  the  blood  ves- 
sels is  not  constant.  Blood  vessel  invasion 
is  as  consistently  absent  in  these  two  groups 
as  it  is  constantly  present  in  the  remaining 
groups.  These  two  types  are  primarily  lym- 
phatic invaders,  particularly  is  this  true  of 
the  papilliferous  type. 

Tn  the^  case  presented,  the  diagnosis  was 
made  clinically,  on  the  macroscopical  invas- 
ion of  surrounding  structures  and  confirmed 
at  a later  date,  by  its  ability  to  metastasize  in 
the  regional  lymphatics. 

When  first  seen,  local  invasion  had  occur- 
red. with  firm  fixation  of  the  tumor  to  the  skin 
and  surrounding  structures,  with  very  defin- 
ite evidence  of  beginning  skin  destruction. 

Graham  (2),  states  that  ninety  percent  or 
more  of  the  malignancies  occur  in  the  cell- 
nests  of  fetal  adenoma.  If  this  be  true,  the 
prevention  of  carcinoma  of  the  thyroid  is  to 
feed  the  mother  iodine  during  pregnancy  as 
a positive  preventive  measure. 

Case  Report:  Mrs.  H.,  aged,  (?)  was  first 
seen  with  Dr.  II.  H.  Hagan  on  November  3, 
1922,  who  supplemented  the  following  his- 
tory : One  and  a half  years  ago,  patient  was 
treated  for  a cystic  mastitis  of  the  left  breast, 
that  had  ruptured  before  he  was  consulted. 
Later  the  right  breast  suffered  the  same  condi- 
tion. The  patient’s  cardio-renal  system  pre- 
vented any  surgical  procedure.  At  present 
the  breasts  are  giving  no  trouble. 

Present  history : Two  weeks  ago  the  pa- 

tient presented  herself  for  treatment  of  a 
nodular  tumor  of  the  thyroid,  that  has 
changed  very  little  in  size  since  first  seen. 
On  examination  we  found  a large,  well  de- 
veloped, moderately  nourished  patient,  pre- 
senting evidence  of  a mild  anemia.  There 
was  a stony  hard  tumor  of  the  thyroid,  slight- 
ly larger  than  a lemon  extending  to  the  right 
of  the  median  line.  Over  the  apex  of  the  tu- 
mor, the  skin  was  quite  red,  evidence  of  be- 

*Read in  Svmnosium  on  Goiter  before  the  Jefferson  Coun- 
ty Medical  Society. 


ginning  destruction.  Evidently  the  malig- 
nancy had  originated  in  the  anterior  portion 
of  the  thyroid,  involving  the  skin  quite  early. 

Treatment  began  on  November  3,  1922,  and 
between  this  date  and  November  8,  1922,  she 
received  deep  x-ray  therapy,  using  the  follow- 
ing factors:  Voltage  200,  equivalent  to  a 

spark  gap  of  16  inches;  M.  A.  4;  anode  skin 
distance  50  cm. ; filtration  1mm  copper,  1mm 
aluminum  and  sole  leather;  time  three  hours 
and  forty-five  minutes. 

A mild  second-degree  radio, -dermatitis  was 
experienced  with  desquamation.  Seven  weeks 
after  treatment  a small  necrotic  area  appear- 
ed requiring  incision  that  did  not  heal  com- 
pletely for  sixty  days.  Very  little  reduction 
in  the  size  of  the  tumor  was  noted  until  the 
third  month  after  treatment,  after  which 
time  the  reduction  was  rapid  until  it  com- 
pletely disappeared  about  the  end  of  the 
fourth  month. 

There  is  no  induration  or  skin  fixation  at 
the  site  of  the  necrosis  and  only  a faintly 
visible  scar.  The  patient  rapidly  improved  in 
general  health  with  a gain  in  weight,  exper- 
iencing a complete  relief  from  what  she 
thought  was  a cervical  neuritis,  which  was 
accompanied  with  a great  deal  of  pain. 

No  local  symptoms  were  experienced  for 
nine  months  (August  I,  1923)  when  a tumor 
appeared  in  the  left  sub-maxillary  area,  that 
had  gradually  increased  in  size  until  at  this 
time  (August  15,  1923)  it  is  the  size  of  a 
pigeon  egg,  apparently  fixed  to  the  deeper 
fascia,  with  slight  redness  of  the  skin  over  the 
tumor  suggesting  a low  grade  infection. 

Treatment  was  instituted,  using  the  same 
factors  as  previously,  giving  three  hours  and 
fifteen  minutes  time.  Six  weeks  later  a pro- 
phylactic dose  of  two  hours  was  given. 

Three  weeks  after  the  first  application  of 
x-ray,  a small  necrotic  area  appeared  the 
skin  breaking  with  discharge  of  a small 
amount  of  secretion  for  a few  days,  accom- 
panied with  rapid  tumor  reduction  and  rapid 
healing. 

Ten  weeks  after  beginning  treatment,  this 
nodule  had  entirely  disappeared  with  com- 
plete healing  of  the  skin.  There  has  been  no 
further  evidence  of  recurrence  or  metastasis. 
She  has  been  seen  at  frequent  intervals  for 
eiddence  of  recurrence  or  other  metastasis, 
but  to  date  (February  1,  1926)  none  have  ap- 
peared. There  is  no  noticeable  scar  at  the 
site  of  either  tumor. 

REFERENCES. 

1.  Crile,  Geo.  W„  J.  A.  M,  A,,  83-81315,  Sept,  1925, 

2.  Graham,  Allen,  Surgery  Gynecology  & Obstetrics,  781, 
Vol.  39.  1924. 


May,  1927] 


, KENTUCKY  MEDICAL  JOURNAL 


227 


ETIOLOGY  OF  EXOPHTHALMIC 
GOITER* 

By  W.  E.  Gardner,  M.  JD.,  Louisville. 

Exophthalmic  goitre,  also  known  as  Graves’ 
disease,  Basedow  s disease,  eardiotliyrcid  ex- 
ophthalmos, and  struma  exoplitlialmica,  is 
cnaracterized  by  tne  three  so-called  cardinal 
symptoms  oi  rapid  heart,  enlarged  tnyroid 
gland,  and  undue  prominence  ot  the  eyeballs, 
m addition  to  the  above  cardinal  symptoms, 
we  just  as  frequently  see  a hne  rreinor,  men- 
tal irritability,  and  muscular  weakness,  wbich 
latter  symptoms  are  due  essentially  to  an 
excessive  or  perverted  action  of  tne  thyroid 
glanu,  and  may  be  manifest  in  tne  general 
syndrome  oi  nypertnyroidism,  even  in  tne 
absence  of  a typical  exophthalmic  goitre. 

This  disease  was  first  described  by  Elajani 
of  Italy  in  1802,  and  by  Parry  of  England  in 
1825.  Graves  taught  it  as  a disease  entity 
in  1835,  and  published  it  as  such  in  1843 ; 
while  in  the  meantime  Basedow  of  Germany 
had  independently  described  the  condition  in 
1840.  Hence,  tne  various  names  that  have 
been  applied  to  the  disease  in  different  coun- 
tries. 

Exophthalmic  goiter  belongs  essentially  to 
the  reproductive  period  of  life,  being  rare  be- 
fore puberty,  and  seldom  seen  to  develop  af- 
ter the  menopause.  When  the  disease  does 
occur  in  chiluren,  it  is  more  acute  and  rapid 
in  its  course  and  development  than  in  adults, 
it  affects  females  five  or  six  times  as  frequent- 
ly as  males. 

A neuropathic  hereditary  tendency  has 
been  noted  in  many  cases,  and  it  is  the 
opinion  of  most  authorities  that  the  disease 
is  most  likely  to  develop  in  individual,-,  with 
such  an  hereditary  background,  no  matter 
what  other  underlying  factor  may  be  present 
as  a predisposing  or  exciting  cause.  Pube- 
sence  in  girls,  menstrual  difficulties,  chlorosis, 
and  all  debilitating  conditions  act  as  predis- 
posing causes. 

Emotional  and  mental  shocks,  especially 
profound  and  protracted  anxiety  and  grief 
may  act  as  exciting  causes.  In  fact,  some  au- 
thorities have  contended  that  fear  is  one  of 
the  most  important  exciting  causes,  and  have 
cited  the  fact  that  so  many  goiters  developed 
in  young  soldiers  during  the  late  war  as  evi- 
dence of  this;  but  after  all,  it  is  our  opinion 
that  back  of  this  factor  there  were  probably 
definite  and  fundamental  defects  in  the  en 
docrine  balance  of  such  individuals,  and  that 
the  mental  strain  only  served  to  precipitate 
the  more  prominent  "'symptoms. 

Pregnancy  may  seem  to  excite  the  disease, 


*Read  in  Symposium  on  Goiter  before  the  Jefferson  Coun- 
ty Medical  Society. 


and  yet  when  appearing  in  the  course  of  the 
disease,  may  eitner  modify  tne  symptoms  for 
the  better,  or  in  some  instances  actually  ag- 
gravate those  already  present.  After  deliv- 
ery, however,  there  is  usually  distinct  im- 
provement. 

Exophthalmic  goiter  is  often  associated 
with  other  neuroses,  such  as  chorea,  hysteria 
and  epilepsy ; has  been  noted  coincidentally 
with  syphilis  of  the  nervous  system,  and  the 
mental  disturbance  produced  by  the  disease 
itself  sometimes  amounts  to  that  of  an  actual 
psychosis  or  insanity,  in  rare  instances  tne 
disease  has  been  associated  with  tetany,  scler- 
oderma, myxedema  and  acromegaly,  all  of 
which  are  closely  allied,  eithe1  through  rela- 
tion to  the  thyroid  body  or  to  other  glands 
of  internal  secretion. 

Infections  and  toxemic  states  may  frequent- 
ly act  as  exciting  agents,  if  not  actually 
causing  the  disease. 

The  apparent  increase  prevalence  of  goiter 
in  certain  countries  or  in  particular  locali- 
ties of  a country,  has  been  held  by  some  au- 
thorities to  prove  the  theory  that  there  is  a 
deficiency  of  iodine  in  the  food  or  water  of 
such  a territory.  It  is  my  opinion,  however, 
that  statistics  here,  as  in  many  other  instances 
may  be  misleading,  for  it  is  a well  known  fact 
that  for  many  years  some  members  of  the 
medical  profession  have  been  more  interested 
in  goiter  in  one  locality  than  m another,  and 
in  those  sections  where  the  profession  has 
been  most  interested  we  are  likely  to  have 
had  the  largest  number  of  cases  reported ; es- 
pecially, if  there  has  been  a considerable  num- 
ber of  surgical  cases.  While  we  admit  the 
theory  of  an  iodine  deficiency  as  being  a 
plausible  one  in  most  cases  of  so-called  simple 
goiter,  yet  we  doubt  if  this  alone  will  explain 
many  cases  of  exophthalmic  goiter. 

As  strange  as  it  may  seem,  the  blood 
changes  in  exophthalmic  goiter  and  in  myxe- 
dema are  similar.  There  is  ir  both  a relative 
lymphocytosis,  with  an  increased  number  of 
eosinophiles,  and  a diminution  of  the  neutro- 
phile  leukocytes.  In  exophthalmic  goiter  the 
coagulation  time  is  increased ; in  myxedema  it 
is  diminished. 

The  basal  metabolic  rate  is  definitely  in- 
creased in  over  ninety  percent  of  cases  of  exo- 
phthalmic goiter;  in  adenoma  with  hyperthy- 
roidism it  is  definitely  increased  in  over  sixty 
per  cent  of  cases ; in  adenoma  without  hyper- 
thyroidism the  basal  rate  is  within  normal 
limits  in  one  hundred  per  cent  of  cases. 

General  considerations  relative  to  the  hy- 
perfunctioning, hypofunctioning,  and  dis- 
turbed action  of  the  thyroid  gland,  as  seen 
in  the  clinical  pictures  have  led  some  observ- 
ers to  the  conclusion,  recently,  that  the  vege- 
tative nervous  system  plays  an  important  role 
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ia  accounting  lor  many  of  the  symptoms  pre- 
sented, and  that  this  may  manifest  itself 
ihrough  either  one  or  both  of  its  subdivisions, 
viz : the  sympathetic  proper,  or  the  parasym- 
pathetic or  autonomic  nervous  system,  in 
other  words,  that  in  many  cases  ol  hypertliy- 
reosis,  liypothyreosis  or  dysthyreosis,  there 
may  Lie  a condition  sometimes  referred  to  as 
autonomic  imbalance. 

1 or  some  time,  it  has  been  pretty  well  un- 
derstood that  the  function  of  the  sympathetic 
proper  is  to  stimulate  the  action  of  invol- 
untary muscular  fibre  and  glandular  secre- 
tion ; while  that  of  the  parasympathetic, 
which  is  more  closely  related  to  the  cerebro- 
spinal system  through  its  special  centers  in 
the  brain  and  cord,  has,  in  a general  sort  of 
way,  an  inhibitory  action. 

In  exophthalmic  goiter  the  sympathetic  ir- 
ritation could  account  for  the  exophthalmo. 
tachycardia,  loss  of  weight  and  alimentary 
glycosuria.  Autonomic  weakness  might  ex- 
plain the  von  Graefe  sign,  the  lymphocytosis, 
and  diarrhea.  The  influence  of  the  thyroid 
on  the  carbohydrate  metabolism,  as  seen  in 
the  rapid  emaciation  and  alimentary  glycos- 
uria, may  act  through  a retardation  of  the 
pancreatic  function,  or  be  due  to  an  overac- 
tivity of  the  adrenals.  It  is  furthermore 
claimed  that  the  thymus  gland  is  involved  in 
the  changed  blood  picture  that  we  see  in  these 
cases. 

Of  the  great  number  of  patients  with  au- 
tonomic imbalance,  only  a small  percentage 
develop  exophthalmic  goiter.  Practically  all 
patients  with  exophthalmic  goiter,  however, 
give  a history  of  a diathesis  toward  autono- 
ic  imbalance,  and  the  transition  from  the  so- 
called  simple  autonomic  imbalance  to  exoph- 
thalmic goiter  is  characterized  by  the  appear- 
ance of  a metabolic  change  measured  by  an 
elevation  of  the  basal  metabolic  rate.  With 
the  elevation  of  the  metabolic  rate,  we  have 
the  characteristic  symptoms  which  are  due 
to  an  increased  catabolism,  viz : loss  of 

weight,  tachycardia,  asthenia,  etc. 

It  has  been  held  by  Hyman  and  Kessel  of 
New  York,  in  a recent  article  published  in  the 
Journal  of  the  A.  M.  A:,  that  such  an  in- 
crease in  the  energy  metabolism  may  be  pro- 
duced by  so-called  sympathoemimetic  influ- 
ences, such  as  emotional  shock,  or  the  amins 
of  the  epinephrin  group,  or  cocain,  but  that 
these  influences,  alone,  do  not  help  account 
for  the  uncomplicated  period  of  autonomic 
imbalance,  and  that  an  additional  etiological 
factor  may  be  involved  in  the  transition  to 
exophthalmic  goiter. 

These  authors  make  the  observation  that 
1 he  deficiency  theories  l'egarding  the  role  of 
the  parathyroids  and  suprarenal  cortex  have 
not  been  sufficiently  proven,  but  that  the  fre- 


quent hyperplasia  of  the  thyroid  gland,  it- 
self, has  for  many  years  directed  attention  to 
a possible  thyrogenic  origin  of  the  disease. 
They  claim,  however,  that  there  is  no  direct 
proof  that  the  thyroid  secretion  is  actually 
involved,  for  it  is  neither  sympathomimetic 
nor  capable  of  sensitizing  the  involuntary 
nervous  system,  but  that  it  has  a definite  cal- 
origenie  capacity,  and  accordingly  may  be 
responsible  for  the  transition  from  autonomic 
imbalance  to  exophthalmic  goiter. 

While  feeding  enormous  quantities  of  thy- 
roid extract  may,  occasionally,  produce  an 
incomplete  picture  of  exophthalmic  goiter; 
and  the  fact  that  myxedema,  which  is  admit- 
tedly due  to  a hyposecretion  of  the  thyroid, 
has  been  considered  the  antithesis  of  exo- 
phthalmic goiter,  yet  the  most  potent  and  im- 
portant eliniced  indication  in  favor  of  the 
participation  of  the  thyroid  in  the  develop- 
ment of  exophthalmic  goiter  is  the  relief  of 
symptoms  of  exophthalmic  goiter  following 
the  vast  majority  of  the  cases  of  subtotal 
thyroidectomy. 

The  above  considerations  lead  one  to  the 
conclusion  that  there  must  be  a combined  neu- 
rochemical action,  in  that  exophthalmic  goitre 
is  dependent  upon  hyperactivity  of  the  thy- 
roid secretions,  which  increased  secretion: 
act  through  the  visceral  or  vegetative  nervous 
system,  and  that  both  sympathetic  and  auto- 
matic systems  are  in  a state  of  hyperexcitabil- 
ity. 

The  detoxication  hypothesis  in  which  a dys- 
thyreosis is  assumed  with  a type  of  iodine 
poisoning  from  insufficient  detoxication  has 
attracted  some  attention,  but  has  not  yet  been 
sufficiently  proven  to  find  a substantial  foot- 
ing in  the  standard  texi  books  upon  this  sub- 
ject. 

Therefore,  we  may  say  in  conclusion,  that 
the  full  etiology  of  exophthalmic  goiter  is 
still  in  the  dark,  and  just  why  one  appar- 
ently healthy  individual  may  develop  this 
condition  after  a shock  or  some  undue  stress 
or  strain,  and  another  may  manifest  only 
symptoms  of  a definite  hyperthyroidism,  with- 
out goiter  or  exoplhalmos,  under  the  same 
conditions;  or  both  have  their  symptoms  come 
on  without  any  definite  exciting  cause,  it  is 
difficult  to  say,  unless  we  assume  some  inher- 
ent instability  of  the  vegetative  nervous  sys- 
tem, or  what  may,  or  may  not,  be  the  same 
thing,  an  imbalance  in  the  function  of  the 
glands  of  internal  secretion. 
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PATHjOLOGY  OF  THYROID  GLAND.* 
By  Frank  I\  Strickler,  M.  D.  Louisville. 

in  order  that  vve  may  understand  the  mor- 
bid anatomy  of  the  thyroid,  let  us  first  con- 
sider briefly  the  embryology,  normal  anat- 
omy, and  histology,  and  1 might  add,  chem- 
istry. 

The  thyroid  arises  after  Urn  manner  of  or- 
dinary glands  as  an  evagination  from  the 
epithelium  of  the  pharynx  by  three  separate 
rudiments,  a median  and  two  lateral,  at  a 
point  in  front  of  the  second  visceral  arch  and 
appears  in  embryos  of  3 to  5 months  as  a 
ventral  outgrowth  of  epithelium  in  the  floor 
of  the  pharynx  at  the  point  where  the  tuber- 
culum  impar  and  two  paired  anlagen  of  the 
tongue  join.  The  evagination  grows  into  the 
mesodermal  tissue  in  the  ventral  walls  of  the 
neck  forming  a transverse  mass  of  epithelium. 
This  mass  of  epithelium  breaks  up  into  ir- 
regular cords  of  cells  which  by  a further 
process  of  budding  grow  eaudally  along  the 
ventral  surface  of  the  larynx.  The  cord  cells 
are  surrounded  by  connective  tissue  and  later 
become  surrounded  by  a network  of  capil- 
laries. These  cells  ultimately  break  up  into 
smaller  masses  which  become  hollow  and  form 
alveoli.  Colloid  secretion  begins  toward  the 
end  of  fetal  life  or  soon  after  birth. 

As  the  gland  grows  toward  its  final  posi- 
tion it  becomes  enlarged  laterally  into  lateral 
loboes  connected  by  the  isthmus. 

The  parathyroid  also  come  in  close  relation 
with  the  thyroid  arising  as  paired  evagina- 
tions  from  the  cephalic  sides  of  the  third  and 
fourth  branchial  grooves.  As  the  thyroid 
grows  these  bodies  come  to  lie  close  to,  or  im- 
bedded in,  the  thyroid. 

The  pyramidal  or  middle  lobe,  when  pres- 
ent, represents  either  a secondary  outgrowth 
from  the  isthmus  or  a remnant  of  the  origin- 
al connection  with  the  tongue,  the  thyreoglos- 
sal  duct. 

The  thyroid  gland  in  adult  life  is  a highly 
vascular  gland  grasping  the  upper  part  of 
the  trachea  and  extending  upward  on  each 
side  of  the  larynx.  Its  size  varies  in  different 
individuals,  and  in  the  child  and  female  it 
is  always  relatively  larger  than  in  the  adult 
male.  As  mentioned  above,  it  is  composed 
of  two  lateral  lobes  and  an  isthmus.  The  lat- 
eral lobes  are  conical  in  shape  and  extend 
downward  on  the  trachea  to  the  5th  or  6th 
tracheal  ring,  the  apex  of  the  lobe  rests  up- 
on the  ala  of  the  thyroid  cartilage.  Acces- 
sory glands  may  be  found  along  course  of 
thyroglossal  duct,  in  the  trachea,  and  occas- 
sionallv  lobes,  are  found  behind  the  stren- 
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urn  and  in  the  chest,  and  occasionally  a lat- 
eral lobe  may  be  missing. 

The  gland  receives  its  blood  supply  from 
two  superior  thyroid  arteries.  Two  inferior 
thyroid  arteries  also  the  thyroeda  ima.  The 
greater  portion  of  the  blood  supply  is  from 
the  superior  thyroid  arteries.  The  veins  of 
the  thyroid  are  the  superior  middle  and  infer- 
ior veins;  all  of  these  vessels  anastomose  free- 
ly in  the  gland. 

The  nerve  supply  accompanies  the  blood 
vessels  and  is  derived  from  the  middle  and 
inferior  cervical  ganglion. 

The  lymphatic  circulation  of  the  thyroid 
has  not  been  very  well  worked  out.  It  is  sug- 
gested, however,  that  the  acini  are  surround- 
ed by  a network  of  capillaries  filling  the  in- 
terspaces between  the  acini,  that  these  ca- 
pillaries collect  into  larger  trunks  which 
empty  into  the  lower  cervical  lymph  glands. 

From  a standpoint  of  histology  the  thyroid 
is  a compound  alveolar  gland,  composed  of 
two  lateral  lobes  and  an  isthmus  inclosed  in  a 
white  connective  tissue  capsule.  From  the 
capsule  sustentacula  extend  into  the  interior 
of  the  gland  dividing  the  gland  into  distinct 
lobulations,  from  these  heavier  septa  fiber 
bundles  extend  to  form  the  walls  of  the  acini. 
These  terminal  filaments  are  very  fine  and 
form  a plane  of  tissue  upon  which  the  cells 
rest.  The  acini  are  variously  shaped  spheri- 
cal or  polyhedral,  and  the  cells  lining  the 
acini  are  of  two  types,  the  colloid  cell,  and 
the  resting  colloid  cell,  they  are  as  a rule 
cuboidal  in  type.  The  interacinal  cells  are 
morphologically  the  same  as  the  acinal  cells. 
The  colloid  contained  in  the  acini  is  attached 
to  the  cells  by  fine  processes  which  are  ap- 
parent when  the  colloid  shrinks. 

The  blood  vessels  follow  the  septa  of  the 
gland,  as  do  the  nerves.  The  lymphatic  sys- 
tem, as  previously  mentioned,  has  not  been 
perfectly  worked  out. 

We.  will  touch  only  in  a superficial  way  on 
physiology  of  the  thyroid.  The  mode  of  ac- 
tion of  the  thyroid  is  very  complicated,  and 
Blum  maintains  that  the  action  takes  place 
within  the  thyroid  by  contact  of  the  blood 
with  glandular  tissue,  but  the  view  of  most 
authorities  is  that  the  action  of  the  thyroid  is 
carried  out  by  the  products  of  cellular  secre- 
tion being  poured  into  blood  vessels  and  lym- 
phatics. The  average  amount  of  iodine  con- 
tained in  a normal  thyroid  is  5 to  6 mg.  From 
a standpoint  of  chemistry  Ihe  following  sub- 
stances are  the  principal  chemicals  found: 

(A)  Albuminoid  substances: 
lodothyrine  of  Baumann, 
lodothyreoglobuline  of  Oswald  (con- 
taining 0.15  iodine). 

Nucleoprojein  of  Oswald,  (containing 
no  iodine). 
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(B)  Non-albuminoid  substances: 

Thyreoglandular  of  Hoffmann  and 
Laroche. 

Thyroxine  of  Kendall,  containing  65% 
iodine. 

No  attempt  will  be  made  to  discuss  the  in- 
ter-relationship bet  wen  the  thyroid  and  other 
endocrine  glgnds. 

The  usual  functions  attributed  to  the  thy- 
roid are  control  and  stimulation  of  tissue 
growth  in  general.  Control  and  stimulation 
■of  the  functional  processes  of  tissue.  Neu- 
tralization of  toxic  substance  produced  in  the 
normal  metabolism  of  tissue  and  assistance 
in  the  defensive  action  of  the  organism 
against  bacterial  toxins. 

Any  pathological  processes  of  thyroid 
which  interferes  with  its  physiological  func- 
tion strikes  at  the  foundation  of  the  organ- 
ism. 

Any  kind  of  inflammatory  process  may  oc- 
cur in  the  thyroid,  particularly  abscesses 
produced  by  the  pyogenic  bacteria.  Diffuse 
acute  inflammatory  reactions  usually  occur  in 
adenomata  especially  when  they  are  undergo- 
ing cystic  or  hemorrhagic  degeneration. 

Tuberculosis  of  the  thyroid  usually  occurs 
in  the  miliary  form,  although  caseous  areas 
are  sometimes  seen. 

Following  inflammatory  processes,  the  thy- 
roid may  undergo  fibrous  degeneration.  In 
this  condition  there  is  a diminution  of  epi- 
thelial tissue  and  a preponderance  of  connect- 
ive tissue.  The  epithelium  may  entirely  dis- 
appear or  become  degenerated  and  exfoliated 
into  the  colloid  of  the  acini.  The  epithelial 
cells  may  also  be  pressed  together  and  with 
the  disappearance  of  the  colloid  form  cells 
nests  surrounded  by  connective  tissue.  Such 
areas  are  sometimes  regarded  as  malignant -by 
credulous  pathologists.  When  this  type  of  de- 
generation involves  a large  portion  of  the 
thyroid  hypofunction  develops. 

Cystic  changes : By  the  coalescence  of  a 

number  of  large  acini  a colloid  cyst  may  be 
formed,  or  this  change  may  also  occur  in  the 
center  of  a nodule.  This  type  of  cyst  usual- 
ly involves  the  interstitial  connective  tissue 
and  follicular  epithelium.  Hemorrhage  may 
occur  into  these  cysts,  due  to  changes  in  the 
blood  vessels.  At  this  point,  I might  mention 
that  C.  Hesselberg  observed  atheromatous 
plaques  in  the  thyroid  arteries  of  a new-born 
child.  This  atheromatous  chanere  in  the  ar- 
teries should  be  borne  in  mind  when  doing 
ligations. 

The  contents  of  the  above  mentioned  cysts 


are  usually  a blood  tinged  gummous  material. 
The  practical  interest  in  cystic  changes  in 
the  thyroid  is  that  occasionally  an  extensive- 
hemorrhage  into  a cyst  will  increase  the  size 
of  the  gland  to  such  an  extent  that  the  tra- 
chea is  compressed  and  the  patient  is 
asphyxiated.  Occasionally  large  solitary 
cysts  are  found  in  the  lower  poles  or  isthmus 
when  the  gland  shows  no  other  changes. 
These  are  very  likely  congenital  and  hemor- 
rhages rarely  occur  in  them. 

Amyloid  degeneration  occurs  as  part  of  a 
general  amyloid  disease.  Gelatinoid,  hyaline 
or  mucoid  changes  start  in  the  center  of 
nodules  which  at  first  is  mucoid  in  character 
and  later  becomes  uniformly  hyaline. 

Calcareous  degeneration  occurs  in  long 
standing  goiters  degenerated  centers  or  areas 
of  the  gland  impregnated  with  phosphates  or 
carbonates  of  lime.  These  calcareous  plaques 
not  infrequently  become  attached  to  the 
trachea  making  separation  difficult  at  opera- 
tion, also  producing  in  some  eases  extensive 
erosions  of  the  tracheal  rings.  When  calcar- 
eous deposits  occur  near  the  upper  poles  liga- 
tion of  the  superior  thyroid  becomes  very  dif- 
ficult. 

Bone  formation  has  been  reported  in  the 
thyroid  gland,  but  this  is  a very  rare  condi- 
tion and  seldom  seen. 

Malignancy:  Fully  95%  of  malignant 

growths  in  the  thyroid  gland  are  carcinoma- 
tous. Practically  all  carcinoma  depend  on 
the  fetal  adenoma  for  their  origin.  However, 
the  papillary  carcinoma  is  an  e ;ception,  and 
with  it  there  are  included  a few  carcinomata 
whose  exact  origin  and  nature  remain  in 
doubt. 

Sarcomata  represents  about  5%  of  malig- 
nant tumors  of  the  thyroid.  These  sarcomata 
do  not  differ  from  sarcomata  in  other  parts  of 
the  body.  They  are  mostly  round  and  spin- 
dle cell,  but  occasionally  a combination  of 
round,  spindle  and  giant  cell  tumors  are  seen. 
Lympho-sarcoma  is  also  found.  Its  origin  is 
the  lymphoid  tissue  commonly  present  in  thy- 
roids. 

Fetal  adenoma  has  its  origin  in  the  so- 
called  Wolfers  rests,  embryonal  remnants 
left  over  from  the  developmental  period  of 
the  thyroid  gland.  The  usual  site  of  these 
adenomas  is  in  the  lower  pole  of  the  right 
lobe,  occasionally  found  in  the  isthmus,  but 
may  occur  in  any  part  of  the  gland.  The  fe- 
tal adenoma  is  usually  encapsulted,  and  as 
the  name  implies,  the  structure  of  the  tissue 
is  similar  to  the  fetal  gland.  The  structure  is 
composed  of  closely  packed  cells,  the  acini  are 
small,  and  contain  little  if  any  colloid  ma- 
terial. Colloid  material  becomes  more  in  evi- 
dence if  toxic  symptoms  develop.  As  men- 
tioned previously,  fetal  adenoma  are  responsi- 


May,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


231 


ble  for  a very  large  per  cent  of  malignant 
conditions  of  the  thyroid. 

In  developing  goiters,  simple  or  exophthal- 
mic, the  thyroid  enlarges,  the  vascularity  in- 
creases, the  gland  becomes  softer,  Iodine  and 
colloid  content  diminishes,  acini  become 
larger  and  more  variable  in  size,  epithelial 
cells  become  larger.  This  is  the  picture  of 
simple  hypertrophy.  If  the  exciting  cause 
continues  to  operate  the  changes  mentioned 
above  increase.  There  may  also  be  prolifer- 
ation of  epithelium  in  the  acini,  formation  of 
new  acini,  enfolding  and  papillary  projec- 
tions of  the  wall  into  the  acini — these  changes 
constitute  hyperplasia. 

Should  the  exciting  cause  cease  to  operate 
after  the  gland  has  undergone  hypertrophy 
and  hyperplasia  the  gland  may  involute  to 
recovery'.  When  recovery  or  involution  is  in- 
complete the  gland  becomes  a colloid  goiter. 
As  far  as  is  known  a colloid  goiter  bas  the 
same  physiological  and  biological  capabilities 
as  the  normal  gland  and  leacts  to  a sufficiency 
or  insufficiency  of  iodine  the  same  as  the  nor- 
mal gland.  The  colloid  goiter  is  usually  large 
in  size,  the  acini  show  greater  variability  in 
shape  and  size.  The  cells  lining  the  acini  are 
flattened,  and  the  acini  contain  an  increased 
amount  of  colloid.  The  stroma  of  the  gland  is 
also  increased.  The  colloid  goiter  of  long 
standing  is  the  type  which  undergoes  second- 
ary toxic  changes,  either  of  the  degenerative 
toxic  goiter  or  the  secondary  adenomatous 
goiter  types.  In  the  degenerative  type  the 
changes  are  a degeneration  of  the  colloid, 
while  in  the  adenomatous  goiter  there  is  a 
rejuvenescense  of  cells.  The  acmal  cells  are 
increased  and  sometimes  there  is  an  increase 
of  gland  formation.  When  exophthalmos  is 
present  papillary  formation  will  be  found 
and  often  associated  with  it  is  a round  cell 
infiltration.  The  colloid  in  this  type  also 
undergoes  degeneration  and  contains  much 
debris  of  epithelial  cells. 

Diffuse  adenomatous  goiters  are  of  two 
types,  glandular  and  papillary,  both  are  tox- 
ic and  there  is  no  macroscopic  difference  be- 
tween these  types.  They  vary  greatly  in  size. 
When  small  may  be  firm  and  elastic,  when 
large,  soft  and  pulsating,  on  section  they 
vary  from  red  to  greyish-red  in  color. 

In  the  glandular  type  the  chief  change  is 
in  the  acinal  cells.  They  are  higher  and  take 
a deeper  stain.  There  is  also  marked  prolif- 
eration of  acinal  cells  within  the  interstitial 
tissue  from  which  are  formed  secondary  acini. 
These  new  acini  may  contain  little  or  no  col- 
loid. There  is  a marked  infiltration  of  the 
interstitial  tissue  by  round  cells  and  these 
may  become  so  numerous  that  they  simulate 
lymphoid  tissue. 

In  the  papillary  type  there  is  a prolifera- 


tion of  the  cells  of  the  pre-existing  acini 
producing  projections  of  papillary  formation 
into  the  lumen  of  the  acini.  This  picture  is 
absolutely  characteristic  of  exophthalmic 
goiter  and  it  is  very  rare  to  find  eye  symp- 
toms without  papillary  formation,  although 
papillary  formation  may  be  found  without 
eye  symptoms.  The  acinal  cells  are  tall  col- 
umnar cells  and  stain  deeply.  Colloid,  if 
present,  is  granular  and  degenerated  and  in 
extremely  toxic  cases  cells  are  exfoliated  in- 
to the  acini. 

It  must  be  kept  in  mind  that  the  above 
mentioned  microscopical  changes  do  not  oc- 
cur uniformly  throughout  the  gland  and  it 
is  necessary  to  study  the  entire  gland  to  de- 
cide the  dominant  lesion.  Several  types  of 
disease  may  occur  in  one  gland. 

Interstitial  proliferative  goiter,  as  the 
name  implies,  is  an  extensive  proliferation  of 
the  interstitial  cells.  The  acini  and  colloid 
show  practically  no  changes.  The  interstitial 
cells  are  of  the  same  general  morphology  as 
the  cells  of  the  acini.  The  source  and  signif- 
icance of  these  cells  is  unknown,  and  remains 
to  be  explained. 

Adolescent  goiter  is  a type  which  appears 
at  a developmental  period  of  life  and  disap- 
pears again.  However,  it  sometimes  con- 
tinues to  develop  and  assumes  a definite 
place.  and  from  a pathological  standpoint 
may  be  considered  a simple  colloid  goiter. 

No  mention  of  the  pathology'  of  hypo-thv- 
roidism  will  be  made,  as  it  is  beyond  the  scope 
of  this  paper. 

It  must  be  borne  in  mind  that  the  definite 
pathology  and  its  significance  in  the  thyroid 
gland  is  far  from  being  positively  settled. 
Various  authorities  and  investigators  differ 
somewhat  in  their  classification  of  patholog- 
ical conditions  of  the  thyroid,  although  they 
more  or  less  conform. 

Wonderful  progress  has  been  made  in  the 
study  of  the  thyroid  gland,  and  it  is  to  be 
hoped  that  the  near  future  will  materially 
advance  our  knowledge  of  this  most  interest- 
ing subject. 

The  subject  matter  of  the  above  paper  was 
taken  from  the  works  of  Crile,  Mavo  Clinic. 
Crottie,  Hertzler,  and  Dc  Quervian.  (F.  P. 
S.) 

Sublingual  Exostoses. — Forty-two  cases  are  re- 
viewed by  Kurtz.  There  were  three  times  as 
many  females  as  males.  Antecedent  trauma  was 
given  as  a cause  in  twenty-eight  cases.  In 
twelve  cases,  a history  of  long  continued  sup- 
puration from  ingrown  nail  was  given.  In  two 
cases,  both  factors  were  present.  The  diagnosis 
is  said  to  be  easily  made.  The  treatment  is 
operative. 
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HYPOTHYROID  STATES.* 

By  Curran  Pope,  M.  D.,  Louisville. 

It  is  indeed  a pleasure  to  have  been  selected 
on  this  auspicious  occasion  to  speak  to  such  a 
learned  gathering  upon  the  subject  of  Hypo- 
thyroid States.  These  are  so  frequently  over- 
looked and  in  their  minor  manifestations  are 
so  little  understood  by  the  practitioner  who 
is  not  alert  to  these  conditions  that  one  hopes 
that  by  calling  attention  to  some  of  the  more 
interesting  phases  of  this  state  that  much 
good  may  be  done  and  the  man  in  general 
practice  brought  more  closely  and  actively  in 
touch  with  its  manifestations.  Sometimes 
such  a diagnosis  is  determined  by  apparently 
inconsequential  symptoms  which  call  to  mind 
the  remarks  of  Thomas  H.  Huxley,  “That  the 
smallest  fact  is  a window  through  which  the 
infinite  mav  se  seen.”  The  thyroid  is  the 
“Activator”  secretion  of  the  human  body 
maintaining  the  balance  between  the  input 
and  output  and  regulating  other  endocrines, 
the  sexual  and  nervous  systems  in  many  ways. 
Its  function  is  largely  that  of  a catalyzer. 
Partial  or  complete  failure  of  the  thvroid  is 
far  more  common  than  is  generallv  supposed. 
This  may  occur  in  young  o:  old  but  it  most 
frequent  in  those  years  past  middle  life.  It 
is  likely  to  be  more  frequent  in  the  future  be- 
cause of  the  large  number  of  goiter  operations 
that  have  been  done.  Without  doubt  the 
thyroid  gland  exerts  a most  remarkable  eon- 
trol,  not  merely  through  metabolism,  but 
through  its  action  upon  the  sympathetic  ner- 
vous system  and  the  circulatory  mechanism 
upon  nutrition.  Bv  virtue  of  its  secretion 
it  causes  amino  acids  to  be  further  decom- 
posed into  carbon  dioxide,  water  and  ammon- 
ium carbonate,  preparing  these  partially 
split  up  proteins  for  release  from  the  bodv 
in  the  form  of  the  chemicals  above  mentioned. 
When  this  does  not  take  place  oxidation  be- 
comes lower,  the  entire  bodv  eeonomv  slows 
down  with  a lower  cerebral  activity  and  a 
clogging  of  the  individual  cells. 

Historical 

Thyroid  disfunctions  have  been  known  for 
many  decades.  Sir  William  Gull  first  fullv 
described  myxedema  in  1873  and  later  wrote 
extensively  on  this  snbieA  in  the  vear  1884. 
Tt  was  Ord  who  first  called  it  mvxedema.  Tn 
1883  Kocher  of  Berne  first  descri^rA  opera- 
tive myxedema.  Tn  spite  of  all  this  studv 
and  investigated  no  method  of  treatment  had 
been  devised  until  1891.  TTp  to  this  time  pa- 
tiens  lived  in  hopeless  imbeeilitv  or  suffered 
from  its  various  manifestations  until  the 
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eventful  chapter  was  closed  by  death.  It  was 
in  1891  that  Murray,  an  Englishman,  des- 
cribed his  experiments  especially  treating  of 
the  condition  of  cachexia  strumipriva  caused 
in  dogs  by  the  removal  of  the  thyroid  gland. 
It  was  in  this  same  year  that  George  Murray 
published  his  experiments  and  results  brought 
about  by  the  injection  of  a glycerine  extract 
of  thryroi^  gland. 

It  however  remained  for  Hector  McKen- 
zie (London,  Englishman)  E.  L.  Fox  (Ply- 
mouth, Englishman)  and  Howitz  (Copen- 
hagen, Dane)  each  working  independently  of 
the  other  to  show  the  equally  potent  effect  of 
the  oral  administration  of  thyroid  glands, 
both  raw,  cooked  and  as  a powder. 

Types 

The  types  or  groups  of  symptoms  may  be 
roughly  arranged  according  to  the  age  of 
the  individual  affected.  In  early  or  infan- 
tile life  we  have  a number  of  minor  states' 
ranging  from  a well  defined  and  marked  cre- 
tinism. Tn  the  child  the  minor  state  is  often  ex- 
hibited by  late  walking,  slow  development  of 
talking,  difficulty  in  standing  and  some  un- 
certainties in  motor  activity.  Underdevelop- 
ment of  all  bones  and  late  teeth  eruption  are 
among  the  commoner  manifestations  at  this 
age.  Especially  to  be  noted  at  this  time  is  a 
retarding  of  the  mental  development  of  the 
child.  I have  seen  a number  of  children  that 
have  been  sent  to  clinics  and  subjected  to  the 
Binet-Simon  Test  and  pronounced  mentally 
deficient  when  in  reality  thev  were  suffering 
from  well  defined  hypothyroid  states.  When 
the  status  of  the  child  is  such  that  it  is  at  a 
glance  a cretin  with  its  thick  tongue,  pouting 
lips,  spinal  lordosis,  its  pot  belly  with  thick 
dry  skin  and  in  the  female  earlv  onset  of 
menstruation,  we  have  a picture  of  such  easy 
legibility  that  “He  that  runs  mav  read”  and 
when  this  diagnosis  is  confirmed  by  a marked 
decreased  basal  metabolism  the  picture  is 
complete. 

Tn  older  children,  in  young  adults,  we  of- 
tentimes find  unmistakable  signs  of  myxe- 
dema. When  a young,  active,  individual 
shows  failing  memory  and  loss  of  special 
sense  acuity  with  marked  diminution  of  phv- 1 
sical  strength  and  mental  vigor  and  who 
shows  a constant  diurnal  tendency  toward 
somnolence,  we  should  be  on  the  lookout  for 
a diminished  thyroid  secretion.  Add  to  this 
an  increased  weight,  a dry  skin  with  de- 
creased sweating,  ample  fat  but  the  subjective 
sense  of  cold  and  chilliness  with  actual  cold 
extremeties  and  the  susceptibility  to  foreign 
protein  intoxication  as  evidenced  by  hives, 
urticarias,  etc.,  we  have  a group  of  stronglv 
indicative  subjective  signs.  Among  the  ob- 
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jective  signs  is  to  be  noted  the  lardaceous 
hue  of  the  skin  (.pasty  yellow)  and  the  well 
marked  supraclavicular  and  posterior  cervi- 
cal fat  padding  with  chubby  or  padded  hands 
and  i'eet  together  with  more  or  less  general- 
ized subdermal  infiltration.  Usually  we  find 
the  skin  dry  and  harsh,  the  hair  fine,  poorly 
nourished  and  thin.  The  narrowed  palpe- 
bral fissures  and  characteristic  infiltration  of 
the  lids  with  puffing  of  the  face  gives  to  the 
individual  a facies  that  might  be  said  to  be 
characteristic.  To  the  watchful  clinician 
these  objective  signs  in  minor  degree  will  be 
observed  and  confirmatory  tests  supply  the 
needed  link  in  the  diagnosis.  These  special 
signs  consist  of  decreased  basal  metabolism, 
increased  sugar  tolerance  and  blood  pressure 
changes  due  to  vascular  infiltration. 

Atypical  Types. 

These  are  the  tyes  that  test  our  diagnostic 
acumen.  They  are  the  ‘formes  frustes”;  the 
“laval  myxedema”  the  “hyothyroide  be- 
nigne”  of  Hertoghe  or  as  1 am  pleased  to 
term  them  the  “ Borderliners.  ” This  condi- 
tion is  frequently  unrecognized.  Sometimes 
the  intuition  that  comes  of  long  experience 
will  sense  the  condition  and  put  the  clinician 
on  his  guard.  These  cases  are  still  more  fre- 
quently associated  with  the  insufficiency  of 
the  other  glands  of  internal  secretion  present- 
ing thus  a -mixed  type.  They  will  usually 
complain  of  a number  of  subjective  symptoms 
such  as  sensitiveness  to  cold,  cold  extreme- 
ties,  lack  of  “pep”,  general  loss  of  mental 
and  physical  tone.  We  usually  find  a de- 
creased metabolism. 

I consider  that  another  type  should  be 
recognized  and  that  is  what  I call  the  “senes- 
cent” type.  These  patients  present  the  nor- 
mal appearance  of  age.  They  may  or  may  not 
have  lost  their  previous  excess  of  fat.  Their 
skin  is  dry  and  wrinkled,  the  hair  is  brittle, 
and  falls  out,  they  lack  physical  energy  and 
suffer  from  mental  inertia  together  with  low 
sexual  capacity.  This  state  may  occur  even 
in  moderately  young  people.  Sometimes  we 
will  find  a single  or  several  of  the  typical 
signs  of  hypothyroidism.  It  may  present  it- 
self in  a typical  pathological  state  with  a 
marked  premature  appearance  of  senility,  but 
with  milder  signs  than  severe  hypothyroid- 
ism. 

Neurological  Signs. 

These  cases  nearly  always  present  quite  a 
number  of  neurological  signs.  They  nearly 
all  require  sleep,  rarely  if  ever  suffer  from 
insomnia  and  usually  sleep  soundly.  They 
suffer  from  headache,  of  a dull,  heavy  tired 
type,  usually  frontal  or  occipital  and  gener- 
ally worse  in  the  morning.  These  cases  while 
not  neurasthenic  present  neurasthenoid  symp- 
toms, a term  I employ  to  distinguish  this 


condition  from  neurasthenia  vera  Nearly 
all  of  these  cases  suffer  from  the  matutinal 
fatigue  so  characteristic  of  the  nervously  ex- 
hausted individual  and  this  becomes  especial- 
ly accentuated  if  work  is  attempted  in  the 
morning.  These  patients  often  complain  of 
generalized  dull  aching  on  slight  effort.  They 
complain  that  the  pains  are  vague,  usually 
in  the  muscles,  bones  or  joints  and  are  some- 
times described  as  being  like  growing  pains. 
They  are  usually  slow  in  their  mental  activ- 
ity. 

Skeletal. 

The  type  of  these  cases  in  youth  is  that  of 
small  stature  and  defective  development 
Where  growth  takes  place  they  are  usually  of 
a broad,  thickly  built  physique  with  clumsy 
hands,  short  fingers  usually  broad  or  “spatu- 
late”  at  their  ends.  There  is  a tendency  to 
retardation  in  length  of  the  bony  growth  as 
a result  of  which  the  bones  are  short,  thick 
and  deformed.  The  skull  contour  is  apt  to  be 
round.  They  are  usually  “loose  jointed,” 
that  is  to  say  suffering  from  relaxation  of 
the  ligamentous  structures.  As  a conse- 
quence of  this  they  have  little  or  no  difficul- 
ty in  cracking  or  snapping  of  the  small 
joints.  Slowness  and  clumsiness  of  muscu- 
lar action  is  not  unusual.  In  the  evening 
shoes  are  temporarily  found  too  tight  for  the 
swollen  feet  and  rings  may  be  difficult  to  re- 
move from  the  fingers. 

Skin. 

The  characteristic  skin  ranges  from  well 
marked  dryness  with  tendency  to  scale  easily 
to  a dry  skin,  thick,  wrinkled  and  non-trans- 
parent. Small  warty  growths  in  large  num- 
bers occur  with  a fair  degree  of  frequency. 
The  skin  color  is  sallow,  yellowish  or  earthy 
and  is  subject  to  frequent  eruptions  among 
which  may  be  mentioned  erythema,  urticaria, 
chronic  eczema,  etc.  They  perspire  with  dif- 
ficulty yet  suffer  from  acrocyanosis,  that  is 
to  say,  with  cold,  bluish,  sometimes  moist 
hands,  feet,  fingers  and  toes.  There  is  a ten- 
dency to  chilblains  (Pernio)  with  difficulty 
for  slowness  in  the  healing  of  wounds,  in  cal 
lus  formation  and  in  the  regeneration  of 
nerves. 

Hair. 

Usually  the  hair  is  coarse,  dry,  tending  to 
fall  out.  It  lacks  brilliance,  looks  dusty  and 
is  associated  with  dandruff  or  scaliness,  some- 
times in  such  quantities  as  to  cause  the  pa- 
tient to  seek  medical  relief  for  this  symptom 
alone.  The  hair  may  be  scanty,  thin,  brittle 
and  possess  defective  pigmentation.  Partial 
alopecia,  premature  baldness  and  premature 
grayness  are  not  infrequent.  The  eyebrows 
tend  to  fall  and  rarefaction  or  disappearance 
of  the  outer  third  is  not  uncommon. 
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Nails. 

The  nails  are  usually  hard,  brittle,  fragile, 
showing  ridges  and  thickening.  The  normal 
arching  may  be  absent  and  the  size  may  be 
increased.  In  some  cases  they  become  unduly 
thin,  and  may  show  defective  lunulae  (cres- 
cents) and  white  spots. 

Eye — Ear. 

These  cases  tend  to  have  a smaller  eye 
than  normal.  The  cornea  is  dull  which  with 
the  deep  set  eyeball  gives  them  a tired  listless 
look.  If  the  condition  is  sufficient  to  cause 
the  eye  lids  to  swell  the  palpebral  slit  be- 
comes narrower  than  in  health  and  causes 
the  eye  to  assume  a somewhat  Celestial  look. 
The  iris  is  usually  hazel  or  gray  green ; rare- 
ly of  a clear  color,  brown  or  blue.  When  the 
whole  condition  of  the  eye  is  observed  the 
general  appearance  of  sleepiness  is  well 
marked.  In  the  ear  scales  usually  form  in 
the  external  auditory  meatus. 

Nose,  Mouth,  Throat. 

There  is  a tendency  toward  rhinitis  and 
crust  formation.  The  nose  is  usually  smaller 
than  normal  and  adenoids  and  its  consequent 
mouth  breathing  are  very  common.  The  lips 
tend  to  dryness  and  cracking.  The  ^ongue 
is  usually  thick  and  stubby  and  often  mark- 
edly indented  along  its  gingival  margin.  The 
palate  may  lie  elevated  or  highly  arched  and 
the  jaws  contracted.  There  is  a tendency  to- 
ward hypertrophy  of  the  tonsils  with  fre- 
quent tonsilitis  and  cryptic  infection. 

Respiratory  System. 

These  patients  usually  breathe  deeply  and 
their  respirations  are  numerically  slow.  They 
easily  acquire  colds,  suffer  with  them  for  a 
long  time  and  have  difficulty  in  recovery. 
They  are  frequently  the  subjects  of  “winter 
bronchitis”  with  productive  cough.  If  in 
their  youth  they  have  suffered  severely  from 
adenoids,  imperfect  development  of  the  chest 
from  lessened  entrance  of  the  air  mav  occur. 
Caloric  Disturbances. 

The  temperature  is  usually  subnormal. 
These  patients  suffer  from  general  chilliness, 
shivering  fits,  or  localized  coldness.  They 
are  sensitive  to  the  slightest  draft  or  cold. 
Their  extremities  are  sensitive  to  cold  as  well 
as  being  cold  subjectively  and  objectively  to 
touch.  Associated  with  this  coldness  of  the 
extremities  one  is  apt  to  find  rheumatic  or 
neuralgic  (so-called)  aches  and  pains. 

Cardio- Vascular  System. 

Cardiac  rhythm  is  usually  steady  and  slug- 
gish with  a pulse  rate  that  is  slow.  Among 
the  interesting  features  of  this  slow  rate  is  its 
indifference  to  emotional  or  physical  stress. 
The  pulse  rate  is  usually  around  60,  small 
and  regular.  They  have  a poor  capillary  cir- 
culation shown  by  a slow  filling  of  the  skin 
after  pressure.  They  are  subject  to  either 


extreme  of  season  being  worse  in  winter  with 
their  cold  extremities,  “dead  fingers”  and 
sometimes  very  miserable  in  the  extremes  of 
summer  heat.  They  usually  do  not  have  an 
increased  blood  pressure,  but  if  hypertension 
is  present  then  infiltration  is  causing  a nar- 
rowing in  the  precapillary  area.  I know  of 
no  more  interesting  manifestations  along  car- 
diovascular lines  than  the  inability  Of  these 
people  to  react  to  tonic  or  cold  hydrotherapy. 
If  one  asks  the  patient  as  to  the  habit  of  bath- 
ing they  will  usually  state  that  they  employ 
warm  or  hot  baths  and  that  after  taking 
same  if  they  become  in  the  least  degree 
chilled,  they  may  suffer  from  rheumatoid 
neuralgic,  arthritic  and  even  migrainous 
pains  and  aches.  Some  will  tell  you  that  it 
brings  on  their  lumbago  and  others  that  their 
torticollic  ache  or  pain  is  invariably  made 
worse.  The  mere  fact  that  a patient  will  not 
react  to  an  average  or  graduated  cold  hydrol- 
ogic application  should  make  one  suspicious 
of  the  hypothyroid  state. 

Digestive  System. 

In  children  the  teeth  tend  to  decay  rapidly 
and  fall  out  easily  which  is  usuallv  accom- 
panied by  red  and  inflamed  gums,  with  re- 
cession. The  milk  teeth  may  be  retained  or 
may  fall  out.  There  is  an  unusual  craving 
for  sweets  and  in  small  childen  a tendency 
toward  protuberance  of  the  abdomen.  (“Pot 
Belly”). 

In  adults  the  appetite  may  yarv  from  mod- 
eration to  extreme  but  as  a rule  is  easily  sat- 
isfied. The  food  usually  agrees  with  the  pa- 
tient but  they  all  crave  sweets.  While  they 
do  not  complain  of  digestive  disturbances 
there  is  a tendency  to  tasteless,  gaseous  eruc- 
tations after  meals  with  meteorism  and  offen- 
sive flatus.  Digestion  and  excretion  are  as 
a rule  slow.  There  is  a tendency  toward 
thickening  of  the  rectal  veins  and  to  hemor- 
rhoids. The  salivary  secretion  is  usually  les- 
sened, that  which  is  present  is  thick,  viscid 
and  the  mucin  in  increased.  (Stevenson  and 
Halliburton).  The  mouth  may  be  dry  and 
sticky.  The  appetite  is  variable.  Anorexia 
may  be  present.  There  is  a craving  for 
sweets  at  times  and  Hertoghe  says  that  meat 
is  distasteful.  The  gastric  juice  is  usually 
reduced  in  amount.  We  may  have  at  times 
hypochylia,  hypochlorhydria  and  at  times 
achlorhydria. 

Senescence. 

Senile  appearance  is  not  uncommon.  In 
elderly  people  this  may  be  increased  and  may 
appear  even  in  the  young.  There  is  a ten- 
dency to  marked  wrinkling  of  the  face,  es- 
pecially around  the  eyes.  In  this  connection 
in  the  younger  cases  we  note  a special  ten- 
dency to  the  loss  of  hair,  to  a lack  of  energy, 
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to  low  sexual  capacity  and  a premature  ten- 
dency to  varicose  veins. 

Genito-U  binary  System. 

This  system  does  not  present  any  definitely 
related  symptoms  that  would  indicate  the 
presence  of  a hypothyroid  state.  There  is 
tendency  to  polyuria  with  traces  of  albumin 
and  sugar  in  the  urine.  Indican  is  frequent- 
ly excessive  because  of  the  stasis  and  toxemia 
arising  from  the  colon.  In  children  nocturn- 
al enuresis  is  often  present.  Sometimes  a 
cystitis  that  is  persistently  difficult  to  heal 
will  be  greatly  benefitted  by  thyroid  showing 
a possible  underlying  absence  of  this  secretion. 
In  the  male  it  is  stated  that  impotence  is  not 
infrequent.  I have  seen  several  cases  of  this 
character  distinctly  benefitted  by  adminis- 
tration of  the  gland.  Owing  to  the  mental 
and  nervous  condition  marital  incohmpatibil- 
ity  may  not  be  an  unlikely  condition.  I per- 
sonally have  never  been  able  to  lay  to  a lack 
of  thyroid  autoerotism  or  enlarged  and  bog- 
gy prostate  and  vesicles,  although  some 
writers  claim  that  these  are  common  in  hypo- 
thyroid states.  One  should  be  very  careful 
to  eliminate  a past  diplococcus  or  other  in 
, fection  as  well  as  be  certain  that  they  could 
not  originate  in  coitus  interruptus. 

In  the  female  the  sex  symptoms  are  much 
more  marked.  There  is  frequent  delay  in 
the  appearance  of  the  menses,  that  is  to  say. 
amenorhhea  with  anemia.  In  these  cases  we 
note  a very  marked  delay  or  development  o', 
the  secondary  sex  characteristics.  When  the 
menses  are  established  these  patients  are  apt 
to  not  only  be  profuse  but  to  have  long  con- 
timred  menses  and  to  sometimes  establish  ha- 
bitual menorrhagia. 

There  are,  however,  cases  in  which  men- 
struation starts  early.  And  yet,  with  the 
development  of  this  function  the  secondary 
sex  characteristics  do  not  make  their  appear- 
ance and  in  some  middle  aged  women  whom 
I have  found  suffering  from  hypothyroidism 
and  who  are  poorly  developed,  as  far  as  their 
secondary  characteristics  are  concerned  if 
this  failure  of  development  could  not  have 
been  laid  to  an  early  unrecognized  diminu- 
tion or  absence  of  the  secretion.  Frigidity  or 
a lack  of  the  normal  libido  sexualis,  together 
with  sterility  is  not  uncommon.  In  fact,  I 
believe  that  hypothyroids  in  females  may 
truly  suffer  from  misogamy  (morbid  aversion 
to  marriage)  due  to  a failure  to  develop  both 
the  physical  and  the  normal  psychosexual 
functions.  I have  in  mind  two  such  women 
who  improved  tremendously  under  treatment 
but  who  had  reached  an  age  (late  thirties) 
that  prevented  in  my  opinion  a complete  res- 
toration of  these  functions.  Had  they  been 
taken  in  their  early  life  and  been  treated 


properly  I have  always  felt  that  the  disabil- 
ity would  have  been  removed. 

Muscular  System. 

Muscular  weakness  and  easy  fatigue  is  an 
extremely  frequent  accompaniment  of  the 
hypothyroid  state.  These  patients  are  apt  to 
develop  slowly  muscularly  and  to  be  quite 
awkward.  They  tend  to  “slouch,”  -when 
standing  and  to  move  slowly  at  all  times.  On 
account  of  their  feeling  of  weakness  and  fa- 
tigue they  tire  very  quickly  when  standing 
and  are  therefore  apt  to  lean  on  some  object 
for  support.  Owing  to  the  deficient  activity 
of  the  body  and  the  tendency  of  the  accumu- 
lation of  waste  material  in  the  system,  they 
are  subject  to  general  pains  and  aches  espec- 
ially in  children.  Here  one  must  not,  how- 
ever, be  led  astray  by  the  so-called  “growing 
pains”  but  should  realize  that  such  pains 
must  be  carefully  differentiated  from  those 
of  toxemia  and  infection,  and  not  ascribed  to 
hypothyroidism  until  other  causes  have  been 
eliminated. 

Metabolism. 

The  fundamental  basic  condition  of  hypo- 
thyroidism is  the  slowing  of  all  metabol- 
ic processes  in  the  body.  With  this 
there  is  retention  and  the  body  tends  to 
take  on  an  increase  of  weight  and  the  patient 
inclines  to  obesity.  This  increased  weight  is 
due  to  the  retention  of  metabolites  and  is  not 
due  to  ingestion  of  excess  of  food  for  this 
may  take  place  in  eases  that  suffer  from 
anorexia  and  who  eat  very  little  food.  The 
retention  of  metabolites  is  favored  by  the 
very  marked  reduction  in  oxygen  consump- 
tion. This  lessens  oxydization  and  prevents 
elimination  of  waste  metabolities.  In  a sim- 
ilar manner  protein  metabolism  is  slowed, 
the  nitrogens  and  uric  acid  retained.  Car- 
bohydrates tolerance  is  markedly  increased. 
It  is  not  uncommon  to  see  no  alimentary 
glycosuria  after  the  ingestion  of  200-300 
grams  of  glucose.  In  other  words,  hypothy- 
roidism tends  to  lessen  the  draft  in  the  chim- 
ney and  to  increase  the  clinkers  in  the  body. 
Children  tend  to  be  ill  nourished,  do  not 
grow  well,  and  do  not  put  on  weight.  They 
are  usually  spoken  of  as  “puny.” 

Diagnosis. 

One  of  the  best  diagnostic  measures  is  a full 
knowledge  of  all  the  symptoms  and  to  be  con- 
stantly on  the  alert  to  the  possibility  of  an 
underlying  hypothyroid  condition.  To  one 
who  is  constantly  testing  in  a clinical  way  the 
basal  metabolic  rate  many  of.  these  cases  will 
be  found  and  by  going  over  the  general,  per- 
sonal and  clinical  history  many  of  the  symp- 
toms enumerated  will  be  found.  In  some 
border  line  cases  a small  variation  in  the  met- 
abolic rate  may  sometimes  prove  of  very  great 
value,  especially  when  taken  in  conjunction 
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with  a few  fairly  well  developed  clinical 
symptoms.  A clinical  test  by  thyroid  treat- 
ment is  of  coui’se  a most  excellent  diagnostic 
measure.  I agree  thoroughly  with  Lawrence 
when  he  says,  ' ‘ Fatigibiiity  without  organic 
disease,  diminution  of  renal  function,  with- 
out nephritis,  slowness  of  the  pulse  without 
anemia,  but  with  lymphocytosis  and  subnor- 
mal temperature  call  tor  investigation  of  the 
endocrine  condition  of  the  patient.” 
Treatment. 

With  a correct  diagnosis  established  the 
essential  treatment  is  the  administration  of 
thyroid.  Without  this  we  cannot  hope  to 
definitely  succeed  in  our  treatment.  The  dos- 
age may  be  from  l-10th  grain  up ; usually 
1 to  3 grains  daily  in  several  or  one  large 
dose.  In  cases  that  do  not  yield  promptly  to 
the  thyroid  there  is  a tendency  to  increase 
the  administration  too  rapidly.  I have  seen 
cases  that  did  not  seem  to  do  well  on  the  ad- 
ministration of  thyroid  who  were  greatly 
helped  by  a small  dose  of  the  iodides  or  some 
organic  iodine  preparation.  Do  not  for  a 
moment  believe  that  having  diagnosed  a case 
as  hypothyroidism  that  it  is  a simple  and 
certain  matter  to  secure  results  by  medication 
alone.  You  will  sometimes  see  a patient  fail 
to  respond  to  the  conjoint  administration  ot' 
both  thyroid  and  iodine.  These  cases  need 
the  general  stimulation  that  comes  from  the 
introduction  of  parenteral  protein.  For  this 
purpose  I have  employed  for  years  vegetable 
protein  made  in  my  own  laboratory.  This 
has  many  advantages  in  equal  efficiency  with 
protein  of  animal  origin  and  with  marked  les- 
sening of  toxicity  and  hence  danger  to  the 
patient.  There  is  no  particular  diet  for  these 
states  but  a diet  of  vegetables  and  sea  food 
tend  to  stimulate  the  thyroid  gland.  We 
therefore  see  that  fish  and  seafood  on  Friday 
/.as  its  value  and  is  to  be  recommended  both 
for  this  and  for  many  other  reasons.  Hy- 
drotherapy is  in  my  opinion  one  of  the  most 
valuable,  if  not  the  most  valuable  physical 
measure  in  the  hypothyroid  state.  It  should 
be  administered  expertly.  These  patients 
are  extremely  sensitive  to  the  kind  of  hydro- 
therapy they  need,  that  is  to  say,  “tonic”  or 
cold  hydrotherapy.  The  hydrologist  of  ex- 
perience will  have  very  little  trouble  in  train- 
ing these  patients  to  stand  lower  tempera- 
tures and  secure  reaction.  The  electric  light 
bath,  the  salt  glow  or  rub,  followed  by  the 
various  forms  of  showers,  sprays,  rains, 
douches  and  other  hydriatic  procedures  will 
enable  him  to  obtain  the  result  he  desires.  I 
have  found  median o-therapv  of  very  great 
value,  using  the  machines  that  manipulate  the 
body  and  which  by  their  action  supply  the 
muscular  activity,  and  increase  the  oxidiz- 
ing powers  of  the  organism  without  calling 


upon  the  patient  for  the  expenditure  of  any 
of  his  own  force  or  energy  through  personal 
exertion.  Auto-condensation  is  often  valua- 
ble. In  this  process  we  heat  the  body  and  in 
this  way  stimulate  all  the  glandular  struc- 
tures, increase  oxidation  and  favor  elimin- 
ation of  waste  material.  The  sinusoidal  cur- 
rent is  of  a special  help  to  the  weak  abdom- 
inal wall  and  by  its  mechanical  activity  over- 
comes ptosis  and  stasis.  But  by  far  the  best 
electrical  treatment  in  these  cases  is  the  static 
wave  currents.  The  treatment  by  this  mod- 
ality should  consist  primarily  of  heavy  sparks 
to  the  spine,  over  the  liver  and  sometimes 
over  the  long  bones,  followed  by  a heavy  wave 
current  with  the  electrode  applied  over  the 
liver  and  epigastrium,  lower  abdomen  or  per 
rectum.  The  stimulation  produced  by  the 
sparks  and  the  intense  mechanical,  thermic 
and  chemical  changes  induced  by  this  treat- 
ment is  extremely  valuable  to  such  a patient. 
It  may  be  said  in  conclusion  that  a combina- 
tion of  all  these  measures  will  much  more 
rapidly  and  effectively  aid  the  patient  than 
when  given  alone.  The  administration  of 
thyroid,  the  iodides  or  parenteral  protein  be- 
comes much  more  effective  in  small  doses 
when  supplemented  by  the  use  of  physical 
measures  which  in  themselves  increase  the  ab- 
sorption, stimulate  oxidation,  favor  elim- 
ination and  rouse  and  strengthen  the  central 
nervous  system  and  thereby  stimulate  all 
glandular  structures  and  the  patients’  thy- 
roid as  well.  It  will  thus  be  seen  that  phy- 
sical measures  are  a complement  of  the  chem- 
ical measures  usually  advised  in  these  cases. 

lodiopathic  Narcolepsy. — Adie  is  convinced 
that  a Gelineau’s  narcolepsy  is  a disease  sui 
generis.  It  is  not  very  rare;  most  of  the  cases 
are  mistaken  for  epilepsy,  some  for  hysteria; 
it  is  certainly  distinct  from  both.  The  name 
narcolepsy  should,  he  says,  be  reserved  for  the 
idiopathic  disease;  it  should  not  be  applied  to 
excessive  or  untimely  sleep  when  this  is  a symp- 
tom of  some  other  disease;  confusion  would  be 
avoided  be  using  the  terms  idiopathic  and  symp- 
tomatic narcolepsy.  Other  names  that  have 
been  proposed  for  the  disease  have  nothing  to 
recommend  them;  the  name  narcolepsy  should 
be  retained.  The  “short  narcoleptic  attacks” 
of  Friedmann  are  distinct  from  the  narcoleptic 
of  Gelineau,  and  as'  they  were  described  later 
they  should  bear  another  name;  the  name 
pyknolepsy  is  suitable  for  them.  The  sleep  in 
narcolepsy  is  indistinguishable  from  normal 
sleep.  The  attacks  on  emotion,  in  spite  of  con- 
trary opinions,  are  highly  characteristic  of  the 
disease.  The  terms  cataplexy  and  cataplectic. 
are  suitable  for  them. 
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HYPERTHYR0ID1A.* 

By  Walter  F.  Boggess,  M.  D.  Louisville. 

The  true  cause  of  exophthalmic  goiter  is 
still  an  unwritten  book,  and  much  I’emains 
unknown.  Our  ideas  have  changed  decidedly 
in  the  last  few  years,  and  from  the  fact  that 
the  true  cause  is  not  satisfactorily  deter- 
mined, its  treatment  varies  according  to  the 
clinicians  individual  point  of  view.  There  is 
a strong  tendency  toward  spontaneous  cure 
even  after  one,  two,  or  more  exacerbrations. 
I think  today  we  may  safely  assume  that  true 
exophthalmic  goiter  is  dependent  upon  some 
dysfunction  of  the  thyroid  gland,  together 
with  other  general  disturbances  of  the  in- 
dividual as  a whole,  and  1 think  the  theory  of 
the  disease  being  entirely  due  to  hyperthy- 
roidism should,  with  our  present  knowledge, 
be  discarded. 

While  we  know  that  you  can  produce  an 
excessive  thyroid  secretion  with  large  doses 
of  iodine,  producing  an  iodine  hyperthyroid- 
ism, yet  this  does  not  invalidate  the  use  of 
iodine  in  small  doses  in  any  variety  of  dys- 
function. Though  iodine  is  an  essential  in- 
gredient of  all  potent  thyroid  products,  and 
though  Kendall’s  thyroxin  (the  most  potent 
of  thyroid  substances)  seems  to  depend  upon 
its  6(1  per  cent  iodine  content,  it  is  iodine  in 
its  thyroid  environment  that  is  required  when 
the  thyroid  apparatus  is  to  be  relieved  of  its 
surplus  burden  of  function. 

Thyroid  minus  iodine  is  impotent;  with 
iodine  it  is  thyroid  as  we  know  it — a sub- 
stance at  once  a blessing  and  a curse  in  thera- 
peutics and  in  sporadic — goiter  depending 
upon  whether  it  is  intelligently  used  or 
atrased.  There  is  a “something”  in  thyroid 
substance  which  is  more  or  less  specific  in  the 
prophylaxis  and  treatment  of  sporadic  simple 
goiter.  The  nature  of  this  “something”  is 
still  a mystery,  but  in  its  action  is  unique  and 
incomparable  to  anything  else  known  in  med- 
icine. 

Treatment:  Considering  the  first  medical 

treatment  of  hyperthyroidism,  allow  me  to 
say  most  emphatically,  there  is  in  all  cases 
of  exophthalmic  goiter,  a medical  treatment 
for  these  cases,  whether  the  typical  syndrome 
or  the  atypical  cases  that  before  the  time  of 
basal  metabolism  required  so  much  time  to 
diagnose.  While  I am  not  entirely  willing  to 
accept  the  ultra-conservative  view  of  Braun 
and  others  that  all  cases  of  hyperthyroidism 
are  curable  by  non-surgical  procedure,  and 
that  the  disease  is  one  strictly  outside  the 
domain  of  surgery  unless  dangerous  pressure 
symptoms  or  malignant  changes  set  in.  I be- 
lieve the  medical  side  should  be  given  a fair 


*Rea<l  in  S mposium  on  Goiter  before  the  .Jefferson  Coun- 
ty Medical  Society. 


and  intelligent  trial  before  submitting  to 
surgery. 

We  will  for  purposes  of  convenience  con- 
sider treatment  under:  1,  General  Measures, 
including  (1)  rest,  (2)  fresh  air,  (3)  hydro- 
therapy and  electricity,  (4)  dietetic,  (5) 
medicinal,  (6)  organo-therapy,  (7)  serum- 
therapy,  and  2,  Local  Measures,  including 
(1)  ' x-ray  and  radium,  (2)  cold  applications, 
(3)  injections  in  the  gland,  (4)  the  surgical 
procedures  of  ligation  of  one  or  more  ves- 
sels, lobectomy,  or  thyroidectomy  and  sym- 
patheticotomy. 

General  Measures : Rest,  both  physical  and 
mental  rest  is  clearly  indicated  for  the  im- 
portant symptoms  of  muscular  weakness,  the 
disordered  heart  action,  the  nervous  irrita- 
bility and  the  increased  metabolism.  Ol 
course  the  degree  of  rest  must  be  determine  a 
for  each  type  of  case.  In  the  severe  intoxi- 
cation a rigid  Weir-Mi tchell  rest-cure  is  indi- 
cated; this  implies  isolation  in  a hospital, 
preferably  in  a separate  room,  with  a tactful, 
patient  and  well-trained  nurse  in  charge; 
complete  bed  rest  must  be  insisted  upon,  with 
only  the  mildest  of  relaxation,  as  reading, 
knitting  or  basket  work.  Moderate  massage 
is  useful  in  eases  in  which  absolute  rest  in 
bed  is  necessary.  After  distinct  improvement 
has  been  noted,  gradually  increased  exercise 
should  be  encouraged.  Detailed  instructions 
as  to  the  kind  and  amount  of  exercise  must 
be  given  to  the  patient,  based  upon  the 
amount  of  work  necessarily  called  for"  by  his 
mode  of  life.  Mental  rest  is  just  as  neces- 
sary as  physical.  Fresh  air  is  an  essential  of 
the  rest  treatment.  The  bed-room  should  be 
well  aired,  or  better  still,  the  patient  should 
sleep  out  of  doors  in  a sleeping  porch. 

Diet:  The  diet  should  be  as  varied  and 

palatable  as  possible  to  encourage  the  patient 
to  increase  the  body  weight,  or  at  least  to 
regain  weight  lost  through  the  increase  of 
metabolic  processes  inherent  in  the  disease. 
An  over-feeding  is  to  be  carefully  avoided, 
frequent  small  meals  are  to  be  preferred  to 
three  large  ones.  All  indigestible  food  and 
condiments  must  be  prohibited,  and  tea  and 
coffee  allowed  only  in  very  small  quantities. 
Alcohol  and  tobacco  must  be  excluded.  The 
best  results  were  obtained  with  a mixed  diet. 
Even  after  surgical  procedures  these  patients 
require  close  medical  supervision  for  a long 
time.  Any  surgeon  who  removes  the  thyroid 
and  assures  the  patients  he  or  she  will  get 
well,  is  not  playing  square  with  facts. 

Medical  Treatment : In  all  cases  of  hyper- 
thyroidism, and  I might  say  in  all  cases  of 
endocrine  dysfunction,  I think  in  the  arsen- 
ical preparations  we  have  a remedy  of  great 
value.  A 5 grain  ampoule  of  sodium  tacod.y- 
late  once  or  twice  a week  seems  to  be  indicat- 


238 


KENTUCKY  MEDICAL  JOURNAL 


[May,  1927 


ed  in  all  eases.  As  to  the  use  of  iodine  in 
these  eases,  one  idea  that  has  been  advanced, 
and  with  some  basis  of  logic  and  reason,  is 
that  iodine  is  contraindicated,  and  certainly 
it  is  true  that  large  doses  should  not  be  given ; 
but  on  the  other  hand  many  noted  goiter  au- 
thorities are  now  giving  iodine  in  small  doses 
in  the  form  of  Lugol’s  solution,  containing  b 
per  cent  iodine,  10  per  cent  potassium  iodide 
in  5 minim  doses  once  or  twice  a day.  For- 
cheimer  a number  of  years  ago  recommended 
highly  exhibitions  of  quinine  hydro-bromate 
3 to  a grains  in  combination  of  1-2  to  1 grain 
ergotine  3 times  a day.  1 have  used  this  for 
years,  especially  where  patients  are  undergo- 
ing rest  treatment  in  bed,  and  I think  with 
some  benefit.  For  excessive  nervousness, 
which  is  always  distressing,  1 am  in  the  habit 
of  giving  at  10  a.  in.,  and  at  bed-time,  a mix- 
ture of  5 gr.  of  iodide  strontium,  15  grs. 
bromide  stronium,  with  either  3-4  gr.  luminol 
or  2 1-2  grs.  baritol  sodium  in  suspension. 
You  will  find  that  this  combination  gives  the 
patients  great  comfort. 

If  the  patient  has  excessive  sweating,  1 add 
to  this  10  drops  tr.  belladonna,  or  1-150  atro- 
pine as  a sedative  effect. 

One  of  the  most  troublesome  symptom  - 
from  the  patient’s  viewpoint  is  tachycardia 
and  palpitation  and  cardiac  pounding. 

Digitalis  is  not  a drug  that  you  can  often 
use  in  these  conditions,  it  does  little,  if  any 
good,  and  increases  the  consciousness  of  car- 
diac pounding.  In  Graves  disease  digitalis  is 
apt  to  produce  with  the  increased  discomfort, 
cardiac  arythmia,  and  distrub  digestion.  Tr. 
of  strophanthus  is  better  to  use  in  these  cases 
and  you  can  sometimes  influence  the  rapidity 
of  the  heart  vithout  increasing  discomfort. 
,My  favorite  prescription  is,  and  one  I think 
that  does  more  good,  is  a combination  of  digi- 
talis 1-100  gr.  nitro  glycerine,  1-100  gr.  stry- 
chnia 1-66  gr,  with  a teaspoon  of  syr.  hy- 
driodic  acid  every  4 hours.  This  is  a combin- 
ation that  gives  the  patient  a great  deal  of 
comfort.  The  ice  pack  over  the  precordia  is 
of  considerable  benefit.  Babcock  recently 
called  attention  to  the  fact  that  you  could  re- 
lieve these  patients  of  their  pounding  and 
their  cardiac  discomfort  with  aconit  or  vera- 
trum.  I personally  have  been  a little  wary 
in  using  these  two  drugs  in  Graves  disease. 

My  experien  e with  organo-therapy  and 
specific  serum  therapy  has  been  disappoint- 
ing. In  the  x-ray  and  radium  the  general 
p actitioner  has  a remedly  of  greatest  value. 
There  has  been  a great  amount  of  discussion 
pro  and  con, — between  the  roentgenologists 
and  clinicians  on  the  one  hand,  and  the  sur- 
geons on  the  other,  as  to  the  efficiency  of  the  x- 
ray.  My  experience  has  been  so  far  all  that 
could  be  desired  in  some  eight  or  ten  cases  in 


the  last  two  or  three  years  .with  the  exception 
of  one.  I believe  we  are  justified  in  every  case 
of  chronic  or  acute  hyperthyroidism  in  the 
employment  of  the  x-ray.  You  can  take  the 
statistics  from  Boston,  Mayo  Clinic,  and 
many  other  recently  collaborated  reports,  and 
you  will  find  results  that  are  satisfactoiy,  and 
m some  cases  marvelous,  and  in  the  hands  of 
capable  men,  practically  without  danger. 

Freund,  Cook,  Seymour,  Pfahler,  and 
Grier,  are  among  the  many  who  have -pub- 
lished their  results  from  this  form  of  treat- 
ment. Some  are  very  conservative,  others 
extremely  radical  in  their , claims.  Seymour 
reports  an  improvement  in  seventy-three  of 
eighty  cases,  treated*  with  the  target  ten  inch- 
es from  the  skin  and  one  thickness  of  sole 
leather  interposed ; he  recommends  the  pro- 
duction of  only  a slight  erythema  but  with- 
out skin  irritation ; the  dose  is  repeated  in 
three  or  four  weeks. 

Pfhaler  and  Zulick  believe  that  the  roent- 
gen rays  should  be  given  a trial  in  all  cases 
of  Graves  disease,  because  no  harm  is  done 
and  an  operation  may  thus  be  avoided.  They 
insist  that  both  the  thyroid  and  thymus 
glands  should  be  rayed.  An  increase  in  body 
weight  and  a decrease  in  pulse  rate  are  the 
first  signs  of  improvement.  The  struma  and 
exophthalmos  are  the  last  to  manifest  retro- 
gression and  in  some  cases  show  no  apprecia- 
ble change.  They  warn  against  too  prolonged 
treatment  because  of  the  possible  danger  of 
hypothyroidism  resulting. 

Large  series  of  published  results  are  not 
lacking.  .1.  F.  Fischer,  of  Copenhagen,  has 
recently  published  his  results  in  490  cases 
of  Graves  disease  treated  with  roentgen  rays. 
Holmes,  Aub,  and  Means,  of  Boston,  have  re- 
corded 360  cases  treated  up  to  the  fall  of 
1921.  Baetjer  and  Waters  have  reported 
more  than  100  cases  under  radiation  treat- 
ment. Loucks,  of  Detroit,  has  a long  series 
with  radium  management.  Similarly  Heyer- 
dahl has  reported  on  the  radium  therapy  of 
toxic  goiters  in  Norway,  and  Nordentofft  and 
Blume  have  recorded  a series  of  100  cases  of 
Graves  disease  treated  with  roentgen  rays. 
Especially  in  Germany,  where  the  earlier  sug- 
gestions to  employ  roentgen  theranv  for  hy- 
perthyroidism were  received  with  skepticism, 
the  use  of  radiation  therapy  for  goiters  is 
rapidly  gaining  ground.  Negelsehmidt  has 
recently  voiced  the  opinion  that  no  eases  of 
Graves  disease  should  be  operated  upon  un- 
til after  a careful  and  thorough  trial  of  rad- 
ium therapy.  In  Canada,  Bingham  and  Rich- 
ards have  recorded  their  results  in  300  cases 
of  toxic  goiter  treated  by  roentgenization. 
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Atkens  has  similarly  treated  a large  series  of 
cases  with  radium. 

Grier  claims  to  have  cured  87.5  per  cent 
of  sixty-three  cases  of  hyperthyroidism  treat- 
ed by  him.  The  most  favorable  results  were 
noted  in  simple  hyperthyroidism,  acute  and 
chronic  exophthalmic  goiter ; the  basedowised 
goiter  yields  much  less  readily  to  this  form 
of  treatment.  Waters  reported  his  results  in 
sixty  cases  and  believed  a more  liberal  use 
of  this  form  of  therapy  worthy  of  trial.  Even 
such  a conservative  surgeon  as  Halsted  has 
tried  x-ray  treatment  of  the  thymus  gland  in 
six  cases  of  exophthalmic  goiter  refractory  to 
double  lobectomy  with  astonishingly  good  re- 
sults. In  contrast  to  the  above  enthusiasm 
Mackenzie  expresses  frank  disappointment 
with  the  result  in  Graves  disease,  but  admits 
that  the  trend  of  present  experience  is  decid- 
edly in  favor  of  its  further  trial.  Murray 
writes  that  “the  application  of  suitable  doses 
of  x-ray  to  the  enlarged  thyroid  gland  has  in 
some  cases  proved  to  be  of  great  value.  The 
gland  gradually  diminishes  in  size  and  the 
other  symptoms  subside.  Atrophic  changes 
in  the  secretory  epithelium  and  both  inter- 
stitial and  intracapsular  fibrosis  appear  to  be 
induced  by  the  action  of  the  rays.” 

PROPHYLAXIS  OF  SIMPLE  GOITER,* 
By  J.  Rowan  Morrison,  M.  D.,  Louisville. 

Had  I been  asked  to  write  a paper  on  this 
subject  a year  or  eighteen  r- 1 nths  ago,  I 
would  have  found  it  a very  oas\  task.  I 
would  have  said  that  the  principles  laid  down 
by  Marine,  Kimball  and  their  co-workers  are 
such  excellent  examples  that  we  should  in  no 
wise  deviate  from  them.  However,  since  read- 
ing such  articles  as  the  editorial  in  the  Amer- 
ican Medical  Journal  of  Dec.  19,  1925,  on 
“Goitre  Prophylaxis”  and  many  articles  in 
the  first  class  medical  magazines,  I find  my- 
self somewhat  in  the  position  of  the  old  col- 
ored man  who  asked  his  white  master  to  read 
and  explain  to  him  a passage  in  the  Divine 
Scriptures.  After  the  master  had  read  and 
explained  this  carefully  to  the  old  darkey, 
he  asked,  “Do  you  understand  it  thoroughly 
now,  uncle?”  The  old  man  replied:  “No 
sir,  I thought  I knew  something  about  it  be- 
fore, but  I am  all  mixed  up  now  sir.” 

That  the  prophylaxis  of  simple  goitre  con- 
sists in  the  proper  use  of  the  right  quantity 
of  iodine  in  conjunction  with  the  ordinary 
rules  of  hygienic  living,  I am  convinced.  But 
the  increasing  tendency  of  physicians  and  the 
laity  to  use  iodine  in  what  seems  to  be  a more 
or  less  indiscriminate  way,  causes  one  to  halt 

*Read  in  Symposium  on  Goiter  before  the  Jefferson  Coun- 
ty Medical  Society. 


and  check  as  far  as  possible  the  whole  sub- 
ject. I believe  that  the  medical  men  in  Louis- 
ville and  Kentucky  will  generally  say  that 
we  do  not  have,  as  far  as  their  knowledge  ex- 
tends, a high  percentage  of  endemic  goitre 
except  in  certain  sections  in  the  mountains 
and  in  some  of  the  western  counties  on  the 
Mississippi  River.  As  far  as  I am  able  to 
ascertain  I do  not  know  of  any  careful  sur- 
vey of  this  matter  in  Kentucky,  although  I 
have  inquired  in  quite  a few  directions.  Dr. 
Leon  K.  Baldauf  did  make  an  examination  of 
finite  a number  of  school  children  here  in 
Louisville  several  years  ago  and  1 have  asked 
him  if  he  would  not  present  these  figures  at 
this  meeting  tonight  in  discussion  of  this  sub- 
ject. So  far  I have  not  been  able  to  ascertain 
the  iodine  content  of  the  water  in  this  vicin- 
ity. 

Personally  I have  had  no  experience  in 
the  examination  and  treatment  of  any  great 
number  of  these  cases  in  school  children.  I 
have  had  in  my  personal  practice  quite  a 
number  of  girls  between  the  ages  of  eleven 
and  fifteen  with  enlarged  thyroid  glands  of 
the  simple  adolescent  type.  I have  only  oc- 
casionally come  upon  these  cases  with  more 
than  a slight  enlargement  or  simple  “lump 
in  the  neck.”  These  patients  I have  advised 
to  use  a good  hygienic  form  of  living  which 
includes  a considerable  amount  of  green  veg- 
etable food ; to  live  in  the  open  air  as  much 
as  possible ; avoid  strain ; and  take  a period 
of  rest  of  one  or  two  hours  after  returning 
from  school,  when  possible.  I have  also  ad- 
vised that  they  take  5 or  10  drops  of  syrup 
iodide  of  iron  three  times  a day  (1-16  to  1-8 
gr.  iodine)  for  periods  of  two  weeks  in  each 
month  and  to  continue  this  over  a period  of 
from  six  to  twelve  months.  Of  the  patients 
so  observed  I now  know  of  onlv  a few  in 
whom  the  goiter  has  not  diminished  to  about 
the  normal  size.  In  my  own  experience  I 
have  not  yet  seen  any  of  these  patients  in  my 
family  practice  who  have  gone  on  to  exoph- 
thalmic goitre.  The  older  physicians  in  this 
region,  like  Dr.  Ap  Morgan  Yance  and  my 
father,  treated  these  cases  in  a somewhat  sim- 
ilar manner  especially  believing  that  syrup 
of  iodide  of  iron  was  an  ideal  remedy  for 
them. 

What  is  simple  goitre  ? Hunziker  has 
pointed  out  “the  size  of  a normal  thyroid  is 
not  known  and  for  that  reason  no  one  can 
say  where  the  normal  thyroid  stops  and 
goitre  begins.”  Marine  says  that  goitre 
means  “a  hyperplasia  of  the  thyroid  gland. 
It  does  not  necessarily  mean  exophthalmic 
goitre  although  many  cases  of  simple  goitre 
may  later  develop  exophthalmic  goitre.”  He 
applies  the  term  simple  goitre  to  “those  thy- 
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roid  enlargements  formerly  designated  as 
edemie,  epidemic,  sporadic,  physiologic  or 
adolescent  goiters.” 

Prof.  F.  de  Quervain  says:  “It  is  pos- 

sible, nevertheless,  to  make  the  folowing  state- 
ment without  fear  of  contradiction:  “Edemie 
goitre  is  a reaction  of  the  thyroid  gland,  par- 
tially hyperplastic  and  partially  neoplastic. 
It  usually  begins  in  intra-uterine  life,  and 
develops  particularly  during  the  second  or 
third  decade.  This  reaction  occurs  more  fre- 
quently in  the  female  than  in  the  male,  and  is 
probably  caused  by  auto-intoxication  from 
the  intestine.  The  precise  form  of  the  goitre 
appealed  to  depend,  to  some  extent,  on  hered- 
itary influences.  The  geographical  differ- 
ences in  the  histological  type  of  the  goilre  are 
probably  due  to  etiological  differences  on 
the  one  hand,  and  hereditary  or  racial  factors 
on  the  other  hand.  The  introduction  of 
iodine  into  the  organism,  in  physiological 
quantities,  is  capable  of  arresting  this  reac- 
tion without  doing  any  evident  harm  to  the 
general  economy  of  the  organism.” 

So  we  see  from  the  outset  that  the  subject 
of  goitre,  even  simple  goitie,  is  a very  com- 
plex one. 

Probably  many  of  us  as  physicians  find  our- 
selves in  the  position  of  the  individual  .of 
whom  it  was  said : 

“A  primrose  by  the  river’s  brim, 

A yellow  primrose  was  to  him 
And  nothing  more.” 

Forgetting  that  there  may  be  many  kinds  of 
primroses, — in  fact  speaking  of  primroses, 
they  may  be  so  especially  differentiated  that 
we  may  only  find  a special  type  in  a very 
limited  part  of  the  country,  as  for  instance 
the  large  beautiful  type  which  grows  along 
the  C.  & 0.  Railroad  about  White  Sulphur 
and  Hot  Spring,  Va.,  and  found  practically 
in  no  other  locality.  Also  we  should  remem- 
ber that  locally  here  at  the  Ohio  Falls  we 
have  a type  of  psoralia,  a species  of  the  pulse 
family,  stated  by  such  good  botanists  as  Brit- 
ton and  Brown  to  be  found  only  in  this  lo- 
cality. Undoubtedly  the  question  of  goitre 
must  present  individual  peculiarities  in  dif- 
ferent localities. 

What  is  the  iodine  requirements  of  the  thy- 
roid gland?  According  to  Kimball  “the  nor- 
mal thyroid  contains  about  5 milligrams  of 
iodine  per  gram  of  dried  gland,  25  to  50  mil- 
ligrams (3-4  of  a grain)  being  the  tot;  1 stor- 
age capacity.  Therefore,  the  administration 
of  a few  milligrams  of  iodine  daily  over  a 
period  of  30  or  more  days  will  supply  the 
deficiency,  which,  in  large  part,  is  responsi- 
ble for  the  enlargement  of  the  thyroid.  The 
gland  will  start  to  enlarge  as  soon  as  the 
iodine  content  falls  below  one-tenth  of  1 per 


cent  of  the  total  amount  of  dried  gland  tis- 
sue. Another  method  is  to  prescribe  10  milli- 
grams of  iodostarin  each  week. 

The  work  of  Marine  and  Kimball  is  most 
convincing.  Time  does  not  permit  the  dis- 
cussion of  this  matter  and  besides  it  is  a sub- 
ject with  which  we  are  all  familiar.  Quoting 
from  0.  P.  Kimball  on  the  subject:  “The  Pre- 
vention of  Simple  Goitre  in  Man.-”  “Of  the 
cases  classed  as  having  simple  enlarged  thy- 
roid at  the  first  examination,  and  not  taking 
the  prescribed  iodine,  127  or  13.3%  under- 
went further  enlargement,  while  among  those 
taking  the  prescribed  treatment  only  3 or  .3% 
underwent  further  enlargement.”  He  also 
points  out  that:  “In  the  practical  appliance 
of  the  prevention  treatment,  one  must  keep  in 
mind  the  three  periods  when  simple  thyroid 
enlargement  most  commonly  occurs,  viz : 1st 
fetal  period;  2nd,  adolescence;  3rd,  preg- 
nancy.” On  the  other  hand,  quoting  from 
the  British  Medical  Journal  of  Saturday, 
February  14,  1925,  on  the  subject:  “Iodine 
Prophylaxis  and  Goitre.”  In  New  Zealand, 
Prof.  C.  E.  Hercus  and  Dr.  E.  S.  Barker  in 
very  carefully  worked  out  experiments  on 
goitre  prophylaxis  is  children  appear  not  to 
have  had  anything  like  the  success  as  quoted 
above.  For  instance,  in  the  study  of  1,514 
children  under  observation  for  one  year  at 
the  Christ  Church  schools,  we  find  in  this 
school  sodium  iodide  was  given  to  children, 
eleven  years  and  upward,  120  grains  a year; 
those  aged  eight  to  eleven,  60  grains’;  those 
aged  five  to  eight  40  grains  a year.  The 
method  of  dosage  adopted  was  to  give  a week- 
ly dose  for  ten  weeks  in  each  term  (of  4 
grains,  2 grains,  and  1 1-3  grains  respective- 
ly) in  half  an  ounce  of  water.  The  results 
were  these : the  thyroid  glands  increased  in 
size  during  the  52  weeks  of  the  experiment, 
in  55%  of  normal  children  who  received  no 
iodine,  and  39.6%  of  children  who  received 
iodine.  In  children  previously  goitrous  the 
goitre  increased  in  size  in  43.5%  of  those  who 
received  no  iodine  and  21.4%  of  those  who  re- 
ceived iodine.  Tn  this  group  of  school  child- 
ren, therefore  the  prophylactic  use  of  iodine 
for  a period  of  one  year  reduced  the  incidence 
of  freshly  acquired  thvroid  swellings  from  55 
to  39.6%. 

For  sometime  it  has  been  proposed  that 
the  best  way  to  make  a practical  use  of  iodine 
would  be  to  incorporate  it  in  the  drinking 
water  of  communities  during  certain  periods 
of  the  year,  or  to  supply  it  in  iodized  salt. 
These  ideas  certainly  present  much  ingenu- 
ity if  the  amount  of  iodine  so  provided  were 
the  physiological  amount  of  iodine  required 
in  that  community. 

It  has  been  pointed  out  on  frequent  occas- 
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ions  in  the  use  of  iodine  in  the  general  water 
supply,  that  so  little  of  the  iodine  would  be 
consumed  by  those  who  really  needed  it,  and 
would  have  to  be  used  by  those  to  whom  it 
might  be  harmful, — also  it  is  rather  costly. 
And  now  for  instance  Arnold  S.  Jackson  in 
the  American  Journal  of  Medical  Sciences, 
August,  1925,  quoting  from  0.  P.  Kimball 
says,  “That  means  that  the  city  is  paying 
$450.00  for  a needed  5.  grms.  of  sodium 
iodine.”  Also  in  regard  to  the  use  of  iodized 
salt  the  question  arises  as  to  the  amount  of 
iodine  to  be  incorporated  in  the  salt.  Oleson 
says:  “Inasmuch  as  human  beings  require  a 
definite  and  constant  supply  of  iodine  in  or- 
der to  function  normally,  this  quantity  be- 
ing estimated  as  a minimum  of  300  milli- 
grams annually,  the  Board  of  Health  of  Cin- 
cinnati has  been  advised  to  insure  the  inges- 
tion of  this  amount  by  each  person.”  This 
is  obtained  by  using  5 grams  (about  1 teas- 
poonful) daily  of  salt  containing  1 part  of 
iodine  to  5000  parts  of  salt.  The  300  milli- 
grames  of  iodine  thus  given  would  leave  out 
of  consideration  the  iodine  present  in  water 
and  other  food  supplies. 

On  the  other  hand,  cle  Quervain  says  “The 
quantity  of  iodine  added  to  cooking  salt 
should  be  kept  within  definite  physiologic 
limits,  that  is  to  say,  it  should  not  exceed 
5 milligrams  of  potassium  iodide  in  a kilo- 
gram of  salt.  This  dose  corresponds  to  the 
consumption  of  15  milligrams  per  annum  on 
the  part  of  the  individual.”  He  adds  in  a 
note:  “We  must  notice  that  according  to  M. 
de  Feollenberg’s  recent  analysis  the  average 
quantity  of  iodine  taken  in  with  water  and 
food  is  11.4  mg.  per  annum  in  Chaux  de 
Fonds  (a  district  where  goitre  is  compara- 
tively rare)  and  4.7  mg.  in  Emmenthal  (where 
goitre  is  frequent).  The  cooking  salt  used 
in  Bordeaux  contains  5-13  mg.  of  iodine  per 
kilogramme  (corresponding  to  an  annual 
consumption  of  25-65  mg.)  and  where  this 
amount  is  not  available  undesirable  results 
have  been  noted.” 

The  question  naturally  arises,  would  the 
small  amount  of  iodine  used  in  the  table  salt 
proposed  by  the  Swiss  Commission  be  suf- 
ficient to  act  as  a prophylactic  in  mildly 
goitrous  districts?  On  the  other  hand,  there 
is  much  discussion  now  as  to  the  propriety 
of  using  larger  quantities  of  iodine  on  account 
of  the  possibility  of  producing  iodine  intoxi- 
cation in  adenomatous  goiters.  Jackson  in  the 
above  quoted  article  by  him  shows  that  he 
has  seen  iodine  intoxication  produced  by  rel- 
atively small  doses  of  iodine.  Kimball  in  the 
J.  A.  M.  A.  on  the  subject,  “Induced  Hyper- 
thyroidism” says  that  “In  the  period  be- 
tween March  5,  1921,  and  September  1,  1925. 


there  were  309  cases  in  which  it  appeared 
that  the  symptoms  of  hyperthyroidism  had 
been  precipitated  or  made  worse  by  the  use 
of  iodine.”  In  210  of  the  cases,  or  68%, 
the  goitres  were  of  long  standing,  average 
period  being  18  years,  and  in  each  of  these 
cases  the  glands  were  clinically  or  micro- 
scopically adenomatous.  In  six  cases  the 
only  source  of  iodine  had  been  iodized  salt. 
All  of  these  six  cases  were  women  past  40 
years  of  age  and  each  had  a nodular  goitre 
of  long  standing.  Most  of  the  cases  were  pre- 
cipitated by  self-medication  or  medical  treal- 
ment  probably  not  carefully  applied.  He  is 
broad  enough,  however,  to  state  that,  these 
six  cases  may  be  entirely  coincidental  and 
that  too  much  emphasis  should  not  be  placed 
on  this  point.  He  further  states:  “In  the 
medical  treatment  of  goitre  in  adults  we  wish 
to  emphasize  the  importance  of  care  in  the 
selection  of  cases;  the  use  of  small  amounts  of 
iodine  for  not  longer  than  one  month,  and  the 
necessity  of  close  observation  throughout  this 
period.’ 

There,  is  very  little  evidence  to  show  that 
adenomatous  and  exophthalmic  goitres  are 
common  in  school  children.  HoAvever,  until 
more  is  known  about  the  real  pathology  of 
goitre,  it  does  not  seem  advisable  to  use 
iodine  promiscously  without  some  consider- 
able supervision  of  the  patient  to  whom  it  is 
given. 

Jackson,  Journal  American  Med.  Sciences, 
August,  1925.  says  in  conclusion:  “The  num- 
ber of  cases  of  iodine  hyperthyroidism  has 
been  greatly  increased  due  to  the  popular  de- 
mand for  iodine  in  the  treatment  of  goitre.” 
Also:  “Iodine  should  not  be  distributed  pro- 
miscuously either  in  water  or  salt,  but  should 
be  administered  in  exact  amounts  and  under 
a physician’s  order.” 

“Even  minute  amounts  of  iodine  are  suf- 
ficient to  initiate  symptoms  of  hyperthyroid- 
ism in  certain  persons  with  adenomatous 
goiters.  ” 

“Iodine  should  be  administered  with  par- 
ticular care  to  children  with  adenomatous 
goiters;  it  should  never  be  given  to  adults 
with  this  condition.” 

“Every  child  in  the  goiter  belt  between  the 
ages  of  ten  and  twenty  years  should  receive 
small  weekly  doses  of  iodine  for  the  preven- 
tion or  treatment  of  colloid  goiter.” 

“Iodine  hvperthdoidism  is  rare  in  persons 
under  thirty  years  of  age.  It  develops  only- 
in  the  presence  of  adenomatous  goitre.” 

It  would  therefore  appear  to  me  that  the 
administration  of  proper  doses  of  iodine  at 
proper  intervals  offers  most  in  the  prevention 
of  simple  goitre.  However,  in  the  light  of 
the  present  agitation  of  this  subject,  I would 
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be  strongly  inclined  to  think  that  the  best  re- 
sult would  he  obtained  ultimately  in  this 
whole  problem  if  we  proceed  slowly  and 
study  this  problem  as  we  go  along,  especially 
in  such  societies  as  the  American  Society  for 
the  Study  of  Goitre,  and  other  similar  bodies 
of  men,  and  not  be  too  abrupt  in  our  advice  as 
to  the  use  of  even  iodized  salt  in  communities 
where  some  control  of  its  use  cannot  be  had. 
And  especially  not  to  advocate  any  legisla- 
tive act  to  compel  people  in  certain  districts 
or  in  general  to  take  up  the  general  use  of 
iodine  until  we  have  studied  this  problem  a 
little  more  thoroughly. 

One  of  m.y  medical  friends  said  to  me  the 
other  day  when  I told  him  that  I proposed 
to  state  these  views  about  iodized  salt  “that 
we  were  not  endeavoring  to  treat  goitre  but 
to  treat  those  that  might  become  goitrous.”  I 
said  to  him  “but  how  in  the  absence  of  an 
accurate  survey  and  the  known  amount  of 
iodine  in  our  water  and  food,  are  we  to  al- 
ways know  the  sheep  from  the  goats?”  And 
I dare  say  that  quite  frequently  we  will  find 
a wolf  (an  adenoma)  in  sheep’s  clothing. 

THE  SURGICAL  TREATMENT  OF 
GOITER,* 

By  John  R.  Wathen,  M.  D.,  Louisville. 

The  surgical  treatment  of  goiter  is  best 
divided  into  the  pre-operative,  the  operative 
and  the  post-operative. 

Since  Plummer’s  memorable  contribution 
of  Lugol’s  solution  to  the  pre-operative  treat- 
ment, most  other  methods  have  either  lost 
their  popularity  or  have  been  discarded. 

Rest  in  bed  for  week  or  more  is  advised,  but 
prolonged  stay  in  bed  is  not  advisable  or 
ever  necessary  in  the  great  majority  of  cases. 

Nerve  sedatives  are  advisable  and  plehty 
of  good  food  is  valuable  to  overcome  loss  of 
weight  and  to  combat  the  acidosis.  The 
Lugol’s  solution  by  mouth  or  rectum  and 
glucose  solution  intravenously  will  control 
the  nausea  and  the  vomiting  in  most  cases. 

The  basal  metabolic  rate  taken  before  we  be- 
gin preparation  for  operation  and  again  the 
day  before  operation  will  often  be  of  aid  in 
showing  how  much  progress  has  been  made 
and  aid  us  as  a guide  to  how  the  patient  will 
probably  stand  the  operation. 

While  it  is  difficult  to  offer  an  operative 
technique  suitable  to  all  types  of  goiters,  nev- 
ertheless the  basic  principles  are  the  same 
with  only  such  modifications  as  are  needed 
to  suit  the  particular  pathology  encountered. 

Most  thyroid  enlargements  can  be  made  to 
conform  to  a standardized  technique  with 

*Read  in  Symposium  on  Goiter  before  the  Jefferson  Coun- 
ty Medical  Society. 


slight  variations  in  individual  cases. 

In  those  very  serious  toxic  cases  where  a 
radical  operation  is  not  safe,  it  is  well  to  do 
a polar-ligation  under  novocain  anesthesia, 
but  since  the  general  adoption  of  Lugol’s  so- 
lution for  preparation,  fewer  ligations  are 
done  in  our  work  and  many  more  of  the  rad- 
ical operations  are  successfully  performed. 

The  usual  Kocher  low  collar  incision  is 
made  and  a large  flap  dissected  to  above  the 
thyroid  bone.  The  ribbon  muscles  are  di- 
vided in  the  mid-line  and  the  sterno-hyoids 
on  each  side  cut  high  on  account  of  the  nerve 
supply. 

In  small  goiters  it  is  often  not  necessary  to 
divide  the  muscles  as  retraction  will  allow 
sufficient  exposure. 

The  technique  I offer  for  your  consideration 
is  one  that  we  have  for  the  last  year  used 
with  greater  satisfaction  than  any  we  have 
tried,  and  has  many  points  to  recommend  it. 

We  l;egin  by  hooking  forward  the  superior 
pole  with  the  index  finger  with  little  danger 
of  injury  to  the  blood  vessels  in  this  region. 
By  applying  two  clamps  near  the  upper 
pole  of  the  lobe  and  cutting  between  them, 
leaving  a small  part  of  the  upper  pole  at- 
tached with  the  blood-vessels  to  pre- 
vent the  silk  ligature  from  slipping,  we  are 
now  able  to  use  the  other  clamp  to  further 
dislocate  the  upper  extremity  of  the  lobe  and 
dissect  it  loose  as  far  as  the  upper  edge  of 
the  isthmus. 

It  is  surprising  to  note  when  the  upper 
pole  is  first  freed,  how  the  entire  gland  can 
be  readily  mobilized  and  rolled  inward  to 
the  mid-line. 

The  veins  at  the  upper  pole  are  less  fria- 
ble than  at  the  lower  pole,  and  when  the 
gland  has  been  freely  mobilized  the  vessels 
and  the  nerve  are  better  seen  at  the  lower  pole 
and  carefully  avoided. 

Fine  pointed  artery  forceps  in  sufficient 
numbers  are  now  placed  around  the  base  of 
the  lobe  avoiding  the  possibility  of  clamping 
the  main  trunk  of  the  inferior  thyroid  ar- 
tery thus  cutting  off  the  branches  to  para- 
thyroid granules. 

If  these  artery  forceps  are  properly 
placed,  there  is  no  danger  of  ever  injuring 
the  recurrent  nerve. 

The  lobe  is  now  rolled  outward  and  the 
few  vessels  in  the  isthmus  are  likewise  clamp- 
ed before  we  cut  through  this  structure  close 
to  the  lobe  which  we  wish  to  resect,  thus 
leaving  the  anterior  portion  of  the  isthmus 
over  the  trachea  as  a protection  against  nerve 
injury  in  its  anterior  wall  and  also  to  pre- 
vent collapse  of  the  trachea. 

Next  we  resect  the  lobe  from  within  out- 
ward, distal  to  the  encircling  clamps. 
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Before  the  clamps  are  x’emoved  we  intro- 
duce a continuous  mattress  suture  above  as 
far  downward  as  the  encircling  clamps  and 
ibis  small  suture  of  number  one  plain  cat-gut 
also  closes  the  top  of  the  resected  gland  with 
a continuous  over  and  over  suture. 

The  clamps  are  now  removed  and  there  is 
usually  little  or  no  hemorrhage  to  control  if 
the  sutures  have  been  properly  placed. 

L»oth  sides  are  resected  if  enlarged  or  con- 
tain adenomatous  masses. 

The  ribbon  muscles  are  now  sutured  and 
the  skin  closed  by  metal  clips.  Drainage 
with  small  rubber  tube  and  cigarette  drain 
complete  the  operation. 

Elix.  of  veronol  in  warm  saline  is  used  by 
protoclysis,  after  operation  in  preference  to 
morphine  whenever  possible  Lugol’s  solution 
by  rectum  is  used  once  daily  after  operation. 

With  proper  preparation,  this  improved 
operative  technique  and  the  above  after 
treatment,  it  is  seldom  or  never  necessary  to 
use  ice-packs  and  many  of  the  older  methods 
to  combat  any  crisis  following  such  opera- 
tions on  toxic  goiters. 

MEDICAL  TREATMENT  OF  GOITER.* 

By  J.  Mason  Morris,  M.  D.,  Louisville. 

By  goitre  we  mean  enlargement  of  the  thy- 
riod  gland  and  the  different  forms  should  be 
looked  at  from  different  view  points  with 
reference  to  treatment. 

First,  we  might  mention  the  cystic  goitre. 
Aspiration  and  ionization  of  this  form  of 
goitre  is  the  line  of  treatment  recommended 
by  G.  M.  Massey,  of  Philadelphia.  Now  this 
ionization,  electrical  treatment  will  leave  some 
sloughing  of  the  remaining  sac,  which  will 
require  after  treatment  for  several  weeks. 

I am  sure,  however,  the  object  of  this  pa- 
per should  be  largely  to  deal  with  the  treat- 
ment of  the  exophthalmic  type  of  goitre.  It 
has  been  demonstrated  by  some  of  the  best 
writers  and  practitioners  of  medicine,  that, 
owing  to  the  varying  and  little  knowledge  of 
the  pathogenesis  of  this  disease  that  no  single 
method  of  treatment  will  be  sufficient  for  all 
cases.  We  also  divide  them  roughly  into  two 
classes,  first  the  highly  toxic  type  where  the 
oecular,  cardiac  and  nervous  systoms  pre- 
dominate, and  where  the  glands  are  distinct- 
ly hyperactive,  and,  secondly,  the  sluggish 
type  in  which  the  gland  function  is  not  hy- 
pera  "live,  regardless  of  its  size. 

Snow,  Massey  and  other  writers,  report 
favorably  upon  the  results  of  the  galvanic 
and  Morton  wave  current  on  various  types  of 
this  disease.  In  the  absence  of  hyperthyroid- 
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ism,  ionization  from  potassium  iodide,  using 
the  negative  pole,  has  produced  good  results. 
These  indicated  conservative  methods,  with 
others  not  within  the  scope  of  this  paper, 
should  logically  be  tried,  before  resorting  to 
radical  surgery,  except  in  those  rapidly  de- 
eloping  cases  of  the  toxic  type,  in  which  sur- 
gery should  not  be  delayed. 

Application  of  cold,  either  the  Leiter  coil 
or  the  ice  bag  to  the  thyroid,  gland,  and  the 
precardium  serves  to  slow  the  heart.  Occas- 
ionally, an  ice  rub  may  be  needed,  a wet  pack 
for  a period  of  one  hour,  combined  with  the 
Leiter  coil  to  the  spine,  followed  by  a hot 
bath,  70  to  80  degrees  F.  will  often  allay  the 
tremor  and  palpitation. 

Organotherapy  in  the  treatment  of  goitre, 
brings  us  to  consider  the  use  of  iodine  'and 
what  place  it  has  with  reference  to  treatment. 
Bauman’s  discovery  of  iodine  in  the  thyroid 
gland,  stimulated  a great  amount  of  work, 
along  that  line  of  research.  The  fact  that 
iodine  i annot  always  be  found  in  the  thyroid 
in  healthy  individuals,  has  led  some  to  doubt 
whether  this  element  is  a necessary  or  import- 
ant constituent  in  this  gland.  From  the  be- 
ginning of  the  investigation  there  has  been 
evidence  that  the  activity  of  the  thyroid  when 
used  as  a'  drug,  depends  largely  on  its  iodine 
contents  for  its  physiological  effect.  We  have 
therefore  come  to  realize  that  in  the  treat- 
ment of  toxic  goitre,  the  administration  of 
iodine  is  of  the  greatest  importance.  It  is 
well  known  that  many  cases  of  hyperthyroid- 
ism improve  and  become  temporarily  well 
under  perfect  rest  in  bed,  the  proper  use  of 
some  form  of  iodine,  Lugol’s  solution  probably 
being  the  best.  This  improvement  in  most 
cases,  is  only  temporary,  the  symptoms  com- 
plex returning  at  intervals  of  a few  months 
to  a few  years.  As  to  mental,  nervous  and 
heart  symptoms  all  of  which  are  present  to 
a marked  degree  in  a toxic  goitre,  the  same 
conditions  of  rest  together  with  some  prep- 
aration of  digitalis,  iodine  and  some  nerve 
sedative  is  sufficient. 

The  regime  which  is  perhaps  most  useful 
in  the  management  of  patients  with  toxic 
goitre,  is  about  as  follows:  After  the  diag- 

nosis has  been  fully  established,  the  adminis- 
tration of  Lugol’s  solution  of  5 to  10  drops 
daily  after  meals,  well  diluted  with  water, 
patient  kept  at  complete  rest  in  bed,  metabol- 
ism determinations  made  at  regular  intervals 
of  three  to  six  days.  The  lowest  level  of 
metabolism  curve  is  reached  in  from  1 to  2 
weeks,  and  if  surgery  is  to  be  done  it  is  best 
at  this  low  level  of  metabolism  wave  that  it 
should  be  done. 

Summary. 

First,  some  patients  recover  from  this  dis- 
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ease  without  any  treatment,  other  than  the 
avoidance  of  heavy  work,  nervous  excitement 
or  mental  strain.  Such  cases,  however,  are 
exceptional. 

Second,  although  temporary  recovery  may 
occur,  in  untreated  patients,  there  is  a mark- 
ed tendency  for  the  disease  to  recur  and 
each  recurrence  is  likely  to  result  in  further 
cardiac  injury. 

Third,  roentgen  ray  treatment  produces  a 
certain  result  in  a number  of  these  cases 
which  seems  to  equal  in  effect  of  that  of  sur- 
gery. In  many  cases,  however,  it  apparently 
has  no  effect. 

Fourth,  following  partial  throideetomy,  all 
the  symptoms  may  reappear  after  the  6th  or 
8th  year  of  apparent  health. 

Fifth,  the  administration  of  iodine  to  the 
p.itients  is  a valuable  pre-operative  measure 
as  it  has  always  followed  by  a transient  de- 
cline in  basal  metabolism. 

Finally,  the  ideal  for  exophthalmic  goitre, 
that  is  the  removal  of  the  primary  cause  has 
not  yet  been  discovered,  as  we  are  still  in  the 
dark  concerning  the  real  clianges,  which  are 
responsible  for  the  altered  function  of  the 
gland. 

DISCUSSIONS 

Irvin  Abell:  I am  sure  we  have  all  benefit- 

ted  very  much  by  this  most  interesting  and  ex- 
cellent presentation  on  the  subject  of  goiter. 
My  experience  having  been  limited  practically 
to  the  surgical  aspects  of  the  condition,  my  few 
remarks  will  be  directed  to  that  phase  of  the 
subject. 

Much  has  been  said  about  the  treatment  of 
goiter,  medical  and  surgical,  and  about  the  tox- 
ic types,  etc.,  but  little  about  the  adenomatous 
form.  With  increased  experience  and  observa- 
tion I feel  that  all  adenomata  of  the  thyroid 
should  be  surgically  removed  regardless  of  size 
or  the  time  of  life  at  which  they  appear.  It  was 
taught  for  a long  time  that  the^  adenomata 
showed  a tendency  to  become  toxic  toward  mid- 
dle life.  Repeated  observations  prove  that  while 
this  is  true,  it  is  also  a fact  that  they  become 
toxic  much  earlier  in  life. 

With  one  exception  every  case  of  malignancy 
of  the  thyroid  that  has  come  under  my  observa- 
tion was  safeguarded  on  an  adenoma.  In  some 
of  these  cases  malignancy  was  so  far  advanced 
that  it  was  recognized  readily  at  the  time  the 
patients  came  under  observation,  others  were 
not  recognized  at  the  time  of  removal  of  the 
adenomata  but  were  demonstrated  by  microscop- 
ic examination.  It  naturally  follows  that  the  pa- 
tients who  were  operated  upon  early  were  the 
only  ones  who  recovered. 

Dr.  Keith  is  to  be  congratulated  on  the  splen- 
did result  secured  by  roentgenotherapy  in  the 
case  he  has  presented.  The  fact  that  adenomata 


have  a decided  tendency  toward  malignancy, 
the  fact  that  they  do  become  toxic, — and  ac- 
cording to  my  observation  the  toxicity  of  ado- 
noma  is  more  depressing  and  more  dangerous 
than  that  due  to  hyperthyroidism, — the  fact 

that  the  toxicity  of  adenomata  is  insidious  in  its 
development,  frequently  leading  to  an  accom- 
panying myocarditis  and  other  cardiovascular 
manifestations,  in  my  opinion  the  danger  to 
life  is  greater  than  in  other  types  of  goiter.  For 
these  reasons  I personally  think  every  adenoma 
should  be  removed  regardless  of  the  time  in 
life  at  which  it  appears  or  the  size  it  may  have 
attained  when  the  patient  comes  under  obser- 
vation. 

I wish  to  compliment  Dr.  Wathen  on  the 
splendid  .technique  he  has  perfected;  the  fac- 
tors which  make  for  safety  in  the  treatment  of 
goiter,  as  he  has  stated  are  to  be  grouped  under 
three  headings,  the  prepaiatory  treatment,  the 
operation  itself,  and  the  post-operative  manage- 
ment. Prior  to  the  introduction  of  Lugol’s  solu- 
tion we  used  the  roentgen-ray  routinely  as 
preparatory  treatment  for  operation.  In  one 
series  of  twelve  cases  treated  by  the  roentgen- 
ray  alone  in  the  hyperplastic  toxic  type  of 
goiter,  we  have  five  that  were  apparently  com- 
pletely cured;  five  others  were  definitely  im- 
proved; two  were  uninfluenced  by  the  treat- 
ment. In  a series  of  thirty-eight  consecutive 
cases  of  hyperplastic  toxic  goiter  subjected  to 
resection,  all  ot  tnem  treated  pre-operatively  by 
the  roentgen-ray,  all  tnirty-eignc  snowed  under 
the  microscopic  definite  nyperpiasia,  there  be- 
ing no  reduction  of  tne  hyperplastic  tissue  in 
the  gland  itself.  Tins  lias  always  raised  a ques- 
tion in  my  mind  as  to  the  actual  value  of  the 
roentgen-ray  in  tde  treatment  when  definite 
hyperplasia  exists;  yet  in  some  instances  in  the 
earlier  course  of  the  disease  it  is  difficult  clin- 
ically to  determine  tne  exact  condition  present. 
Since  the  introduction  of  Lugol’s  solution  we 
have  discontinued  tne  use  of  the  roentgen-ray 
as  a pre-operative  measure.  We  give  one  dram 
to  a dram  and  a half  of  Lugol’s  solution  in  each 
twenty-four  hours  for  ten  days  to  two  weeks 
preceding  operation,  keeping  a careful  check  on 
the  metabolic  rate.  There  are  some  patients 
who  do  not  tolerate  Lugol’s  solution,  and  in 
these  we  resort  to  ligation.  I do  not  know  the 
percentage,  but  am  confident  that  we  do  not  per- 
form one  ligation  now  where  we  formerly  did 
ten  in  preparing  the  patients  for  resection. 

Study  of  the  renal  function,  study  of  myo- 
cardial efficiency,  with  rest  and  the  administra- 
tion of  Lugol’s  solution  are  the  prime  consider- 
ations in  the  pre-operative  preparation. 

In  the  operation  for  the  relief  of  the  hyper- 
plastic toxic  types  I have  not  been  successful  in 
completing  the  operative  procedure  under  local 
anesthesia  as  shown  by  Dr.  Wathen.  We  have 
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continued  to  employ  gas-ogygen  analgesia  and 
local  anesthesia  with  one-half  of  one  per  cent 
solution  of  novocaine  injected  at  three  points, 
the  upper  pole  of  the  thyroid,  the  middle  of  the 
sterno-mastoid  muscle,  and  along  the  line  of 
incision.  It  is  especially  true  that  the  technique 
Dr.  Wathen  has  described  is  a definite  advance 
in  that  direction  if  we  can  secure  the  confidence 
and  co-operation  of  the  patient,  which  he  un- 
doubtedly does,  but  which  I have  not  been  able 
to  do,  at  least  to  the  extent  of  eliminating  the 
necessity  for  a general  anesthetic.  Brevity  of 
the  operative  procedure  with  as  little  trauma 
of  the  gland  during  the  operation  as  possible 
unquestionably  make  for  success.  As  Dr.  Wath- 
en has  stated,  however,  a sufficient  amount  of 
the  gland  should  be  removed  in  every  instance 
to  avoid  the  necessity  of  secondary  operation 
where  it  is  not  absolutely  prohibited  by  the  con- 
dition of  the  patient. 

In  the  after-treatment  no  definite  rules  can  be 
formulated,  and  yet  all  roads  lead  to  Mecca. 
Personally  I believe  in  absolute  quiet  of  the 
patient  obtained  by  the  administration  of  mor- 
phine in  sufficient  dosage  to  obtain  that  quiet- 
ude. We  instruct  the  nurse  to  administer  l-6th 
to  1-4  grain  of  morphine  hypodermatically  every 
two  hours  if  necessary  to  keep  the  patient  quiet. 
Second  in  importance  is  the  ingestion  of  abun- 
dant fluids.  In  my  experience  few  of  these  pa- 
tients will  be  able  to  tolerate  a great  quantity 
of  fluid  by  mouth  or  rectum.  Saline  solution  is 
used  by  subcutaneous  infusion,  and  in  highly 
toxic  cases  glucose  is  added.  A careful  check 
should  be  kept  on  the  temperature,  and  where 
there  is  a rise  to  101  degrees  F.  or  over,  ice 
packs  should  be  used.  We  do  not  hesitate  to 
use  antipyretics  if  the  ice  packs  do  not . satis- 
factorily control  the  temperature. 

By  the  utilization  of  these  factors  making  for 
safety,  the  mortality  from  the  surgical  treat- 
ment of  goiter  has  been  reduced  to  the  point 
where  we  have  no  hesitancy  in  advising  this 
method  of  management.  Certainly  the  remov- 
al of  a large  amount  of  the  hyperplastic  tissue 
does  rapidly  restore  the  patient  to  the  proper 
economic  basis,  and  in  the  larger  percentage  of 
cases  with  which  we  have  to  deal  the  economic 
factor  is  one  which  merits  consideration. 

R.  R.  Elmore:  There  is  only  one  phase  of 

the  subject  that  I particularly  wish  to  discuss 
and  that  is  the  prevalance  of  goiter.  In  very 
few  sections  of  the  country  has  there  been  any 
effort  made  to  ascertain  the  prevalence  of  goit- 
er. The  general  idea  prevails  that  along  the 
seashore  goiter  is  seldom  found.  As  a matter 
of  fact  a recent  survey  of  Manhattan  and  the 
Bronx  (New  York)  revealed  the  presence  of 
goiter  in  twenty  per  cent  of  school  children 
from  nine  to  fourteen  years  of  age. 

Is  there  any  reason  to  believe  that  goiter  is 


increasing,  or  is  there  good  reason  to  believe 
tnac  goiter  should  increase?  Assuming  that  the 
deficiency  of  iodine  in  the  water  and  food  'is 
associated  with  the  prevalence  oi  goiter,  it  is 
reasonable  to  state  tnat  there  is  and  will  be  a 
continuous  increase  of  goiter  unless  some  meas- 
ures are  adopted  to  prevent  it.  The  original 
source  of  iodine  in  the  soil  presumably  was 
oceanic  and  this  supply  is  being  steadily  ex- 
hausted. Every  year  a small  portion  of  it  is 
taken  away  from  the  soil,  washed  away  by  the 
water  and  taken  away  by  the  products  of  the 
soil,  and  unless  we  meet  that  situation, — assum- 
ing it  is  true  that  there  is  a constant  relation- 
ship between  the  deficiency  of  iodine  in  the  food 
and  water  and  the  development  of  goiter, — we 
can  well  understand  that  goiter  is  going  to  in- 
crease. 

As  to  the  relationship  of  exophthalmic  goiter 
to  simple  goiter:  This  has  been  proven  in  many 
ways.  For  instance,  in  the  defects  found  in 
drafted  men  during  the  recent  war  the  fre- 
quency of  exophthalmic  goiter  bore  a constant 
relationship  to  the  frequency  of  simple  goiter. 
As  an  illustration,  in  the  lake  regions  of  Ohio 
where  the  incidence  of  goiter  has  always  been 
high,  the  number  of  men  rejected  for  simple 
goiter  was  high,  and  the  number  of  men  re- 
jected for  exophthalmic  goiter  was  similarly 
high.  It  is  furthermore  certain  that  exophthal- 
mic goiter  bears  a constant  relationship  to  the 
height  of  civilization.  Among  animals  and  also 
among  the  partially  civilized  lower  tribes  exo- 
phthalmic goiter  is  unknown.  As  we  ascend  the 
scale  of  civilization  the  frequency  of  exophthal- 
mic goiter  becomes  very  noticeable. 

Personally  I am  very  much  interested  in  the 
prevention  of  goiter.  I would  like  to  see  our 
health  board  in  Kentucky  encourage  and  develop 
by  educational  means  and  not  by  compulsory 
legislation  the  idea  of  routine  administration  of 
iodine  to  school  children  between  the  ages  of 
six  and  fourteen  years.  A small  quantity  of 
iodine  could  be  given  either  once  each  week  or 
every  day  for  ten  days  twice  a year.  I believe 
such  a measure  would  be  helpful  and  it  would  be 
healthful  also  to  the  parents  of  today  and  to- 
morrow from  the  standpoint  of  both  mental  and 
physical  development.  For  instance,  in  the 
mountain  regions  of  Kentucky  the  facilities  for 
mental  improvement  are  limited,  and  the  peo- 
ple of  every  town,  district  and  county  are  look- 
ing to  critical  and  far-seeing  organizations  like 
the  State  Medical  Association  and  the  Jefferson 
County  Medical  Society  to  protect  them  in  mat- 
ters of  health.  I feel  that  we  are  derelict  in 
our  duty  if  we  do  not  make  some  effort  to  do 
this. 

Oscar  E.  Bloch:  My  experience  in  the  surgery 
of  goiter  is  strangely  parallel  with  that  of  Dr. 
Abell,  and  I have  come  to  the  same  conclusion 
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that  he  has  expressed,  i.  e.,  that  all  adenomata 
of  the  thyroid  should  be  removed  for  the  reas- 
ons he  has  given.  1 have  also  had  the  same  ex- 
perience as  Dr.  Abell  with  local  anesthesia, 
which  Dr.  Wathen  so  beautifully  described.  I 
have  not  been  able  to  get  along  with  local  anes- 
thesia, or  even  nerve  blocking,  in  operations  for 
goiter,  particularly  in  the  exophthalmic  type. 

As  to  the  postoperative  treatment:  I believe 
in  giving  the  patient  an  abundance  of  water.  I 
have  never  found  it  necessary  to  use  glucose  so- 
lution. I always  give  the  patient  large  quantities 
of  ice  water  by  mouth  as  soon  after  the  opera- 
tion as  she  can  swallow  without  discomfort,  and 
I also  give  water  by  rectum  especially  if  the  pa- 
tient is  unable  to  retain  water  given  by  mouth 
or  there  is  other  reason  that  presents  the  taking 
of  water  by  the  stomach. 

The  use  of  ice  first  advocated,  I believe,  by  Dr. 
Crile,  has  proved  to  me  a most  valuable  proced- 
ure: When  the  temperature  rises  to  102  de- 

grees F.  I apply  an  ice  pack  over  the  precord- 
ium.  If  this  does  not  cause  reduction  of  tem- 
perature and  the  patient  does  not  improve,  I 
then  apply  a general  ice  pack  including  the  en- 
tire body. 

As  to  the  use  of  Lugol’s  solution  in  the  pre- 
operative prepaiation  of  the  patient:  As  a rule 
1 have  found  this  a most  satisfactory  drug.  How- 
ever, in  a recently  observed  case  no  result  was 
noted  from  the  administration  of  Lugol’s  so- 
lution. I then  tried  quinine  hydrobromate  and 
ergotine  without  success.  Finally  I gave  the 
patient  pitul'uin  in  five  drop  doses  repeated 
every  six  hours.  Under  this  treatment  she  im- 
proved and  operation  was  performed  without 
untoward  incident.  Dr.  Horine  saw  the  patient 
for  me  and  suggested  that  she  be  thoroughly 
digitalized  before  operation.  This  was  also  done 
and  she  went  through  the  operation  in  splendid 
condition. 

O.  O.  Miller:  There  is  only  one  point  I wish 

to  discuss,  and  that  is  the  apparent  antagonism 
between  pulmonary  tuberculosis  and  hyperthy- 
roidism. During  the  last  eight  years  about  three 
thousand  patients  with  pulmonary  tuberculosis 
have  been  admitted  to  the  Waverly  Hills  San- 
itorium.  In  only  one  of  these  cases  did  we 
have  reason  to  suspect  a co-existing  hyperthy- 
icidlsm,  this  suspicion  being  based  on  the  per- 
sistent tachycardia,  slight  exophthalmos  and  a 
palpable  thyroid.  The  antagonism  to  pulmon- 
ary tuberculosis  in  the  presence  of  hyperthy- 
roidism may  poss  bly  be  explained  by  the  vaso- 
motor dilatation  which  occurs  in  the  latter  con- 
dition. 

I have  under  observation  at  present  one  pa- 
tient with  arrested  tuberculosis  who  has  slight 
hyperthyroidism;  also  two  patients  operated  up- 
on for  hyperthyroidism  and  who  subsequently 
developed  pulmonary  tuberculosis. 


THE  FORUM. 


To  the  Editor: 

1 have  read  Dr.  Jenkin’s  article  on  “The  Mak- 
ing of  a Doctor”  in  the  January  number  of  your 
valuable  Journal.  It  and  the  comments  prove 
to  be  very  interesting  reading. 

I have  traveled  the  professional  road  now 
for  over  36  years.  In  this  article  I can  feel  the 
very  pulse  beat  of  the  profession.  I can  again 
imagine  myself  a student  under  Drs.  Carl  Weid- 
ner,  Wathen  and  Kelly.  I could  name  all  my 
preceptors,  for  each  left  an  indelible  impres- 
sion on  me  individual  to  themselves.  While  I 
enjoyed  all  the  articles,  and  believe  that  many 
points  have  been  brought  out,  that  have  been 
dormant  for  many  years,  still,  I especially  en- 
joyed and  agree  with  those  of  Drs.  Carl  Weidn- 
er,  Harry  J.  Phillips  and  D.  P.  Hall  as  saying  the 
things  that  I would  say,  were  I competent.  You 
know  a good  speech  is  often  counted  a good  one, 
because  they  agree  with  your  sentiments.  Well 
theirs,  is  my  sent.ments. 

But  something  has  been  left  out  of  all  that 
multiplicity  of  words.  Just  what  it*  is,  I am  un- 
prepared to  sta,e.  But  the  deep  feeling  of  res- 
ponsibility, is  not  .mpressed  on  our  student  body 
of  today,  apparently  to  me,  as  it  was  in  the 
years  of  ’89  and  90.  The  sacredness  of  the  pro- 
ression  has  vanished,  and  commercialism  has 
entered.  Conceit  predominates  the  new  grad- 
uate. I know,  for  I have  a son  who  graduated 
iast  June.  I dare  not  attempt  to  lessen  that 
conceit,  God  knows  it  will  be  jerked  out  of  him 
:,ocn  enough.  But  what  puts  it  there?  The  stuff 
Dr.  Hall  speaks  of,  probably  so. 

Now  I have  talked  to  some  one,  so  will  close. 

Fraternally, 

G.  B.  O’ ROARK. 


To  the  Editor: 

I have  read  with  much  interest  the  recent  ar- 
ticle by  Dr.  W.  A.  Jenkins  of  Louisville,  upon 
a subject  of  the  first  importance  to  the  medical 
profession  and  of  vital  interest  to  the  laity,  “The 
Making  of  a Doctor,”  title  of  the  subject  of 
course,  meant  the  intricate  process  which  is 
util  zed  to  bring  to  man’s  estate  a full-fledged 
M.  D.  and  then  the  manifold  elements  which 
must  then  go  to  mature  this  embryonic  condi- 
tion into  a very  capable  factor  for  good  to  the 
I nman  race  at  the  same  time  making  it  possible 
that  he  can  succeed  in  the  acquirement  of  funds 
to  exist  and  possibly  support  a family. 

I am  not  going  to  try  and  attempt  at  this  time 
to  discuss  this  great  subject  or  comment  upon 
the  splendid  article  presented  or  analyze  the 
fine  d'seussions  that  followed  the  presentation.  It 
is  very  natural  that  most  of  men  who  really  think 
very  much  sometimes  imagine  that  they  may 
have  something  worthwhile  for  the  relief  of  the 
other  fellow  to  listen  to. 
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I believe  that  if  our  honorable  secretary  and 
those  in  control  of  our  Journal  would  open  its 
pages  and  set  apart  a few  columns  to  the  pur- 
pose of  stimulating:  the  men  who  are  rarely 
ever  heard  or  write  their  views  for  this  part 
of  our  Journal  we  would  have  some  interesting 
and  illuminating  information.  I appreciate  the 
fact  that  it  would  possibly  be  best  to  limit  the 
space  for  each  to  a few  hundred  words  and  also 
to  those  who  are  members  of  the  Association. 
There  are  many  good  men  who  have  never  had 
a paper  publish  d in  the  Journal  who  could  per- 
haps tell  almost  as  much  as  many  who  have.  I 
h'dd  out  this  as  a suggestion.  A Forum  for  open 
discussion,  not  exactly  according  to  Hoyle,  but 
for  the  good  of  the  order,  coming  from  one  who 
has  had  the  privilege  a number  of  times  of  hav- 
ing had  articles  and  discussions  appearing  in  the 
Journal  much  to  my  own  edification  if  it  was 
not  for  any  one  else. 

Very  truly  yours, 

VERNON  BLYTHE. 


To  the  Editor: 

You  have  invited  comment  on  the  subject  dis- 
cussed so  fully  in  the  January  number  of  the 
Journal,  which  was  labeled  “Medical  Education,” 
but  was  to  a large  extent  concerned  with  the  lack 
of  physicians  in  rural  districts.  This  has  be- 
come a favorite  subject  in  the  last  few  years, 
and  I am  sure  that  this  > omment  will  contain 
no  more  “Bunk”  than  the  average  of  there  pa- 
pers that  I have  read.  It  could  not! 

The  professional  educator  has  bemi  heavily 
scored  by  all  writers  as  one  who  has  no  person- 
al knowledge  of  the  problems  involved  in  mak- 
ing a doctor.  Yet  the  vast  majority  of  the  ar- 
ticles have  been  written  by  men  who  are  spec- 
ialists in  cities  and  have  had  no  personal  contact 
with  general  practice  in  the  country  for  dec- 
ades. May  wo  not  conclude  that  the  guilt  may 
be  equal? 

Conditions  in  rural  communities  have  changed 
materially  in  the  last  few  years.  More  than  half 
of  the  country  stores  and  shops  have  been  closed 
or  are  making  a meager  living,  where  formerly 
they  were  prosperous.  Yet  no  one  raises  a cry 
that  the  poor  man  must  go  to  town  for  his  sup- 
plies, though  these  are  needed  oftener  than  medi- 
cal attention.  The  telephone  has  largely  dis- 
placed the  runner  who  went  after  the  doctor, 
and  the  automobile  has  eliminated  miles  and 
hours  of  travel.  The  country  doctor  can  make 
the  call  and  return  in  less  time  than  it  formerly 
took  to  summons  him. 

Many  tears  are  shed  over  the  plight  of  the 
poor  boy  who  can  not  finance  his  education  to 
the  end  of  medical  school.  The  remedy  offered 
is  to  cut  down  the  entrance  requirements.  This 
is  naive,  because  the  colleges  of  our  states  have 
hundreds  of  boys  who  are  now  paying  their  en- 
tire expenses  in  college  by  real  work  and  not 


by  athletic  ability.  However,  it  is  almost  im- 
possible to  do  this  in  a medical  school,  since  the 
expenses  are  much  greater,  and  the  hours  of 
work  much  longer.  Therefore  any  real  relief 
must  of  necessity  come  in  the  medical  school. 
I make  no  claim  to  a solution  of  this.  Also  we 
must  remember  that  formerly  the  students 
whom  we  called  poor  would  now  not  be  classed 
as  such.  They  were  the  sons  of  farmers  owning 
their  land,  and  while  ready  money  may  have 
been  scarce,  there  was  some  real  wealth  behind 
them  in  the  form  of  possessions  and  traditions. 
The  young  doctor  would  return,  and  live  off  the 
farm  while  developing  his  practice. 

Another  inconsistency:  The  old  time  doctor 
is  applauded,  and  justly,  for  his  ability,  sym- 
pathy and  skill,  but  they  forget  that,  like  Mc- 
Dowell, he  took  care  of  his  own  specialty  work 
also.  In  fact  many  of  them  worked  out  the 
principles  now  used  by  the  specialist.  The  de- 
sire is  to  make  the  road  to  the  degree  of  medi- 
cine shorter,  and  at  the  same  time  further  re- 
strict that  practice  of  a specialty.  This  has  the 
odor,  rather  the  faint  aroma,  that  the  real  wish 
is  not  to  produce  again  the  old  time  doctor,  but 
to  place  at  every  cross  roads  a man  with  a med- 
ical degree  who  will  be  able  to  send  the  patient 
to  the  proper  specialist  for  anything  except  child 
birth  or  acute  rhinitis.  Most  graduate  nurses 
seem  already  qualified  for  this  task,  and  exer- 
cise their  ability. 

Time  and  time  again  we  see  the  charge  that 
the  young  graduate  in  medicine  does  not  know 
how  to  make  a diagnosis  or  physical  examina- 
tion, but  must  rely  upon  tests.  This  is  doubtless 
an  observation  on  the  work  of  'nterns.  Is  true? 
When  the  intern  calls  his  chief  and  reports  a 
case  of  fracture  of  a bone  he  is  told  to  have  an 
x-ray  made  at  once.  Should  the  case  be  coma 
or  convulsions,  the  request  is  made  for  blood 
chemistry  and  Wassermann.  If  the  patient  has 
abdominal  pain,  a blood  count  is  wanted.  The 
poor  fellow  is  then  criticized  because  he  does 
the  things  that  he  thinks  the  chief  will  want. 
What  do  you  expect?  I have  recently  been  over 
the  road,  and  I speak  from  experience.  Be- 
sides, it  is  most  untrue  that  the  younger  men 
can  not  take  histories  and  make  examinations. 
They  can  do  it  far  better  than  the  embryo  medic 
of  twenty  years  back. 

In  the  discussion . of  Dr.  Jenkins’  paper  a 
case  was  cited  in  Grayson  county  where  a pa- 
tient was  required  to  pay  $15.00  for  transport- 
ing a doctor  to  his  home,  and  $18.00  for  the 
fee.  Doubtless  the  doctor  spent  the  better  part 
of  the  day  making  the  trip,  if  special  transpor- 
tation was  required.  More  power  to  him.  This 
compares  favorably  with  the  fees  of  the  city 
specialist.  An  examination  requiring  one  or 
two  hours  in  his  office  will  range  from  $25.00  to 
$100.00.  And  it  must  be  remembered  that  more 
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than  one  patient  will  be  under  examination  in 
this  time. 

Though  I am  located  in  a country  town,  I 
am  one  of  the  recent  products  of  the  present 
malignant  medical  education,  who  are  so  round- 
ly abused  for  prefering  to  locate  in  the  city  and 
engage  in  the  practice  of  a specialty.  City  prac- 
tice is  more  remunerative,  and  urban  living  con- 
ditions are  better  than  those  of  the  country,  es- 
pecially in  the  matter  of  education.  Also  to  re- 
ceive favorable  recognition  in  the  profession, 
(aside  from  a few  pages  of  "sob  stuff”  at  some 
medical  meeting)  the  doctor  must  specialize. 
And  to  suspect  that  a lower  standard  of  educa- 
tion will  remedy  this  is  foolish.  As  proof,  the 
city  is  the  mecca  of  quacks  and  short  term  doc- 
tors. 

To  the  solution:  Given  time  the  condition 

will  take  care  of  itself.  True  there  is  a shortage 
in  some  places  and  an  over  supply  in  others. 
The  recent  graduate  needs  to  make  a living,  and 
has  not  a farm  to  live  on  until  practice  comes. 
It  is  conceded  that  the  people  in  the  rural  dis- 
tricts should  have  good  medical  care.  If  some 
of  those  who  have  saved  enough  to  live  comfort- 
ably, have  educated  their  families,  and  have 
learned  much  from  experience,  would  move  to 
the  country  cross  roads  there  would  he  no  such 
problem.  Socialism  you  say?  No  more  so  than 
to  demand  that  the  young  doctor  bury  his  en- 
tire life  in  the  locality  where  the  older  one  could 
live  in  comfort,  and  retain  his  former  stand- 
ing. 

Still  a better  way  to  solve  the  problem:  Re- 
quire every  specialist  who  writes  on  this  subject 
to  spend  ten  years  in  general  practice  in  the 
country  where  the  need  is  most  acute  and  re- 
muneration the  most  scarce. 

I hope  that  I have  not  left  the  impression 
that  I am  antagonistic  to  the  practice  of  the 
specialty,  or  am  envious  of  any  of  the  profes- 
sion. Such  is  not  the  case.  We  need  men  to 
take  care  of  every  branch  of  medicine,  and  the 
subject  is  too  big  for  one  to  shoulder  it  all.  I 
admire  and  honor  the  leaders  and  appreciate  the 
friendship  of  such  of  those  that  I know.  My 
purpose  is  first  to  prove  manv  of  the  premises 
taken  to  be  true  are  not,  and  that  many  of  the 
truths  are  only  half  truths.  Secondly,  I wish 
to  show  the  view  of  the  young  doctor  who  be- 
lieves he  has  earned  the  rights  to  choose  were  and 
how  he  shall  spend  his  life  in  work. 

Very  truly  yours, 

W.  B.  ATKINSON. 


To  the  Editor: 

Page  three,  January  1927  edition,  Kentucky 
Medical  Journal  by  coincidence  contains  a re- 
quest for  an  opinion  in  regard  to  medical  educa- 
tion and  the  Commission  to  Study  Crime  in 
Kentucky  wants  to  know  what  can  be  done 


from  the  medical  standpoint  to  reduce  crime  in 
the  Commonwealth.  In  my  opinion  both  ques- 
tions are  based  entirely  upon  the  character  of 
man  himself  as  a product  of  ninety  per  cent 
heredity,  (a  misunderstood  term),  and  ten  per 
cent  environment  (education).  The  student  of 
Kentucky  Medical  history  is  impressed  by  the 
fact  that  the  leaders  in  regard  to  new  thought 
and  inventions,  where  the  higher  faculties  are 
essential,  such  men  as  Ephraim  McDowell,  Dud- 
ley, Bush,  Peter  and  many  others,  were  men 
who  came  of  distinguished  families,  (families 
which  have  advanced  society  by  moral  and  in- 
tellectual development)  and  were  the  products 
of  a pure  race.  This  is  a law  that  any  intelli- 
gent person  will  find  to  be  true  of  the  history 
of  any  people  or  class  of  men  of  achievement. 

Medicine  declined  in  India  when  the  flaxen 
hairen  conquerers,  notwithstanding  their  caste 
system,  turban,  etc.,  became  dark  skinned  and 
black.  Thucydides  noted  the  decline  of  the 
Greeks  as  they  became  mixed  in  blood.  In 
Costa  Rica,  where  portions  of  the  country  have 
been  settled  by  pioneer  Spaniards  from  that 
of  Spain  which  was  overrun  by  the  Moors,  I have 
found  certain  reversions  of  distinctly  Moorish 
characteristics.  In  Jamaica,  there  are  rever- 
sions of  type  to  prior  races,  white,  black  and 
Indian  in  the  same  family  where  I had  every 
reason  to  believe  the  children  were  legitimate. 
I have  found  in  Central  and  South  America,  the 
Indian  and  white  race  mixtures  (mameluco),  be- 
ing as  a rule  superior  mentally,  physically  and 
morally  to  that  of  the  negro  and  white  race 
(mulatto)  ; but  both  mixtures  far  inferior  in 
every  respect  to  the  superior  race  in  the  mix- 
ture. Investigation  of  this  subject  still  further, 
I found  that  there  is  a small  tribe  of  Indians 
called  by  the  Spanish,  Chericocita  (meaning  lit- 
tle cherry,  from  a peculiar  wood  found  in  this 
island  desemblmg  cherry),  that  inhabit  a small 
island  in  Admirantic  Bay,  Columbia,  South 
America,  who  according  to  their  custom  and 
tradition,  require  two  braves  to  accompany  a 
male  visitor  until  he  leaves  the  island,  to  pre- 
vent conversation  with  their  squaws,  are  a won- 
derful little  tribe,  similar  to  the  Japanese  in 
physical  characteristics,  very  intelligent,  robust 
and  noticeably  free  from  disease  and  malforma- 
tions. 

Our  troubles  date  from  1840  beginnings  of 
indescriminate  large  immigrations.  The  immi- 
gration laws  of  the  past  and  present  unfortun- 
ately do  not  require  a thorough  investigation  of 
immigrants  as  to  hereditary  insanity,  etc.,  and 
purity  of  race. 

The  King  James  translators  of  the  Bible  had 
to  deal  with  the  then  scarcity  of  the  English 
tongue,  not  as  many  words  in  use  then  as  now. 
The  case  of  the  old  old  Anglo-Saxon  language, 
which  had  been  used  in  prior  translations,  ad- 
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jectives  like  good  for  instance  had  been  used 
as  collective  nouns,  goodan,  the  collective,  mean- 
ing all  good  things,  finally  became  to  repre- 
sent diety,  God.  In  my  opinion,  the  “sins  of 
the  fathers’  being  transmitted  to  the  third  and 
fourth  generation,  the  translation  was  a literal 
collective  translation,  a free  translation  as  to 
meaning  would  be  “the  mental,  physical  and 
moral  tendencies  of  our  fathers.”  The  theolog- 
ion  and  laity  have  interpreted  the  passage  to 
mean  syphilis,  the  result  of  moral  transgression 
physically  and  do  not  conisder  that  the  word  is 
used  in  a plural  sense.  The  translation,  I have 
given  would  be  in  accord  with  the  scientific  au- 
thorities 01  today  on  the  subject  of  hereditary 
diseases. 

As  to  racial  reversions,  our  court  records  of 
late  impress  the  public  with  the  necessity  of  re- 
cording births  correctly  as  to  race.  The  need 
of  a “Council  de  Salubrity”,  somewhat  similar 
to  France. 

As  this  is  written  for  the  purpose  of  stimulat- 
ing an  intelligent  discussion  of  a vital  national 
problem,  I am  forwarding  a copy  to  the  Chair- 
man of  the  Crime  Commission,  also  the  publica- 
tion of  my  religion,  Western  Recorder,  hoping 
the  publication  will  cause  discussion. 

Very  truly  yours, 

GEORGE  HUMPHREY  TICHENOR,  Jr. 
4222  West  Madison  St.,  Louisville,  Ky. 
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SKETCH  OF  THE  HISTORY  OF  THE  MAYO 
CLINIC  AND  THE  MAYO  FOUNDATION.  Oc- 
tavo volume  of  185  pages,  illustrated.  Philadel- 
phia and  London:  W.  B.  Saunders  Company, 
1926.  Cloth,  $3.50  net. 

This  work  is  a sketch  of  the  establishment, 
organization,  and  development  of  the  Mayo 
Clinic  and  Mayo  Foundation  during  the  first 
quarter  of  a century  of  its  existence.  The  facts 
are  set  down  in  chronological  order  and  policies 
and  managerial  procedures  are  outlined,  as  well 
as  the  all-important  work  of  the  care  of  the  sick. 

There  are  chapters  on  Dr.  and  Mrs.  William 
Worrell  Mayo;  youth  and  education  of  William 
James  and  Charles  Horace  Mayo;  the  beginning 
of  St.  Mary’s  Hospital,  development  of  surgery, 
general  medicine  and  medical  specialties,  devel- 
opment of  laboratories  associated  professional 
services,  division  of  records,  division  of  corres- 
pondence, division  of  publications,  business  man- 
agement, general  service,  present  organization 
of  the  Mayo  Clinic,  relationship  of  the  Mayo 
Clinic  to  other  organizations,  the  Physicians’  and 
Sugreons’  Club;  the  Mayo  Foundation  for  Med- 
ical Education  and  Research. 


WOMAN’S  AUXILIARY  NOTES 

McCRACKEN  COUNTY  ORGANIZES. 

The  Woman’s  Auxiliary  of  the  McCracken 
County  Medical  Society  was  organized  on  the 
evening  of  March  22nd  in  the  parlor  of  the  Pa- 
ducah Woman’s  Club,  following  the  “Ladies 
Night”  dinner  of  the  McCracken  County  Medical 
Society. 

Mrs.  V.  A.  Stilley,  President,  and  Mrs.  A.  T. 
McCormack,  Secretary-Treasurer  of  the  Wo- 
man’s Auxiliary,  Kentucky  State  Medical  Asso- 
ciation, guests  of  the  society,  explained  most  in- 
terestingly the  work  being  done  in  other  coun- 
ties of  the  state,  also  in  other  states,  and  were 
most  enthusiastic  over  the  organization  of  an 
Auxiliary  in  our  county. 

Mrs.  Stilley  presided  at  the  meeting  which  re- 
sulted in  the  election  of  the  folowing  officers: 

President,  Mrs.  J.  T.  Reddick;  1st  vice-presi- 
dent, Mrs.  J.  N.  Bailey;  2nd  vice  president,  Mrs. 
C.  P.  Burnett;  3rd  vice  president,  Mrs.  L.  E. 
Young;  4th  vice  president,  Mrs.  P.  H.  Stewart; 
secretary,  Mrs.  J.  B.  Acree;  treasurer,  Mrs.  Hor- 
ace Rivers. 

Mrs.  McCormack  read  the  suggested  constitu- 
tion and  by-laws  as  published  in  the  Woman’s 
Auxiliary  Number  of  the  Kentucky  Medical  Jour- 
nal (December  issue)  which  has  been  adopted  by 
many  other  County  Auxiliaries.  The  motion  to 
adopt  the  Constitution  and  By-laws  as  read,  with 
an  amendment  of  “or  other  component  societies 
of  the  American  Medical  Association,  now  resi- 
dents of  McCracken  County,”  to  Article  111,  car- 
ried unanimously. 

The  Treasurer  collected  dues  from  fourteen 
members. 

The  meeting  then  adjourned  subject  to  the  call 
of  the  president. 

BLANCHE  ACREE,  Secretary. 

Charter  Members  McCracken  County  Auxiliary. 

Mrs.  J.  B.  Acree,  Mrs.  J.  N.  Bailey,  Mrs.  Ver- 
non Blythe,  Mrs.  Frank  Boyd,  Mrs.  C.  P.  Bur- 
nett, Mrs.  G.  B.  Froage,  Mrs.  E.  B.  Goodloe,  Mrs. 
R.  C.  Gore,  Miss  Holt,  Mrs.  A.  F.  Jones,  Mrs.  F. 
M.  Munson,  Mrs.  L.  P.  Molloy,  Mrs.  Bob  Overby, 
Mrs.  J.  T.  Reddick,  Mrs  Horace  Rivers,  Mrs.  P. 
H.  Stewart,  Mrs.  B.  A.  Washburn,  Mrs.  E.  B. 
Willingham,  Mrs.  L.  E.  Young,  all  of  Paducah, 
Kentucky. 

MARSHALL  COUNTY  MEETING. 

Despite  rain,  mud,  and  high  water,  the  Mar- 
shall County  Auxiliary  held  its  first  spring  meet- 
ing on  Monday,  March  21st.  The  opening  sen- 
tence must  be  taken  literally.  It  was  raining, 
there  was  mrud,  and  the  river  was  so  beyond  its 
banks  that  crossing  in  cars  was  a matter  of  im- 
possibility. Truly  the  old  adage,  “Where  there 
is  a will  there  is  a way,”  was  demonstrated  in 
reality  by  the  Marshall  County  physicians  and 
their  wives. 
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The  Secretary  of  the  County  Medical  Society, 
Dr.  L.  L.  Washburn,  notified  the  members  across 
the  river  to  come  to  the  water’s  edge  and  there 
they  would  find  a driver  with  wagon  and  team  to 
ferry  them  across.  Ludicrous,  albeit  a laudable 
sight,  to  see  the  good  doctors  and  their  wives 
going  back  to  pioneer  methods  of  traveling,  and 
demonstrating  the  fact  that  the  perseverence  of 
our  forefathers  in  a noble  cause  had  been  inher- 
ited by  sons  and  daughters  and  that  the  Spirit  of 
’76  is  still  alive  in  Marshall  County.  One  good 
doctor  and  his  wife  arrived  after  luncheon  had 
proceeded  a good  way.  Fired  by  the  zeal  with- 
in them  to  advance  the  cause  of  the  profession, 
they  had  braved  the  troubled  waters,  their  ar- 
rival causing  a round  of  mirth,  merriment  and 
good  will.  Luncheon  was  served  at  twelve 
o’clock  to  the  doctors  and  their  wives.  Dr.  and 
Mrs.  A.  T.  McCormack  were  honor  guests,  both 
making  interesting  and  instructive  talks  during 
the  hour. 

Following  the  luncheon,  meetings  were  held  in 
the  Court  House — the  doctors  convening  in  the 
court  room  and  the  Auxiliary  in  the  Circuit 
Clerk’s  room.  At  the  Auxiliary  meeting,  Mrs. 
McCormack  held  a round  table  discussion  of  the 
aims  and  means  of  carrying  on  the  work,  and 
gave  many  helpful  thoughts  regarding  it.  Plans 
for  “Paint-Up  and  Clean-Up  Week”  are  under 
way.  Also,  plans  are  being  laid  for  a Health 
Pageant  to  be  given  on  the  streets  on  “Tater 
Day,”  a celebration  held  in  Marshall  County 
only.  Three  new  members  were  added  to  the 
roll.  After  prayer  by  Dr.  McCormack,  the  meet- 
ing adjourned  to  meet  the  third  Wednesday  in 
April. 

NELLE  E.  WASHBURN,  Secretary. 
(Mrs.  L.  L.  Washburn) 

HYGEIA. 

The  President  has  appointed  Miss  Mayme  Sul- 
livan, 532  West  Main  Street,  Louisville,  State 
Chairman  of  Hygeia  Campaign.  Mrs.  P.  E. 
Blackerby,  Chairman  since  last  November,  has 
found  it  necessary  to  resign  because  of  other  ob- 
ligations. 

If  your  Auxiliary  has  not  yet  started  a deter- 
mined effort  to  increase  the  circulation  of  Hygeia 
in  your  County,  Miss  Sullivan  will  be  glad  to  as- 
sist you  in  this  enterprise  of  furthering  the  work 
of  the  American  Medical  Association. 

Dr.  Wendell  Phillips,  President,  American 
Medical  Association,  at  the  annual  meeting  of 
our  National  Organization  in  Dallas  last  year, 
urged  that  every  member  of  the  Auxiliary  make 
it  her  duty  to  help  place  Hygeia  in  every  home, 
every  doctor’s  office,  every  public  school  and 
every  public  library  in  her  county. 

MEDICAL  HISTORY. 

Have  you  collected  the  data  concerning  the 
ear’y  work  of  the  physicians  of  your  family  for 


the  “Medical  History”  of  your  County  and  State? 
This  is  Auxiliary  work  of  the  most  helpful  type. 
Some  valuable  material  has  already  been  re- 
ceived by  the  Secretary  of  the  State  Medical  As- 
sociation, for  which  he  expresses  grateful  appre- 
ciation. 

A vault  in  the  safe  has  been  assigned  for  the 
careful  keeping  of  these  records  so  greatly  de- 
sired by  our  State  Medical  Association. 

Send  your  material  through  the  Secretary  of 
your  County  Auxiliary  or  directly  to  the  Secre- 
tary of  the  State  Medical  Association,  Dr.  A.  T. 
McCormack,  532  West  Main  Street,  Louisville. 

THE  NATIONAL  MEETING. 

Are  you  going  to  the  Natilonal  Meeting — the 
annual  conference  of  the  Woman’s  Auxiliary, 
American  Medical  Association,  to  be  held  in 
Washington,  May  16-20?  If  so,  the  Kentucky 
delegates,  Mrs.  S.  W.  Bates  and  Mrs.  A.  T.  Mc- 
Cormack, will  be  glad  to  acquaint  you  with  mem- 
bers from  other  states  and  to  assist  you  in  any 
way  possible. 

OUR  MEMBERSHIP. 

Our  membership  is  steadily  increasing.  How- 
ever, we  are  far  from  the  total  Kentucky  may 
claim  when  all  the  women  of  the  profession  have 
affiliated  with  the  “Auxiliary.” 

In  order  that  all  the  women  of  the  profession 
may  know  about  the  Woman’s  Auxiliary,  our 
First  Vice-President  and  Chairman  of  Organiza- 
tion, Mrs.  Robert  L.  Woodard,  Hopkinsville,  has, 
with  the  help  of  an  able  Committee,  prepared  a 
series  of  three  letters  which  are  being  sent  to 
every  wife,  mother,  daughter,  sister  or  widow  of 
a physician  in  Kentucky  whese  name  and  address 
we  are  able  to  secure.  If  you  or  your  friends 
have  not  received  these  letters,  will  you  not  noti- 
fy the  Secretary,  Mrs.  A.  T.  McCormack,  the 
Mayflower,  Louisville,  in  order  that  your  copy 
may  reach  you  at  the  earliest  possible  moment? 

NOTICE. 

Be  sure  to  keep  your  copy  of  the  “Woman’s 
Auxiliary  Number,  Kentucky  Medical  Journal,” 
December  1926  issue  for  reference.  It  is  valua- 
ble. 

THE  WOMAN’S  AUXILIARY  NUMBER. 

Letters  of  congratulation  upon  the  December 
issue  of  the  Journal,  “The  \v  Oman’s  Auxiliary 
Number”  continue  to  arrive.  From  among  the 
numerous  complimentary  comments  received 
from  all  over  the  country,  a few  are  culled  from 
the  letters  of  some  of  our  own  members. 

Irvin  Abell,  Louisville,  President:  “The  Wo- 

man’s Auxiliary  Number,  Kentucky  Medical 
Journal,  is  fully  worthy  of  the  commendatory 
expressions  which  it  has  elicited.  Representing 
the  pioneer  work  of  Kentucky  women  it  right- 
fully takes  its  companion  place  in  the  long  list 
of  the  pioneer  productions  of  the  medical  profes- 


May,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


251 


sion  of  Kentucky,  the  members  of  the  latter  be- 
ing justly  proud  of  the  worthwmie  accomplish- 
ment of  tne  Woman’s  Auxiliary.  It  visualizes  the 
realm  of  possibilities  open  to  tne  latter  organi- 
zation and  presages  a wide  development  of  fu- 
ture activities.” 

R.  Julian  Estill,  Lexington,  President-Elect: 
Will  you  please  convey  to  Mrs.  McCormack  my 
sincere  congratulations  upon  tne  splendid  Wo- 
man’s Auxiliary  Number  of  tne  State  Medical 
Journal.  I do  not  see  how  it  was  possible  for 
"amateurs”  as  they  were  so  modest  as  to  style 
themselves  to  edit  such  a splendid  lsue  of  the 
Journal,  i feel  that  it  was  a tremendous  success 
and  for  one  I would  like  to  suggest  that  we  make 
it  an  annual  affair,  or  if  tney  do  not  care  to 
undertake  such  a huge  task  every  year  they 
should  be  asked  to  have  a department  in  each 
month’s  issue. 

Allow  me  to  say  that  I also  feel  this  is  another 
evidence  of'  foresight  in  our  State  Society  and 
Journal  to  keep  the  profession  of  Kentucky  just 
a little  ahead  of  the  profession  elsewhere. 

R.  L.  Woodard,  Hopkinsville,  (past  president)  : 
Congratulations  are  certainly  due  to  somebody 
for  the  splendid  achievements  of  the  Woman’s 
Auxiliary  on  their  production  of  the  December 
Journal. 

I am  not  sure  however  to  whom  congratula- 
tions should  be  extended,  whether  to  the  women 
— God  bless  them, — who  have  certainly  “Out 
Heroded  Herod”  in  their  accomplishments,  or 
to  the  doctors  of  the  state  for  having  such  able 
and  efficient  wives  and  daughters.  If  all  the 
efforts  of  the  Woman’s  Auxiliary  to  the  State 
Society  prove  as  successful  as  their  first  public 
endeavor  the  State  Society  had  better  look  to 
its  laurels. 

V.  A.  Stilley,  Benton,  Councilor,  First  Dis- 
trict: I am  indeed  proud  of  the  Journal,  proud 

that  Kentucky  was  the  first  to  extend  this  cour- 
tesy to  her  women,  and  proud  of  our  women  for 
the  overwhelming  success  they  have  made  as 
journalists,  to  say  nothing  of  the  great  part  they 
are  to  play  in  our  program  for  better  health. 

As  a member  of  the  Council  it  was  my  pleas- 
ure to  cast  my  vote  of  approval  for  the  Woman’s 
Number  of  our  State  Medical  Journal.  In  my 
opinion  no  finer  thing  has  come  our  way  than 
the  Auxiliary.  That  our  mothers,  wives  and 
daughters  can  and  will  be  of  great  value  as  an 
organized  body  to  aid  the  profession  has  been 
most  splendidly  evidenced  by  the  wholesome  ar- 
ticles compiled  in  the  December  number  and 
contributed  by  the  women  of  our  own  and  other 
states. 

I am  wishing  for  them  a great  ingathering  of 
members  and  every  success  in  their  work. 

D.  M.  G riffith,  Owensboro,  Councilor,  Second 
District:  The  “Woman’s  Auxiliary  Number”  is 

added  evidence  of  the  constructive  policy  of 


the  Journal,  and  again  makes  manifest  its  pro- 
gressive spirit.  The  splendid  edition  is  honor 
alike  to  the  women  as  well  as  the  profession. 
Such  advance  progress  will  keep  the  profession 
of  Kentucky  in  the  lead. 

Virgil  G.  Kinnaird,  Lancaster,  Councilor,  Sev- 
enth District:  After  reading  the  December  is- 

sue of  the  Kentucky  Medical  Journal  edited  by 
the  Woman’s  Auxiliary  of  the  Kentucky  Medical 
Association,  I desire  to  express  my  hearty  approv- 
al and  appreciation  of  that  splendid  issue.  The 
physicians  of  Kentucky  congratulate  the  Auxili- 
ary upon  its  aims  and  endeavors.  It  has  become  a 
genuine  inspiration.  Medical  men  have  long 
felt  a need  for  just  such  effective  support  in 
projects  which  concern  community  interests.  I 
am  sure  that  this  splendid  organization  of  women 
who  are  so  closely  allied  in  interests  can  fill  a 
position  of  ever  increasing  importance  as  the  in- 
termediary between  the  doctor  and  the  public. 

I notice  with  especial  interest  that  the  Presi- 
dent, Mrs.  Stilley,  urges  that  the  Auxiliary  un- 
dertake the  gathering  of  historical  data  of  the 
medical  pioneers  of  Kentucky.  This  will  be  a 
great  service  to  the  State  and  posterity. 

All  good  wishes  for  the  growth  and  develop- 
ment of  the  Woman’s  Auxiliary  of  the  Kentucky 
Medical  Association. 

W.  E.  Gardner,  Louisville:  Councilor,  Fifth 
District  and  President  Jeffierson  County  Society: 
The  Woman’s  Auxiliary  Number  of  the  Kentucky 
Medical  Journal  was  certainly  well  done,  and 
demonstrates  the  remarkable  resourcefulness  of 
this  splendid  organization  which  is  a most  val- 
uable adjunct  to  the  Kentucky  State  Medical  As- 
sociation. 

I would  advise,  however,  that  inasmuch  as 
one  of  the  regular  monthly  issues  of  the  Journal 
was  used  for  the  Woman’s  Auxiliary,  last  year, 
another  such  issue  snould  be  made  a special  num- 
ber of  the  Journal  and  not  take  the  place  of  one 
of  the  regular  issues. 

J.  W.  Conklin,  Leitchfield:  Please  accept  con- 

gratulations on  the  appearance  and  general 
make-up  of  the  December  issue  of  the  Kentucky 
Medical  Journal  just  received. 

I had  written  Dr.  McCormack  only  yesterday 
that  I had  not  received  the  December  number. 
The  “Auxiliary”  should  have  been  in  existence 
these  many  years. 

Hope  the  ladies  may  edit  a special  issue  of  the 
Journal  the  coming  year. 

Pregnancy  After  Salpingectomy. — In  the  four 
cases  of  pregnancy  following  salpingectomy 
cited  by  Douglass,  the  resected  ovary  was 
sutured  into  the  cornu  of  the  uterus,  only  un- 
ilateral implantation  being  employed. 
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NEWS  ITEMS 


MONTHLY  MEETING  OF  HARLAN  COUNTY 
MEDICAL  SOCIETY  FOR  1927. 

March  19th. 

Dr.  S.  H.  Rowland:  “Infant  Feeding  and  Care  in 
Disease.” 

Discussion : W.  R.  Parks. 

Dr.  L.  E.  Payton:  “Feeding  and  Care  of  the 
Healthy  Infant.” 

Discussion:  B.  L.  Pursifell. 

April  16th. 

Dr.  E.  M.  Howard:  “Surgical  Restoration  of  the 
Perineum  and  Cervix.” 

Discussion:  W.  E.  Riley  and  W.  P.  Cawood. 
Dr.  R.  H.  Bush:  “Early  Diagnosis  of  the  Acute 
Abdomen.” 

Discussion:  B.  E.  Giannini  and  H.  K.  But- 
termore. 

May  21st. 

Dr.  Owsley  Grant,  of  Louisville:  “Medical  Treat- 
ment of  the  Physiologically  Enlarged  Pros- 
trate.” 

Dr.  Walter  S.  Hume,  of  Louisville:  “Local  Anes- 
thesia.” 

June  18th. 

Dr.  W.  M.  Martin:  “Ethics.’ 

Dr.  C.  B.  Spicer:  “Medical  Jurisprudence.” 

Dr.  L.  H.  Redman:  “Diagnosis  and  Treatment  of 
Cholecystitis.” 

Discussion:  J.  R.  Howard. 

July  16th. 

Dr.  P.  O.  Lewis:  “Clinical  Diagnosis  and  Treat- 
ment of  Typhoid  Fever.” 

Discussion:  E.  E.  Akin. 

Dr.  Arthur  Jenkins:  “Differential  Diagnosis  and 
Treatment  of  Asthma  and  Hay  Fever.” 
Discussion:  Clark  Bailey. 

August  20th. 

Dr.  C.  R.  Petty:  “Treatment  of  Acute  Gonorrheal 
Urethritis.” 

Discussion:  M.  M.  Riddell. 

Dr.  B.  W.  Whitfield:  “Treatment  of  Chronic  Gon- 
orrheal Infection  in  the  Genito  Urinary 
Tract.” 

Discussion:  J.  S.  Bobo. 

September  17th. 

Dr.  M.  L.  Gunn:  “Headaches  and  their  Signif- 
icance. 

Discussion:  J.  W.  Nolan. 

Dr.  J.  W.  Nolan:  -“Trachoma  Diagnosis  and 
Treatment”. 

Discussion : M.  L.  Gunn. 

October  15th. 

Dr.  C.  E.  Abel:  “Industrial  Physical  Examina- 
tions.' 

Discussion:  J.  C.  Nash  and  A.  G.  Patterson, 
of  Pineville,  Ky. 

Dr.  M.  H.  Todd:  “Relation  of  Industrial  Hernias 
to  the  Workmen’s  Compensation  Law”. 


November  19th. 

Dr.  James  H.  Jeffries:  “Diagnosis,  Treatment  and 
Complications  of  Scarlet  Fever.” 
Discussion:  Paul  Beauchamp. 

Dr.  W.  K.  Howard:  “Diagnosis,  Treatment  and 
Complications  of  Diphtheria.” 

Discussion:  C.  C.  Paynter. 

Dr  R.  L.  McCormick:  “Schick  Test  and  its  Appli- 
cations.” 

December  17  th. 

Dr.  H.  Stuart  Hodges:  “Focal  Infections  and 
Their  Sequelae.” 

Discussion:  L.  O.  Smith,  J.  B.  Jones  and 
D.  H.  Smith 

Dr  A.  T McCormack,  of  Louisville:  Address. 


BOOK  REVIEW 

THE  NeW  STEVENS’  PRACTICE.  Octavo 
of  1174  pages,  illustrated.  By  A.  A.  Stevens, 
M.  D.,  Professor  of  Applied  inerapeutics,  Uni- 
versity of  Pennsylvania.  Second  Edition,  Reset. 
W.  B.  Saunders  Company,  Publishers.  Cloth. 
$7.50  net. 

This  book  has  been  entireiy  reset,  a very  great 
deal  of  new  material  has  been  added,  all  old 
matter  has  been  eliminated  and  every  proved  ad- 
vance in  the  field  of  internal  medicine  has  been 
included.  Among  the  more  important  changes 
and  additions  are:  Rewriting  of  the  chapters  on 
syphilis  of  the  circulatory  system,  botulism,  he- 
liotheraphy,  diabetes  memtus,  including  insulin, 
alkalosis,  spasm  of  the  esophagus,  chronic  ulcer- 
ative colitis,  multiple  polyposis  of  the  intestine, 
jaundice,  bradycardia,  paroxysmal  tachycardia, 
arterial  hypotension,  primary  purpura  hemor- 
rhagica, erythremia,  hemorrhagic  diseoses  of 
the  newborn,  trigeminal  neuraligia  and  tumors 
of  the  cauda  equina.  The  following  subjects  ap- 
pear for  the  first  time:  Primary  menmgococcic 
bacteriemia  disseminated  erythematous  lupus, 
tularemia,  epidemic  jaundice  in  the  United 
States,  etiology  of  scarlet  fever,  Dick  test  for 
determining  susceptibility  to  scarlet  fever,  coc- 
cidiodal  granuloma,  lipodystrophy,  agranulocytic 
angina,  uveoparotid  fever,  vasomotor  rhinitis, 
occlusion  of  the  coronary  arteries,  melanuria, 
Epstein’s  nephrosis,  sickle  cell  anemia,  Ayerza’s 
disease,  chronic  sclerosing  osteitis,  acrolynia,  and 
Horner’s  syndrome. 


DEFECTIVE  MEMORY,  ABSENTMINDED- 
NESS AND  THEIR  TREATMENT.  By  Arnold 
Lorand,  M.  I).,  Carlsbad,  Czecho-Slovakia,  Auth- 
or of  “Old  Age  Deferred”,  Health  Through  Ra- 
tionay  Diet.  F.  A.  Davis  and  Company,  Pub- 
lishers, Philadelphia.  Price,  $3.00  net. 

Not  only  a mere  description  of  the  different 
causes  which  produce  bad  memory  are  thorough- 
ly and  fully  discussed  but  the  latest  and  best 
method  of  treating  the  different  conditions  and 
ailments  underlying  the  cause  are  given  care- 
ful consideration. 
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INTERNATIONAL  CLINICS.  A Quarterly  of 
Illustrated  Clinical  Lectures  and  Especially  Pre- 
pared Original  Articles  on  Treatment,  Medi- 
cine, Surgery,  Neurology,  Paediatrics,  Obstet- 
rics, Gynaecology,  Orthopedics,  Pathology,  Der- 
matology, Ophthalmology,  Otology,  Rhinology, 
Laryngology  Hygiene,  and  other  topics  of  inter- 
est to  students  and  practitioners,  by  leading 
members  of  the  medical  profession  throughout 
the  world.  Edited  by  Henry  W.  Cattell,  A.  1VL, 
M.  D.,  Philadelphia,  U.  S.  A.,  with  the  collabora- 
tion of  Chas.  H.  Mayo,  M.  D.,  Rochester,  Minne- 
sota; Sir  John  Rose  Bradford,  M.  D.,  London, 
England;  Hugh  S.  Cummings,  M.  D.,  D.  P.  H., 
Washington,  D.  C. ; William  S.  Thayer,  M.  D., 
Baltimore;  John  G.  Clark,  M.  D.,  Philadelphia; 
Frank  Billings,  M.  D.,  Chicago;  James  J.  Walsh, 
M.  D.,  New  York;  A.  McPhedran,  M.  D.  Toron- 
to, Canada;  John  Foote,  M.  D.,  Washington,  D. 

C. ;  Sir  Humphrey  Rolleston,  Bt.  K.  C.  B.,  M.  D., 

D,  C.  L.,  Cambridge,  England;  Sir  Donald  Mac 
Alister  of  Tarbert,  Bt.  M.  D.,  F.  R.  C.  P.,  Glas- 
gow, Scotland;  Seale  Harris,  M.  D.,  Birmingham, 
Alabama;  Charles  D.  Lockwood,  M.  D.,  Pasa- 
dena, California;  A.  H.  Gordon,  M.  D.,  Montreal, 
Canada  T.  M.  Devine,  B.  S.,  Melbourne,  Aus- 
tralia; Fielding  H.  Garrison,  M.  D.,  Washington, 
I).  C. ; R.  Bastianelli,  M.  D.,  Rome,  Italy. 

Volume  III.  Thirty-sixth  series,  1926.  Phil- 
adelphia and  London,  J.  B.  Lippincott  Company. 


ABT’S  PEDIATRICS.  By  150  specialists. 
Edited  by  Isaac  A.  Abt,  M.  D.,  Professor  of  Dis- 
eases of  Children,  Northwestern  University  Med- 
ical School,  Chicago.  Set  complete  in  eight  oc- 
tavo volumes  totaling  8000  pages  with  1500  il- 
lustrations, and  separate  Index  Volume  free. 
Now  ready — Volume  viii  containing  1102  pages 
with  388  illustrations  and  General  Index  to  Vol- 
umes i to  viii.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1926.  Cloth,  $10.00  per 
volume.  Sold  by  subscription. 

Abt’s  “Pediatrics”  is  now  complete — and  with 
it  goes  fre  a separate  Index  Volume  to  the  en- 
tire work.  This  index  volume  makes  instantly 
available  every  item  on  any  subject  discussed 
in  the  entire  eight  volumes.  It  gives  Abt’s 
“Pediatrics”  a permanent  reference  value  that 
will  make  it  a source  of  information  and  au- 
thority for  many  years  to  come. 

Abt’s  “Pediatrics”  is  the  first  exhaustive  work 
on  this  subject  in  35  years.  It  consists  of  a 
great  number  of  monographs  written  by  154 
authorities.  It  covers  not  only  the  medical  side 
of  pediatrics  but  presents  as  well  the  special- 
ized surgery  of  childhood. 

The  illustrations,  totaling  nearly  200  and  of 
which  many  are  in  colors,  further  enhance  the 
value  of  the  work.  They  will  be  found  a great 
help  in  diagnosis  and  in  the  application  of  treat- 
ment, whether  that  be  a simple  porcedure  or  a 
complicated  technic  in  pediatric  surgery. 

Abt’s  “Pediatrics”  does  more  than  bridge  the 


gap  of  35  years — it  embraces  the  entire  subject 
nom  every  angle. 


GENERAL  INDEX  VOLUME  OF  THE  COL- 
LuiG'i'ED  PAPiiiKB  OF  THE  MAYO  GLINIC 
AND  THE  MAYO  FOUNDATION — 1884  to 
1925  inclusive.  Octavo  volume  of  227  pages. 
Philadelphia  and  London:  W.  B.  Saunders  Com- 
pany, 1926.  Cloth  $5.00  net. 


THE  SURGICAL  CLINICS  OF  NORTH  AM- 
ERICA (Issued  serially,  one  number  every  other 
month).  Volume  VI,  Number  111  (Lahey  Clin- 
ic Number— June  1926).  214  pages  with  54  il- 
lustrations. Per  Clinics  year  (February  1926 
to  December  1926).  Paper,  $12.00;  Cloth  $16.00 
net.  Philadelphia  and  London:  W.  B.  Saunders 
Company. 


DIATHERMY,  WITH  SPECIAL  REFER- 
ENCE TO  PNEUMONIA.  By  Harry  Eaton 
Stewart,  M.  D.,  Attending  Specialist  in  Physio- 
therapy, U.  S.  Marine  Hospital,  N.  Y.  Author 
of  “Physiotherapy,  Theory  and  Clinical  Appli- 
cation”; “Physical  Reconstruction  and  Ortho- 
pedics.” Second  Edition — Revised  and  Enlarg- 
ed). 

12  Mo.  Cloth,  228  pages,  45  illustrations 
and  15.  charts,  $3.00  net.  Paul  B.  Hoeber,  Inc. 
Publishers  of  The  American  Journal  of  Roent- 
genology and  Radium  Therapy;  Annals  of  Med- 
ical History;  Annals  of  Roentgenology,  The  Am- 
erican Journal  of  Surgery,  etc.  67-69  East  59th 
St.,  New  York  City. 

“A  notable  feature  about  this  book  is  the 
modest  and  open-minded  manner  in  which  the 
data  in  favor  of  the  value  of  diathermy  in  pneu- 
monia are  presented.  The  method  is  described 
in  minute  detail,  and  the  contraindications  and 
precautions  . . . are  set  forth  in  clear  language. 
It  is  definitely  stated  that  with  proper  technique 
no  harm  can  be  done  to  the  patient;  as  diather- 
my lowers  the  blood  pressure  it  was  at  first 
thought  that  this  might  be  a contraindication 
to  its  employment  in  pneumonia,  but  experience 
has  shown  that  this  objection  does  not  hold  good. 

This  new  form  of  treatment,  so  frankly  pre- 
sented by  the  author,  certainly  deserves  atten- 
tion and  further  trial.” 


THE  DOUDENAL  TUBE,  AND  ITS  POSSI- 
BILITIES. By  Max  Einhorn,  M.  D.,  Professor 
of  Medicine  at  the  New  York  Postgraduate 
School,  Visiting  Physician  to  Lennox  Hill  Hos- 
pital, New  York.  Second  Edition,  Revised  and 
Enlarged.  Illustrated.  F.  A.  Davis  Company, 
Publishers,  Philadelphia.  Price  4.50. 

The  second  edition  has  been  thoroughly  re- 
vised, and  enlarged.  The  newer  investigations 
with,  and  the  further  elaborations  of  the  duo- 
denal tube  have  been  duly  incorporated  in  this 
volume. 
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COUNTY  SOCIETY  REPORTS 


Russell:  38th  Annual  Meeting  of  this  County 
Medical  Society  met  at  Holt  Hotel,  Jamestown, 
at  9:30  A.  M. 

W.  G.  D.  Flanagan,  Vice-President,  called  the 
meeting  to  order;  L.  D.  Hammond,  President, 
not  being  present  on  account  of  illness,  after  the 
usual  business  was  transacted  the  following  were 
elected  officers  for  1927 : 

L.  D.  Hammond  (Re-elected) President 

W.  G.  D.  Flanagan  Vice-President 

J.  B.  Scholl  Secretary  & Treasurer 

A.  V.  Neathery,  Censor — 3 yrs;  time  expiring 
December,  1929. 

J.  B.  Tartar,  Delegate  for  2 years. 

J.  S.  Rowe,  Alternate  for  2 years. 

Those  present  paid  dues  for  1927. 

Talks  and  jokes  were  made  by  all  present. 
All  seemed  to  enjoy  the  39th  annual  session 
and  promised  to  make  1927  the  hardest  work- 
ing year  for  Preventive  Medicine  and  to  aid  in 
having  frequent  Public  Health  Community 
Meetings  in  different  parts  of  Russell  County 
during  the  next  year.  We  extend  our  heart-felt 
thanks  for  their  presence  and  able  assistance  of 
Drs.  R.  C.  McChord,  Lebanon,  Heistand,  Atkin- 
son and  Elrod,  Campbellsville,  Dr.  J.  G.  Carpen- 
ter, Stanford,  Woodruff  Flowers,  Columbia; 
Granville  S.  Hanes,  E.  F.  Horine,  Frank  Perkey, 
Jethra  Hancock,  T.  L.  Higginbotham,  Louisville; 
Elvin  Harris,  Dentist;  Virgil  Kinnaird,  Lan- 
caster; A.  W.  Cain,  J.  A.  Rolin,  W.  R.  Cundiff, 
Somerset;  and  A.  A.  Hatfield,  Danville. 

We  wish  them  a happy  New  Year  and  a long 
properous  life  and  to  come  over  and  help  us  in 
our  work  through  next  year.  Of  course  I fee! 
sad  when  I think  I am  the  only  living  member 
who  was  present  38  years  ago  when  the  Russell 
County  Medical  Society  was  organized  but 
thank  the  God  of  Abraham,  Isaac  and  Jacob  for 
sparing  me  through  these  long>  years  that  I have 
been  present  at  all  meetings  while  I felt  about 
the  size  of  a three  cent  piece  I set  back  in  one 
corner  with  my  arms  akimbo  and  lip  hanging 
down  like  a motherless  colt;  ears  open,  while 
those  able  men  were  talking  I almost  jumped 
up  and  hallowed  Hallalujah. 

J.  B.  SCHOLL,  Secretary. 


Lyon:  At  a meeting  of  the  Lyon  County  Med- 
ical Society  the  following  officers  were  elected: 
C.  H.  Linn,  Kuttawa,  President;  Y.  L.  Phillips, 
Kuttawa,  Vice-President;  W.  G.  Kinsolving,  Ed- 
dyville,  Secretary  and  Treasurer. 

We  will  select  the  delegate  and  alternate  to 
the  State  Society  some  time  in  the  future. 

W.  G.  ftlNSOLVING,  Secretary. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 

For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract,  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References:  The 

medical  profession  of  Nashville. 

JOHN  W.  STEVENS,  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TENN 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


HIGH  OAKS — Dr.  Sprague’s  Sanatorium 


For  Mental  and 
Nervous  diseases 
drug  and  liquor 
addictions. 

Homelike  care 
under  expert  med 
ical  supervision. 
Attractive  new 
•*s  with 
aquip- 
treat- 

Idea.  omfoi  t 

of  patieuia.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
''erapy  for  each 
ient.  Complete 
otherapeutic 
..  nent.  Ex- 
perienced nurses. 

For  rates'and  in 
formation  address 


Phone  302.  GEO.  P.  SPRAGUE,  M.D.,  Lexington,  Ky. 

*• - -■  : 


No  need  to  question  reliability  of  our  advertisers — all  are  guaranteed.  When  answering  ads  mention  this  Joubnal. 
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Caution ! 

THE  right  gelatine,  (Knox  Sparkling  Gelatine),  dissolved 
and  added  to  milk  for  the  bottle  baby,  will  make  it  easier 
for  the  baby  to  digest  the  milk  and  absorb  full  nourishment. 
It  largely  prevents  colic,  regurgitation,  diarrhea  and  other 
baby  ailments.  It  helps  malnourished  children.  It  has  great 
value  in  diets  for  diabetes,  tuberculosis,  convalescing  patients, 
surgical  cases,  etc. 

BUT — the  wrong  gelatine  will  curdle  the  milk! 

Any  plain  gelatine  with  an  acid  content — is  the  wrong  gela- 
tine. Any  gelatine  that  is  flavored,  colored  or  sweetened,  is 
the  wrong  gelatine.  Any  gelatine  not  produced  under  constant 
bacteriological  control  is  the  wrong  gelatine! 

KllOX  is  the  approved  gelatine  because  it  is  all  pure, 
plain  gelatine — every  particle  of  it.  It  is  neutral — no 
acidity ! No  flavoring.  No  coloring.  No  sweetening.  All  fine 
hone  gelatine — the  type  of  gelatine  used  and  commended 
as  a milk  modifier  by  such  eminent  medical  authorities  as 
Jacobi,  Herter,  Alexander,  Ruhrah  and  Friedenwald. 

Some  physicians,  not  realizing  the  difference  in  gelatines, 
occasionally  forget  to  specify  Knox  Gelatine  in  making  their 
prescriptions.  The  result  is  that  mothers,  in  some  cases,  are 
buying  brands  unsuitable  for  dietary  purposes.  As  a protection, 
therefore,  we  have  requested  the  Government  to  raise  the  standards 
on  gelatine.  Pending  Government  action,  may  we  suggest  that 
you  specify  Knox  when  you  prescribe  gelatine  ? 

We  have  the  findings  of  recognized  authorities  to  prove  the 
importance  of  Knox  Gelatine  to  you  in  your  practice.  We 
have  the  experience  of  active  physicians.  We  have  valuable 
laboratory  reports,  not  only  discussing  gelatine  as  a milk 
modifier,  but  outlining  its  importance  in  various  kinds  of 
diets.  May  we  send  you  these  reports? 

METHOD  OF  COMBINING  GELATINE  WITH  MILK 
Add  one  teaspoonful  of  Knox  Sparkling  Gelatine — which  should  first 
be  soaked  about  ten  minutes  in  a little  cold  milk  and  then  dissolved 
over  hot  water  or  in  hot  milk — to.  the  glass  of  milk.  (In  infant  feed- 
ing formulas  use  a tablespoonful  of  gelatine , dissolved  as  above,  in  the 
quart  of  milk.) 

KNOX  GITATINE  I A HORATORIES 


Producers  of 
high  grade  Gelatine  for 

424  Kuox  Avenue',  Johnstoivn.  N.  V. 

KNOX 

Pioneers  in  conducting 
research  into  the  dietetic 

SPARKLING 

38  years. 

GELATINE 

i“The  Highest  Quality  for  Health” 

value  of  gelatine. 

Next  Annual  Meeting,  Owensboro,  October  3-6,  19  27 
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New — Wood  and  Rowell’s 

Health  Supervision  of  Schools 

This  book  presents  a thoroughly  practical  and  comprehensive  program  of  health  sup- 
ervision in  schools.  It  considers  the  protection  and  promotion  of  the  health  of  school 
children,  teachers,  and  all  employees  of  a school  system ; the  detection  and  correction 
of  health  defects  of  pupils,  and  methods  of  minimizing  the  limitations  of  handicap- 
ped children. 

In  discussing  the  physical  and  mental  health  of  the  pupils  the  necessary  procedures 
to  determine  whether  or  not  a child  is  healthy  are  given.  For  the  physician  this 
means  diagnosis  of  disease;  for  the  teacher,  it  means  “health  diagnosis’’;  for  the 
nurse,  an  intermediate  field — working  with  both  physician  and  teacher. 

Methods  of  examination  are  discussed;  various  standards  and  responsibilities  of 
schools  and  school  authorities  are  linked  with  the  provisions  for  the  correction  of  ill 
health  and  defects. 

By  Thomas  D.  Wood,  MD.,  College  Physician.  Adviser  in  Health  Education  and  Professor  of  Health  Education. Teachers 
College,  Columbia  University:  and  Hugh  Grant  Rowell.  M,  D.,  Physician  to  the  Horace  Mann  Schools,  Assistant  Proffes- 
sor  of  Health  Education.  Teachers  College,  Columbia  University.  Octavo  of  637  pages,  illustrated.  Cloth.  $7.50  net 

W.  B.  SAUNDERS  COMPANY  Philadelphia  and  London 
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tlou;  high  protein  feed- 
ings with  carbohydrate 


additions  can  be  used 
to  correct  fermentative 
(summer)  diarrhoea s — ^ 


FERMENTATIVE  (summer)  diarrhoea  in  in- 
fants is  now  recognized  in  the  majority  of  cases 
as  being  due  to  excessive  fermentation  of  carbohy- 
drates. The  stools  are  usually  distinguished  as  being 
greenish  in  color,  acid  in  odor,  irritating  to  the  skin, 
and  with  or  without  mucous. 

The  correction  of  fermentative  diarrhoea  is  accom- 
plished by  the  control  of  the  bacterial  activity  in 
the  intestines  which  produces  the  disturbance. 

A rational  way  to  combat  the  excess  activity  of 
acid-forming  bacteria  is  temporarily  to  reduce  the 
carbohydrate  and  increase  the  amount  of  protein 
in  the  feeding.  This  may  be  done  by  adding  Casec 
to  diluted  cow’s  milk.  The  administration  of  this 
mixture  usually  produces  less  frequent  stools  and 
of  a paste -like  consistency  within  one  or  two  days. 

After  two  or  three  days  of  such  feedings,  Mead’s 
Dextri -Maltose  is  the  form  of  carbohydrate  usually 
added  gradually  to  the  feedings  to  prevent  carbo- 
hydrate starvation.  Mead’s  Dextri -Maltose  is  the 
carbohydrate  most  easily  assimilated,  having 
greater  limits  of  tolerance  in  infants  recovering  from 
fermentative  diarrhoea. 

Samples  and  Literature  on  Request 

MEAD  JOHNSON  & CO. 

Evansville,  Indiana 


Mead's  Casec 
{Calcium  Caseinate) 


Mead's 

Dextri-Maltose 
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EDITORIAL 


THE  GREAT  FLOOD. 

The  greatest  flood  in  the  history  of  the 
Mississippi  Valley  will  have  become  historical 
when  this  is  read.  It  is  a privilege  to  pre- 
serve in  these  pages  a tribute  to  the  effective 
work  done'  by  the  All-Time  Health  Depart- 
ment of  Fulton  County  and  the  medical  pro- 
fession, all  in  conjunction  with  the  American 
Red  Cross,  at  Hickman.  More  than  four 
thousand  refugees  were  rushed  into  this  camp 
taken  from  the  flooded  areas  in  Missouri.  The 
County  Health  Officer,  Dr.  James  C.  Mor- 
rison, made  immediate  contact  with  the  Dis- 
aster Director  of  the  Red  Cross,  Mr.  Kilpat- 
rick. The  two  nurses  in  the  All-Time  Health 
Department  were  reenforced  by  Miss  East, 
the  Director  of  the  Bureau  of  Public  Health 
Nursing,  and  two  County  Health  Nurses  at 
Mayfield.  Miss  Spoeneman,  one  of  the  nurses 
of  the  Bureau  of  Child  Health  of  the  State 
Board  of  Health,  took  charge  of  the  babies  and 
kiddies  in  camp.  All  necessary  health  pre- 
cautions were  taken  from  the  outset  with  the 
result  that  there  was  a minimum  of  sickness. 
An  emergency  hospital  was  established  and 
maintained  by  the  medical  profession  of 
Hickman.  Mr.  Jacobson,  the  Sanitary  En- 
gineer from  the  State  Board  of  Health,  took 
charge  of  the  water  supply  and  sewer  dispos- 
al. The  food  supply  was  abundant  and  ex- 
cellent. No  county  in  the  United  States  has 
ever  more  creditably  done  its  bit  in  a major 
disaster  than  Hickman,  Kentucky,  during  the 
1927  flood.  This  was  due  to  the  fact  that  it 
was  organized  for  effective  work  during  ordin- 
ary times  and  could  quickly  mobilize  the  nec- 
essary force  during  this  major  emergency. 


honor  to  McDowell  and  clay. 

A distinguished  philanthropic  citizen  of 
Louisville,  Mr.  I.  W.  Bernheim,  has  made  it 
possible  for  Kentucky  to  be  represented  in 
the  Hall  of  Fame  in  the  Capitol  at  Washing- 
ton by  statues  of  two  of  its  most  distinguished 
citizens.  The  General  Assembly  created  a 
commission  consisting  of  President  McVey  of 
the  University  of  Kentucky,  President  Colvin 
of  the  University  of  Louisville  and  President 
Hutchins  of  Berea  College.  They  have  taken 


the  time  to  carefully  consider  the  matter,  and. 
after  corresponding  with  representative  peo- 
ple not  only  in  Kentucky  but  also  distinguish- 
ed Kentuckians  who  live  elsewhere,  they  have 
selected  Ephraim  McDowell  and  Henry  Clay. 

The  Journal  congratulates  the  State  and 
the  Commission  upon  these  wise  selections. 
Those  familiar  with  the  history  of  Kentucky 
and  of  mankind  recognize  in  the  “Father  of 
Ovariotomy”  and  the  “Great  Compromiser” 
the  two  of  our  citizens  who  have  contributed 
the  most  to  human  welfare.  It  is  good  for 
the  nation  that  the  story  of  these  two  great 
lives  shall  be  kept  before  it. 


POLLUTION  OF  WATERWAYS. 

Permitting  a menacing  condition  to  pre- 
vail such  as  the  pollution  of  rivers  and 
streams  is  indeed  a subject  for  criticism. 

The  most  preposterous  method  of  disposal 
of  sewage  and  garbage  in  the  rivers  and 
streams,  threatens  the  health  of  all  centers 
situated  upon  waterways. 

Scientists  ofttimes  warn  of  the  day  when 
population  will  have  so  increased  there  will 
be  overcrowding  of  such  proportions  as  to 
make  impossible  the  growing  of  sufficient  food 
to  feed  the  people,  but  rather  would  we  con- 
sider man  his  own  worst  enemy  in  not  adopt- 
ing proper  means  of  disposing  of  his  own 
filth.  When  one  stops  to  think  of  it — how 
asinine  is  it  that  man  should  run  his  own 
offal  into  formerly  pure  streams,  pollute  them 
and  then  be  compelled  to  erect  expensive  fil- 
tration plants  to  remove  the  filth  which  he 
willfully  and  knowingly  put  into  the  streams. 
And  if  the  present  system  is  continued,  the 
year  is  not  so  far  distant  when  pollution  will 
be  so  terrible  it  will  be  impossible  to  purify 
inland  waters  by  means  of  chemical  filtration 
and  render  the  same  fit  for  human  consump- 
tion. 

1 et  the  filth  we  waste,  by  turning  it  into 
our  harbors  and  streams  and  then  paying  mil- 
lions to  reclaim  the  waters  so  deliberately  pol- 
luted, would  be  worth  millions  upon  millions 
if  converted  into  compounds  with  which  to 
aid  Mother  Nature  in  producing  crops  from 
impoverished  lands. 

The  scheme  of  the  world  runs  in  cycles, 
of  which  life  and  death  are  but  incidents. 
That  which  today  is  lowly  refuse  might  to- 
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morrow  be  transformed  into  one  of  the  most 
useful  or  most  beautiful  articles  known  to 
man.  But  to  live,  let  live  and  make  the  most 
of  the  opportunities  afforded,  the  laws  of 
Nature  cannot  be  violated.  Streams  must  be 
kept  pure,  lands  enriched  and  proper  uses 
made  by  man  of  electrons,  protons  and  all  the 
atomic  forces  which  compose  and  decompose 
all  matter. 

T.  M.  Dorsey. 

A FINE  TRIBUTE. 

One  of  the  finest  Characters  in  the  medical 
profession  of  Kentucky  is  Doctor  Benjamin 
F.  Van  Meter  of  Lexington.  Doctor  Van 
Meter  is  almost  too  young  to  be  called  a veter- 
an and  yet  his  attainments  and  distinction 
rank  him  as  one  of  the  leaders  of  the  profes- 
sion and  he  is  a veteran  of  the  World  War. 

Early  in  the  year  he  became  very  ill  and 
was  sent  to  the  Veterans  Hospital  at  Oteen. 
North  Carolina.  His  stay  in  the  hospital  gave 
his  associates  in  the  Fayette  County  Medi- 
cal Society  an  opportunity  to  pay  him  one  of 
the  most  beautiful  tributes  that  has  ever 
come  to  our  attention.  Every  member  of  the 
Society  wrote  him  an  affectionate  letter  of 
friendly  greeting. 

BUREAU  OF  DENTAL  HEALTH. 

The  State  Board  of  Health  of  Kentucky, 
through  its  newly  created  Bureau  of  Dental 
Health  is  announcing  the  beginning  of  a cam- 
paign for  Preventive  Dentistry. 

In  seeking  good  health  physicians  are  es- 
pecially interested  in  this  development  be- 
cause Preventive  Dentistry  controls  many 
phases  of  the  general  subject.  The  skill  of 
mechanical  dentistry  can  be  taught  to  any 
good  mechanic,  but  the  science  upon  which 
the  art  is  based  is  a much  broader  field.  As 
dentists  and  doctors  learn  that  their  , work 
helps  to  keep  perfect  the  highest  form  of  life, 
the  human  race,  they  will  become  more  and 
more  interested  in  Preventive  Dentistry 
amongst  the  other  fields  of  preventive  medi- 
cine. 

The  Director  of  the  new  Bureau  well  says, 
“Real  dentistry  stands  for  more  than  dol- 
lars, and  when  we  do  good  for  others  we  real- 
ly do  best  for  ourselves,  mentally  and  spirit- 
ually. We  as  a profession,  must  find  a real 
solution  for  Dental  Health.” 


ATTENTION  DISABLED  VETERANS  OF 
THE  WORLD  WAR, 

The  following  is  printed  for  the  informa- 
tion of  the  Medical  profession,  since  doctors 
are  more  frequently  asked  for  information 
and  advice  than  any  others. 

All  veterans  of  the  World  War  who  were 
wounded,  gassed,  injured  or  disabled  in  line  of 
duty  while  in  the  military  or  naval  service  be- 
tween the  dates  of  April  6,  1917  and  July  2, 
1921  and  who  received  honorable  discharges 
whether  over-seas  or  not,  who  desire  valuable 
assistance  in  securing  compensation  or  in- 
crease in  what  they  are  now  receiving,  can 
now  do  so  through  the  State  Headquarters  of 
the  Disabled  Veterans  of  the  World  War  at 
Lexington,  Kentucky. 

A number  of  disabled  veterans  of  the  s'tate, 
among  the  number  being  Sergeant  Willie 
Sandlin,  Kentucky’s  only  native  born  Medal 
of  Honor  Veteran  of  the  World  War,  who  sin- 
gle handed  killed  twenty-four  of  the  enemy  in 
one  day,  have  since  the  first  of  the  year'  or- 
ganized the  Disabled  Veterans  of  the  State  in- 
to a strong  body  and  expect  to  assist  every 
veteran  that  asks  for  help. 

On  Friday  and  Saturday,  June  10th  and 
11th,  a State  Convention  will  be  held  in  Lex- 
ington to  which  all  disabled  veterans  in  Ken- 
tucky are  invited.  Several  wealthy  friends  of 
the  veterans  have  guaranteed  the  funds  to  en- 
tertain the  crowd. 

Every  disabled  veteran  of  the  World  War 
should  at  once  write  State  Headquarters  of 
Disabled  Veterans,  Lexington,  Kentucky  giv- 
ing names,  addresses  and  state  kind  of  assist- 
ance needed,  which  will  be  furnished  abso- 
lutely free. 

Transverse  Presentations. If  the  bag  of  Wa- 

ters is  ruptured,  version  should  not  be  unduly 
delayed  with  the  idea  of  following  this  maneuver 
immediately  by  extraction;  the  danger  of  im- 
paction or  of  rupture  of  the  uterus  is  too  great. 
Nor  does  Kammiker  approve  of  forced  extraction 
after  version  unless  the  fetal  heart  tones  remain 
bad.  In  placenta  previa,  immediate  extraction 
is  absolutely  contraindicated.  In  a material  of 
130  transverse  presentations,  transperitoneal 
cesarean  section  was  performed  eight  times;  the 
cause  of  the  false  presentation  in  these  cases 
was  contracted  pelvis.  All  the  mothers  thus  op- 
erated on  lived,  and  all  the  children  were  deliv- 
ered alive;  one  died  three  days  later  from  pneu- 
monia. Spontaneous  version  took  place  in  four 
cases,  spontaneous  evolution  in  three,  partus  con 
duplico  corpore  in  two.  The  children  in  the  last 
named  deliveries  were  premature  and  abnormal- 
ly small;  one  was  born  alive  but  died  within  an 
hour.  If  impaction  has  taken  place,  embryo- 
tomy is  the  quickest  and  safest  procedure. 
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TIIE  PRESENT  STATUS  OF  GALL 
BLADDER  SURGERY.* 

By  L.  Wallace  Frank,  Louisville. 

In  any  consideration  of  the  disease  of  the 
gall  bladder  one  must  realize  that  pathology 
may  exist  for  years  giving  such  slight  evi- 
dence of  disease  that  serious  trouble  here  is 
often  unsuspected.  Quite  commonly  do  we 
note  associated  with  chronic  gall  bladder  dis- 
ease other  pathological  changes  such  as  car- 
diac degeneration,  changes  in  the  pancreas, 
liver  (1)  etc.  Of  the  symptoms  of  marked 
gall  bladder  infection  all  are  aware.  A typi- 
cal case  either  of  gall  bladder  colic  or  acute 
cholecystitis  is  easy  of  diagnosis  and  such 
cases  are  immediately  recognized  as  surgical 
and  the  proper  treatment  instituted  early. 

The  symptoms  of  the  greater  group,  i.  e., 
the  low  grade  infections  of  the  gall  bladder, 
are  not  so  marked.  Tn  this  group  fall  a large 
number  of  the  chronic  dyspeptics  whose  symp- 
toms are  gas  and  fullness  after  meals,  eructa- 
tions, at  times  a little  fever,  hvper  or  hypo- 
acidity and  constipation.  These  individuals 
frequently  have  pain  in  the  epigastrium  and 
at  times  a slight  degree  of  jaundice.  Dis- 
eases other  than  gall  bladder  infection  may 
produce  like  symptoms  and  it  is  most  import- 
ant that  we  make  a correct  diagnosis. 

Until  recently  this  was  a most  difficult  dif- 
ferentiation to  make  and  it  depended  wholly 
upon  an  accurate  analysis  of  an  intelligently 
given  history.  It  is  true  there  have  been  one 
or  two  laboratory  tests  which  have  aided  us 
in  our  study  of  this  type  of  case,  one.  the  Von 
der  Burg  test  of  the  estimation  of  blood  bili- 
rubin (normal  being  .6  mgms,  per  100  ccm. 
of  blood).  According  to  Lahey  (2)  blood 
bilirubin  of  more  than  .7  mgms,  per  100  cm. 
of  blood  is  of  diagnostic  value.  Likewise  an 
icterus  index  of  12  to  14  definitely  indicates 
biliary  pathology. 

The  x-ray  is  of  diagnostic  value  in  positive 
cases,  i.  e„  those  in  which  shadows  of  stones 
are  present.  It  is  the  opinion  of  a number  of 
observers  that  a normal  gall  bladder  does  not 
cast  a shadow  and  consequently  those  show- 
ing on  the  x-ray  plate  are  considered  patho- 
logical. Additional  evidence  of  gall  bladder 
disease  is  demonstrated  in  the  roentgenologi- 
cal examination  of  the  gastro-intestinal  tract 
such  as  peripyloric  adhesions,  deformity  of 
the  duodenal  bulb  due  to  an  enlarged  blad- 
der. or  adhesions  of  the  hepatic  flexure  of 
the  colon.  Such  indirect  indications  of  gall 
bladder  disease  must  be  considered  along  with 

*Retid  before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  21,  22,  23,  1926. 


the  history  of  the  case,  the  physical  findings 
and  laboratory  studies.  Such  roentgenolog- 
ical findings  are  not  positive  but  corrobora- 
tive only. 

In  February  1924  Graham,  Cole  and  Goph- 
er (3)  made  a preliminary  report  of  x-ray 
studies  of  the  gall  bladder  after  the  intraven- 
ous administration  of  a dye  substance,  tetra- 
bromphenolphthalein.  They  found  that  this 
drug  was  eliminated  by  the  liver,  collected  in 
the  gall  bladder  and  was  there  in  sufficient 
concentration  to  cast  a shadow  upon  the  x-ray 
plate.  Since  their  epoch  making  discovery 
numerous  observers  have  worked  along  this 
line  and  we  now  have  accumulated  a mass  of 
literature  bearing  upon  the  subject.  The  toxic 
action  of  the  drug  which  was  noted  in  a suf- 
ficiently large  number  of  early  cases  to  make 
a serious  objection  to  this  method  of  investi- 
gation has  been  largely  eliminated.  Further- 
more it  has  been  demonstrated  that  this  sub- 
stance can  be  given  orally  and  although  the 
results  are  not  so  good  as  when  given  by  the 
intravenous  route  there  is  sufficient  absorp- 
tion of  the  drug  to  cast  clear  gall  bladder 
shadows.  By  a careful  study  of  roentgeno- 
grams taken  at  intervals  after  the  administra- 
tion of  Sodium  Tetraiodophenolphthalein,  the 
preparation  now  in  general  use,  one  can  ob- 
tain a fairly  accurate  knowledge  of  the  con- 
dition of  the  gall  bladder.  Such  a study  may 
impart  not  only  an  idea  of  its  gross  pathology 
but  also  shows  impairment  of  function. 

The  dye  appears  in  the  gall  bladder  within 
a certain  time  after  administration,  concen- 
trates there  and  later  disappears.  Stewart 
(4)  concludes  that  when  no  shadow  of  the 
gall  bladder  appears  there  is  either  obstruc- 
tion of  the  cystic  duct  by  stone,  angulation, 
adhesions  or  swelling  of  the  mucosa : that  on 
account  of  thick  mucus  or  inspissated  bile  the 
dye  cannot  mix  with  it ; that  on  account  of 
the  thick  wall  of  the  gall  bladder  or  con- 
tracted cavity  enough  of  the  dye  could  not 
get  into  the  gall  bladder  to  form  a shadow ; 
that  on  account  of  a hydrops  the  dye  is  too 
dilute  to  cast  a shadow;  that  on  account  of 
liver  disease  or  poor  excretion  the  dye  is  not 
eliminated  or  if  so  not  until  late  and  the 
shadow  then  appears  late  after  the  adminis- 
tration. 

Graham  and  his  co-workers  (5)  are  of  the 
opinion  that  when  no  shadow  appears  there 
is  either  one  of  two  things,  serious  gall  blad- 
der pathology  or  a badly  damaged  liver  and 
in  more  than  90  percent  of  instances  the  for- 
mer is  true.  Carman  (6)  states  that  abnor- 
mal responses  show  as  failure  of  the  gall 
bladder  to  fill  with  the  dye,  scanty  filling  as 
shown  by  persistent  faintness  of  the  shadow, 
partial  filling  and  deformity  of  contour,  and 
mottling  of  central  defects. 
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The  results  of  the  study  of  the  gall  blad- 
der by  cholecystography  has  been  most  illum- 
inating. It  was  formerly  our  belief  that 
many  gall  bladders  were  removed  in  which 
the  gross  pathology  was  not  sufficient  to  war- 
rant such  a procedure.  By  usin<r  this  new 
method  of  investigation  we  have  found  gall 
bladders  in  which  there  was  no  concentra- 
tion of  the  drug  and  operation  revealed  very 
little  gross  pathology.  Several  such  gall 
bladders,  however,  when  opened  have  con- 
tained small  calculi  of  such  size  that  they 
were  not  palpable. 

Failure  of  concentration  of  the  dye  means, 
in  the  absence  of  liver  disease,  loss  of  the  pow- 
er of  the  gall  bladder  to  absorb  water.  Such 
loss  can  be  due  either  to  a diseased  mucosa  or 
to  pathological  changes  in  the  deeper  walls 
of  the  gall  bladder  interfering  with  absorp- 
tion within  the  organ.  In  clear  cut  cases  of 
chronic  cholecystitis  there  has  been  frequent- 
ly noted  a mottling  of  the  liver  at  the  site  of 
the  cholecyst  which  appears  as  a white  stria- 
tion.  Such  marking  is  thought  to  be  due  to 
blocking  of  the  lymphatics  and  is  the  re- 
sult of  inflammatory  changes  in  the  lymphat- 
ic connection  between  liver  and  gall  bladder 
due  to  a chronic  cholecystitis. 

To  our  mind  the  great  objection  to  indis- 
criminate cholecystectomy  has  been  the  sacri- 
fice of  an  organ  which  has  a definite  function. 
The  function  of  the  gall  bladder  is  twofold, 
concentration  of  bile  during  periods  when  it 
is  not  needed  for  digestion  and  secondly  to 
regulate  the  pressure  in  the  common  duct.  A 
gall  bladder  which  cannot  concentrate  bile  is 
no  longer  a functioning  organ  and  in  the 
presence  of,  symptoms  of  gall  bladder  disease 
and  the  findings  of  positive  evidence  of  gall 
bladder  pathology  by  the  Graham  method  we 
believe  such  should  be  removed. 

As  we  previously  stated  there  may  occur 
changes  in  other  organs  secondary  to  a low 
grade  infection  of  the  cholecyst.  It  was 
stated  years  ago  that  “The  only  good  Indians 
were  dead  Indians,”  and  so  it  .is  with  gall 
stones.  The  only  gall  stones  that  are  of  no 
significance  are  the  removed  ones.  There  are 
no  silent  gall  stones.  Whether  stones  are  the 
result  of  gall  bladder  infection  or  the  causa- 
tive factor  is  of  little  consequence.  The  chief 
consideration  is  that  we  here  have  a condi- 
tion which  may  be  followed  by  serious  conse- 
quences and  it  should  be  eradicated. 

Operative  treatment  of  gall  bladder  dis- 
ease must  of  necessity  vary  with  the  pathol- 
ogy found  and  the  condition  of  the  patient. 
No  hard  and  fast  rule  can  be  followed  but 
cholecystectomy  should  be  done  when  possi- 
ble. In  the  presence  of  marked  pancreatic 
involvement  the  advisability  of  removing  the 
gall  bladder  may  be  questioned.  In  such  a 


case  if  the  organ  is  removed  drainage  of  the 
common  duct  should  ‘be  done.  It  is  our  cus- 
tom in  this  type  to  be  satisfied  with  drainage 
through  the  gall  bladder,  and  this  drainage 
should  be  continued  for  several  months.  On 
account  of  the  recurrence  of  stones  we  have 
had  occasion  to  reoperate  two  such  cases  in 
both  of  which  at  the  first  operation  the  head 
of  the  pancreas  was  enlarged,  hard  and  nod- 
idar.  There  were  but  few  adhesions  and  the 
pancreas  had  returned  to  normal.  At  times 
it  is  most  difficult  to  make  a positive  diag- 
nosis of  the  pancreatic  lesion.  Should  it 
prove  cancerous  and  the  gall  bladder  has  not 
been  removed  a short  circuiting  operation  as 
cholecyst-gastrostomy  or  cholecyst-duodenos- 
tomy  can  be  done. 

Of  the  technique  of  cholescystectomy  lit- 
tle need  be  said.  There  is  only  one  step  in 
this  procedure  that  we  would  like  to  empha- 
size, i.  e.,  the  isolation  of  the  cystic  duct  in 
some  cases.  When  there  are  many  adhesions 
about  the  ducts  we  think  it  wise  to  dissect 
out  the  cystic  and  common  ducts  in  order  to 
prevent  injury  to  the  latter  either  by  clamp 
or  section.  In  some  individuals  the  cystic  and 
common  bile  ducts  lie  parallel  and  in  the  re- 
moval of  the  gall  bladder  common  duct  in- 
jury can  easily  occur.  The  repair  of  such 
injuries  is  a most  difficult  task  and  preven- 
tion by  care  at  the  time  of  operation  is  the 
best  measure. 

In  1868  John  Slough  Babbs  performed  the 
first  cholecystostomy  and  this  operation  was 
later  popularized  by  Marion  Simms  in  1878 
and  still  later  by  Halstead  of  Johns  Hop- 
kins. It  became  the  surgical  treatment  of 
choice  in  gall  bladder  affections.  Its  use  was 
widespread  and  it  continued  in  popularity 
long  after  the  introduction  of  cholecystec- 
tomy by  Langenbuch  in  1882.  Cholecystos- 
tomy was  done  in  all  except  the  more  severely 
diseased  gall  bladders,  in  the  latter  cholecys- 
tectomy was  done  and  its  mortality  was  ex- 
ceedingly great.  Now  with  our  wider  exper- 
ience and  improved  technique  we  have  re- 
versed the  old  method  of  handling  these  cases 
and  cholecystectomy  is  the  almost  universal 
treatment.  In  the  very  acute  infections,  in 
the  gangrenous  gall  bladders  and  in  patients 
whose  resistance  is  low  cholecystostomy  is 
done.  At  the  present  time  the  mortality  for 
cholecystostomy  is  greater  than  for  cholecys- 
tectomy due  chiefly  to  the  fact  that  the  for- 
mer operation  is  done  only  in  the  more  ser- 
ious cases. 

In  the  acute  gangrenous  gall  bladders  it  is 
our  custom  to  establish  drainage  and  later 
remove  the  organ  should  symptoms  recur  or  a 
sinus  develop.  The  latter  is  not  an  uncom- 
mon sequence  due  to  sloughing  of  the  mu- 
cosa at  the  cystic  duct  and  stricture  forma- 


June,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


259 


tioij,  or  occasionally  an  overlooked  or  newly 
formed  stone. 

Much  lias  been  written  of  the  treatment  of 
the  deeply  jaundiced  patient.  In  these  cases 
careful  studies  not  only  of  the  clotting  time 
hut  also  of  the  bleeding  time  must  he  made. 
We  prefer  that  both  be  within  normal  lim- 
its and  in*  those  where  either  is  prolonged  cal- 
cium lactate  is  given  orally  or  calcium  chlor- 
ide by  the  intravenous  route.  We  also  use 
one  of  the  commercial  preparations  which  we 
think  has  proven  of  value  in  shortening  the 
clotting  and  bleeding  time.  Transfusion  of 
whole  blood  is  of  great  value  in  the  pre-opera- 
tive preparation  of  this  type  of  case.  Fur- 
thermore the  introduction  of  large  quanti- 
ties of  fluid  before  undertaking  any  surgical 
procedure  is  of  benefit.  With  proper  pre- 
operative care  and  the  careful  estimation  of 
the  functional  capacity  of  the  kidneys  opera- 
tion may  be  done  with  a relatively  degree  of 
safety. 
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DISCUSSIONS. 

Irvin  Abell,  Louisville:  Dr.  Frank  has  given 

us  an  extremely  interesting  and,  to  my  mind,  a 
very  fair  and  accurate  presentation  of  surgery 
of  the  gall-bladder  at  the  present  time. 

I find  myself  in  perfect  harmony  with  his 
statements  and  his  conclusions  and  can  only 
hope  to  emphasize  some  of  the  points  which  he 
has  made. 

First  in  regard  to  cholecystography,  I quite 
heartily  agree  with  him  that  in  the  vast  major- 
ity of  cases  an  accurate  diagnosis  can  be  made 
by  a correct  evaluation  of  the  patient’s  symp- 
toms and  history.  In  our  experience  cholecysto- 
graphy has  been  of  value  largely  in  the  border 
line  cases.  We  have  used  it  in  perhaps  150 
cases,  and  our  conclusions  have  tallied  largely 
with  his  own.  In  the  patients  presenting  a def- 
inite history  of  gall-bladder  disease,  cholecysto- 
graphy is  interesting  only  from  an  academic 
standpoint,  yet  in  the  individual  with  more  or 
less  mild  digestive  disturbance,  in  whom  one  is 
unable  to  demonstrate  disease  of  the  pylorus, 
of  the  stomach,  of  the  duodenum,  one  hesitates 
to  advise  an  abdominal  operation,  unless  he 
feels  satisfied  that  there  is  sufficient  pathology 
to  justify  it. 

It  is  just  in  this  type  of  cases  that  we  have 
found  cholecystography  most  satisfying.  We 
have  used  tetraidophthalein  almost  exclusive- 
ly given  by  mouth,  and  this  in  about  eighty  to 
eighty-five  per  cent  of  the  cases  is  very  satis- 
factory, and  in  ten  to  fifteen  per  cent  of  cases 
the  result  is  indeterminate. 

I notice  that  recently  Dr.  Graham  and  his 


co-workers  have  almost  all  gone  back  to  the  in- 
travenous administration  of  the  drug,  just  to 
eliminate  this  ten  to  fifteen  per  cent  of  cases 
in  which  an  indeterminate  result  has  been  ob- 
tained. 

It  is  particularly  gratifying  to  have  the  labor- 
atory confirmation  of  one’s  diagnosis  in  these 
border  line  cases.  I can  recall  in  my  own  ex- 
perience having  operated  upon  ten  gall-blad- 
ders containing  either  adenomata  or  papillomata, 
in  only  one  of  which  could  the  tumor  be  pal- 
pated with  the  gall-bladder  exposed,  and  only 
in  very  few  of  which  could  the  tumor  be  pal- 
pated with  the  gall-bladder  open. 

We  have  been  accustomed  to  rely  upon  en- 
largement of  the  glands  along  the  cystic  duct  in 
conjunction  with  a history  of  persistent  disturb- 
ance of  digestion  as  indicating  a chronic  chole- 
cystic inflammation. 

If  we  can  have  cholecystography  in  these 
cases  before  operation,  I am  sure  it  is  a very 
much  easier  matter  and  one  perhaps  productive 
of  more  satisfying  results  to  know  at  the  time 
that  we  are  actually  dealing  with  pathology 
which  might  not  be  recognizable  to  the  naked 
eye. 

In  regards  to  malignancy,  I think  it  is  true 
that  at  least  ninety-eight  per  cent  of  the  cases 
of  carcinoma  of  the  gall  bladder  are  engrafted 
on  rather  long  continued  disease  in  the  gall-blad- 
der, in  the  vast  majority  of  which  stones  are 
present.  This  certainly  is  an  indication  that  if  we 
are  to  take  part  in  the  prevention  of  carcinoma, 
we  should  urge  such  patients  to  subject  them- 
selves to  operation  before  the  advent  of  such  a 
pathological  change,  because  we  know  from  ex- 
perience that  practically  the  only  cases  of  car- 
cinoma of  the  gall-bladder  that  we  ever  cure  are 
those  that  we  remove  on  indication  of  chronic 
cholecystitis  and  in  which  the  malignancy  is  re- 
vealed subsequently  upon  microscopic  examina- 
tion. Any  carcinomatous  disease  in  the  gall- 
bladder that  can  be  recognized  before  operation, 
or  even  at  the  time  of  operation  by  ocular  ex- 
amination is  practically  beyond  the  possibility 
of  cure. 

Finally,  I would  like  to  emphasize  one  other 
thing  to  which  Dr.  Frank  has  called  attention. 
In  years  gone  by  we  have  been  accustomed  to 
think  of  gall-bladder  disease  as  a disease  limited 
to  this  one  organ.  At  present  we  realise  that 
gall-bladder  disease  is  frequently  but  a part  of  a 
system  of  disease;  if  you  will  think  of  the  liver 
and  its  ducts,  of  the  gall-bladder,  of  the  pan- 
creas, and  of  the  duodenum  as  comprising  one 
distinct  system  you  have  a better  idea  of  the 
disease  in  that  system  rather  than  attempting  to 
visualize  disease  in  the  gall-bladder  as  limited  to 
the  gall-bladder  alone. 

In  twelve  cases  of  acute  hemorrhagic  pan- 
creatitis that  have  come  under  my  observation, 
stones  were  present  in  the  gall-bladder  in  eleven 
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and  in  the  twelfth  unquestioned  microscopic 
gall-bladder  disease  was  present. 

In  a consecutive  series  of  over  500  operations 
on  chronic  cholecystitis  in  which  the  condition 
of  the  pancreas  was  noted  at  the  time  of  oper- 
ation, over  fifty  peb  cent  showed  demonstrable 
change  in  size,  contour  or  density  of  the  pan- 
creas itself.  In  a very  small  series  of  cases  un- 
dertaken since  the  first  of  May  of  this  year  in 
which  chronic  cholecystitis  we  have  repeatedly 
removed  a small  section  of  the  liver  for  micro- 
scopical examination,  we  have  yet  to  receive 
from  the  laboratory  a single  report  or  normal 
liver  tissue.  They  have  shown  invariably  in- 
tralobular hepatitis  with  or  without  fatty  de- 
generation. If  you  can  demonstrate  this  living 
pathology  to  that  coincident  and  concomitant 
disease  in  the  biliary  system  as  well  as  distant 
disease  in  the  shape  of  a myocarditis  or  nephritis, 
how  important  the  deduction  or  the  conclusion 
that  patients  presenting  continued  evidence  of 
digestive  disturbance  should  receive  early  at- 
tention when  possibly  the  pathological  ideal 
might  be  carried  out.  The  pathological  ideal,  of 
course,  is  to  remove  all  of  the  pathology,  and 
theoretically  cholecystectomy  accomplishes  this, 
provided,  of  course,  that  the  disease  is  limited 
entirely  to  the  gall-bladder.  It  is  only  when 
you  recognize  the  cases  early  that  this  will  be 
possible.  Later  in  the  course  of  the  disease  as 
indicated  this  is  often  impossible.  In  acute  in- 
fections with  extension  of  disease  beyond  the 
gall-bladder,  the  pathological  ideal  must  be  sub- 
ordinated to  the  greater  ideal  of  saving  life. 

M.  Casper,  Louisville:  One  of  the  points  I 

want  to  mention  is  the  gall-bladder  without 
stones  and  adhesions.  I have  had  a few  cases 
where  I broke  up  the  adhesions,  and  left  the 
gall-bladder.  This  I think  is  decidedly  a mis- 
take. I think  that  it  is  the  very  gall-bladder  that 
should  be  removed.  Once  or  twice  in  a similar 
case  we  have  tried  remedying  it  in  the  earlier 
period.  That  didn’t  work  out  well  either.  Late- 
ly we  always  remove  the  gall-bladder  with  ad- 
hesions. 

Another  point  is  that  often  you  can  get  ad- 
vantage of  drainage  by  removing  the  gall-blad- 
der by  applying  the  tube  through  the  cystic  duct. 
This  gets  rid  of  a lot  of  infection  in  the  ducts. 

The  most  important  point  I wish  to  make  is 
the  following  up  of  these  gall-bladder  cases.  The 
tendency  is,  after  we  remove  the  gall-bladder 
and  the  patient  gets  out  of  the  hospital,  to  for- 
get about  it.  This  patient  is  far  from  well,  as  a 
rule,  and  if  the  patient  goes  on  in  the  same  hab- 
its and  the  same  ways  of  life  as  she  did  before 
(I  will  say  she  because  three-fourths  of  gall- 
bladder surgery  is  in  women),  she  is  certainly 
going  to  have  trouble  either  in  the  pancreas  or 
in  the  common  duct  or  in  the  liver. 

Dr.  Abell  said  that  very  often  concomitant 


and  the  inflammatory  trouble  is  in  the  liver  al- 
ready. 

I had  a case  recently  in  which  I opened  up 
the  common  duct  three  times  after  removing 
the  gall-bladder  several  years  before.  I am  sat- 
isfied that  these  stones  were  not  overlooked  be- 
cause we  found  the  common  duct  literally  jam- 
med with  stones  on  each  operation  .the  second 
and  third  time.  The  last  time  they  reformed 
within  about  a year.  They  were  very  soft  con- 
cretions. The  duct  had  gotten  as  big  as  the 
thumb,  and  it  was  literally  jammed  with  this 
sandy  concretion. 

This  patient  was  a large  woman  weighing 
about  300  pounds  and  would  not  listen  to  diet- 
ary or  any  other  regulations  and  of  course  suf- 
fered constantly.  I think  if  we  work  along  with 
the  internist  in  these  cases  and  have  the  patient 
report  to  the  internist  and  follow  out  the  diet- 
ary and  sanitary  instructions,  our  results  will 
be  considerably  better. 

B.  F.  Zimmerman,  Louisville:  I want  to  ex- 

press my  appreciation  of  Dr.  Frank’s  excellent 
paper.  There  are  just  a few  of  the  statements 
that  I want  to  speak  of  for  a moment.  One  is 
that  in  the  acute  cases  that  are  gangrenous  we 
should  not  attempt  radical  operation.  I grant 
you  that  we  may  succeed  and  we  may  have  a 
majority  of  the  cases  going  on  all  right,  but 
occasionally  one  of  them  is  going  to  prove  fa- 
tal, and  then  we  are  convinced  that  if  we  had 
been  a little  more  conservative  and  had  drained 
that  gall-bladder,  with  or  without  the  removal  of 
the  stones,  and  waited  until  the  infection  had 
subsided  and  then  attempted  our  radical  opera- 
tion, we  would  have  had  better  results. 

The  changes  in  the  pancreas,  gross  changes 
such  as  Dr.  Abell  mentioned,  are  in  accord  with 
our  observation.  In  the  last  eight  months  it  has 
been  our  privilege  to  see  two  cases  of  acute  pan- 
creatitis. I had  only  seen  three  before  in  my 
experience. 

Each  of  these  had  stones  in  the  gall-bladder 
and  one  of  them  had  a stone  removed  from  the 
common  duct. 

In  all  cases  of  gall-stones  where  the  stones 
are  small  and  numerous,  as  Dr.  Frank  showed  in 
one  of  these  pictures  here,  I think  he  is  exactly 
right  in  saying  that  that  gall-bladder  should  'be 
removed.  Even  though  he  is  satisfied  that  every 
stone  can  be  extracted  from  the  gall-bladder  and 
the  ducts,  it  is  questionable  whether  that  will 
prevent  the  formation  of  stones  of  similar  size 
and  nature  after  drainage  has  ceased. 

In  other  words,  the  gall-bladder  so  far  as 
forming  stones  is  concerned  is  in  a very  prolific 
stage.  We  feel  that  all  such  gallbladders  should 
be  removed,  and  especially  is  that  true  in  the 
young  individual.  In  an  old  patient  with  one  or 
two  stones  of  large  size  and  no  evidence  of  any 
recent  formation,  I feel  that  often  we  are  doing 
best  by  the  patient  in  simply  removing  these 
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large  stones  which  have  been  formed  probably 
years  before,  and  there  is  no  evidence  of  any 
further  formation,  and  draining  that  gall-blad- 
der, because  it  is  a simpler  thing  and  one  that 
the  older  patient  will  probably  stand  better  than 
a cholecystectomy. 

L.  Wallace  Frank,  Louisville,  (in  closing)  : As 
we  stated  in  our  paper  and  as  was  emphasized 
by  Dr.  Abell,  it  is  in  the  indefinite  case,  the 
borderline  case,  that  cholecystography  has  its 
greatest  value.  In  the  clear  cut,  definite  case 
such  study  is  not  necessary  to  make  a diagnosis. 
In  the  borderline  case  one  hesitates  to  advise 
lapartomy  when  uncertainty  exists  as  to  wheth- 
er or  not  a surgical  condition  will  be  found. 
However  should  we  have  in  addition  to  the 
usual  vague  symptoms  the  confirmatory  evidence 
of  a positive  x-ray  diagnosis  there  is  no  ques- 
tion but  that  surgery  is  warranted.  In  the  past 
no  doubt  many  gall  bladders  have  been  removed 
with  the  diagnosis  of  chronic  cholecystitis  and 
the  patient  not  benefitted  by  the  operation.  With 
the  present  day  method  of  investigation  this 
should  no  longer  obtain  and  we  feel  sure  that 
by  this  newer  method  of  study  we  can  eliminate 
those  “come  backs”  which  are  in  a way  a reflec- 
tion upon  all  us  who  are  doing  surgery.  If 
without  this  x-ray  study  operation  is  done  for 
cholecystitis  and  no  indications  of  biliary  path- 
ology, such  as  adhesions,  enlarged  glands  along 
the  ducts,  etc.,  found  we  believe  cholecystostomy 
is  contra-indicated.  Remove  what  pathology  is 
found,  be  it  appendix  or  elsewhere  and  be  con- 
tent to  let  the  gall  bladder  alone.  Then  surely 
we  have  not  made  the  patient  any  worse  which 
adhesions  resulting  from  an  ill  advised  chole- 
cystostomy might  do. 

As  to  the  best  method  of  giving  the  dye 
there  can  be  no  question  but  that  the  intraven- 
ous route  is  preferable.  Reactions  still  occur  but 
when  the  drug  is  introduced  into  the  vein  the 
possibility  of  failure  of  absorption  is  eliminated. 
For  the  examination  of  the  ambulatory  patient 
the  oral  method  of  administration  is  the  easier. 
However  before  pictures  of  the  gall  bladder  are 
made  examination  of  the  lower  bowel  should  be 
done  to  determine  the  presence  of  unabsorbed 
dye  substance  and  so  eliminate  a possible  error 
in  the  interpretation  of  the  roentgen  findings. 

Of  a number  of  individuals  who  have  had  their 
gall  bladders  removed  a few  may  have  recur- 
rence of  symptoms  and  suffer  similar  to  the 
way  they  did  previous  to  operation,  namely, 
with  upper  abdominal  distress.  In  this  type  of 
case  it  is  thought  that  the  Sphincter  of  Oddi  is 
spastic,  that  there  is  a dilatation  of  the  common 
duct,  and  due  ‘ the  distention  of  the  common 
duct  on  account  of  the  spasm  of  this  sphineter, 
the  patient  still  has  epigastric  distress.  In  such 
cases  we  believe  that  duodenal  drainage  by  the 
Lyons-Meltzer  method  is  of  great  benefit. 

Dr.  Zimmerman  has  stated  " that  gall  stones 


may  occur  in  young  persons  and  we  wish  to  em- 
phasize this  point.  It  is  the  common  teaching 
that  cholecystic  calculi  and  chronic  cholecysti- 
tis is  a disease  of  middle  life.  Certainly  one 
does  not  forget  the  saying:  “Fair,  fat  and  forty, 
etc.”  We  have  seen  several  cases  of  gall  stone 
disease  in  individuals  under  twenty  and  there 
are  instances  reported  where  stones  have  been 
found  in  fifteen  year  old  patients. 

In  elderly  persons  the  treatment  of  gall  blad- 
der calculi,  be  they  large  or  small,  varies  consid- 
erably depending  upon  the  general  condition  of 
the  patient.  In  the  aged  we  believe  that  it  is 
the  best  plan  to  do  just  enough  to  give  relief  and 
not  to  attempt  ideal  surgery.  Such  patients 
usually  have  associated  kidney  and  cardiac  le- 
sions and  the  quicker  the  operation  and  the 
less  the  trauma  the  better  the  result. 

In  differentiating  renal  and  biliary  calculi 
cholecystography  may  be  of  value.  • However, 
one  must  bear  in  mind  that  the  shadow  of  a 
kidney  stone  and  that  of  the  gall  bladder  may 
overlie  one  another.  We  believe  that  the  intro- 
duction of  the  leaded  catheter  and  the  taking  of 
radiograms  in  two  positions  gives  a more  accur- 
ate means  of  differentiation. 


REVIEW  OF  THE  PRESENT  STATUS 
OF  SERA  AND  VACCINES.* 

By  R.  E.  Smith,  M.  D.,  Henderson. 

The  committee  on  scientific  work  request- 
ed that  I “Review  the  Present  Status  on  Sera 
and  Vaccines.”  It  is  needless  to  say  that  the 
time  allotted  for  the  discussion  is  insuffic- 
ient to  do  justice  to  the  subject.  Taking  eith- 
er of  these  two  subjects  sera  or  vaccines,  we 
would  more  than  consume  the  time  allotted. 

In  reviewing  the  present  status  of  sera 
and  vaccines,  if  we  look  back  to  the  time  when 
bacteriology  did  not  exist,  we  will  find  some 
remarkable  examples  of  clear  thinking  and 
what  might  be  considered  as  prophetic  ut- 
terances regarding  the  future  knowledge  of 
micro-organic  life. 

If  we  go  back  to  the  Greek  philosophers, 
we  are  struck  with  the  accuracy  with  which 
they  describe  micro-organic  life.  By  careful 
observation  of  fermentation,  they  came  to  the 
conclusion  there  must  be  something,  although 
far  out  of  the  reach  of  the  human  eye,  that 
lived  and  multiplied.  We  know  that  the  gods 
were  accused  in  many  instances  as  being  the 
direct  cause  of  disease  and  plagues  which  de- 
vastated cities  and  nations;  although  dogmas 
of  the  Church  in  many  instances  held  back 
science  for  centuries,  still  the  honest  thinker 
was  not  satisfied  with  the  explanation  given 
him  by  oracles  or  sooth-savers,  nor  was  he 
checked  from  his  investigations  by  edicts  is- 

*Read  before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  21,  22,  23,  1920. 
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sued  by  religious  counsels. 

The  knowledge  that  we  have  today  on  sera 
and  vaccines  was  dearly  paid  for,  nor  were 
these  the  only  difficulties  that  the  brilliant 
minds  and  the  indomitable  courage  of  men  like 
Anthony  Van  Leeuwenhoek  the  Dutch  natur- 
alist, who  first  discovered  the  “minute  living 
worms’’  which  were  described  to  the  Loyal 
Society  in  London  in  1683,  and  Marcus  An- 
tonius  Plenciz  of  Vienna,  who  proposed  a 
germ  theory  of  disease  in  1762,  and  taught 
the  etiological  relationship  of  Leeuwenhoek’s 
“animalculae”  to  various  diseases  and  also 
insisted  in  the  relationship  of  this  micro-or- 
ganic life  to  processes  of  decomposition.  Ed- 
ward Jenner  on  May  14,  1796  preformed  his 
first  vaccination  against  small  pox. 

Then  0.  F.  Muller,  a distinguished  Dutch 
zoologist,  studied  “forms”  and  “struc- 
tures” of  bacteria;  he  was  the  first  to  use 
the  term  “bacillus,”  “spirillum”  and  “vi- 
brio,” with  which  we  are  so  well  acquainted. 
He  was  the  first  to  attempt  the  classification 
of  bacteria.  He  made  the  following  observa- 
tions with  which  all  bacteriologists  since  his 
day  agree,  namely:  “The  difficulties  that  be- 
set the  investigation  of  these  microscopic  ani- 
mals are  complex.  The  sure  and  definite  de- 
termination (of  species)  requires  so  much 
time,  so  much  acumen  of  eye  and  judgment,  so 
much  pei'severance  and  practice  that  there 
is  hardly  anything  so  difficult.” 

If  we  will  stop  and  consider  the  various 
stages  in  the  development  of  this  science,  I 
think  that  we  will  all  agree  that  it  is  based 
on  some  of  the  most  fundamental  principles 
that  we  find  underlying  the  great  laws  that 
govern  the  animal  kingdom  in  nature.  It  has 
not  been  a hap-hazard  collection  of  facts  that 
have  been  thrown  together  from  generation  to 
generation,  but  is  the  accumulation  of  defin- 
ite scientific  data.  It  has  been  scientific  re- 
search in  the  truest  sense  that  has  given  us 
the  knowledge  that  we  possess  on  this  sub- 
ject. 

We  find  Ehrinberg  in  1836  published  his 
great  work  on  infusoria ; he  differentiated 
them  from  Protozoa.  Then  Ferdinand  Cohn 
of  Breslau,  greatly  advanced  our  knowledge 
of  bacteria.  A new  era  began  in  the  history 
of  bacteriology  with  the  work  of  Louis  Pas- 
teur, in  his  ■studies  in  fermentation,  decay 
and  putrifaction,  and  later  in  the  relation  of 
these  organisms  to  disease  processes  in  man 
and  animals.  He  took  a step  further,  he  be- 
gan the  study  of  the  scientific  method  of  pre- 
venting and  curing  these  diseases.  He  intro- 
duced experimental  methods,  used  it  with 
telling  effect  in  the  study  of  bacteriology  and 
the  allied  micro-organisms.  He  may  well  be 
called  the  founder  of  bacteriology,  but  it  re- 
mained to  Robert  Koch  in  his  epoch-making 


discovery  to  place  bacteriology  in  the  posi- 
tion of  an  independent  science. 

It  is  at  this  time  that  we  find  the  oil  im- 
mersion lens  and  the  abbe  condenser  mak- 
ing their  appearance.  He  also  developed  and 
used  anilin  dyes.  Following  these  great  path- 
finders, the  discoveries  in  bacteriology  have 
been  rapid  and  almost  continuous.  For  in- 
stance, the  etiology  of  relapsing  fevers,  of 
malarial  fever,  typhoid  fever,  bubonic  plague, 
scarlet  fever  and  others  which  it  is  not  nec- 
essary to  mention,  and  who  anions  us  will 
dare  to  state  that  tomorrow  someone  who  has 
been  working  patiently,  faithfully  and  with 
indomitable  detei’mination,  will  not  discover 
the  etiology  or  the  treatment  of  some  disease 
which  has  helped  to  add  to  the  suffering  of 
humanity. 

We  should  not  for  one  moment  forget  the 
difficulties  that  have  beset  every  step  of  the 
way  to  these  discoveries,  the  unjust  and  bit- 
ter criticism,  the  scoffing  and  ridiciue  chat 
these  discoveries  have  brought  forth.  Fras- 
cator  (1546)  spoke  of  contagion.  Van  Leeu 
wenhoek  (1675)  saw  bacteria  and  in  (1871) 
Recklinghausen  detected  them  in  wounds, 
and  Cohn  thought  that  a single  micro-organ- 
ism was  responsible  for  all  infection  and  as 
we  have  mentioned  before  we  had  to  wait  for 
Pasteur  and  Koch  to  demonstrate  the  specific 
etiology  of  disease.  It  is  needless  to  go  into 
the  various  types  of  local  and  general  infec- 
tions and  their  etiological  factors. 

Approximately  half  of  all  the  diseases  with 
which  we  are  acquainted  and  it  has  been  es- 
timated that  one  half  of  the  actual  deaths  are 
due  to  infectious  diseases.  This  group  of  dis- 
eases are  known  or  assumed  on  reasonable 
grounds  to  be  due  to  infection  by  some  extern- 
al animate  agent.  This  being  the  case  there  can 
be  little  question  then  as  to  the  relative  im- 
portance of  our  considering  the  present  status 
of  sera  and  vaccines.  Frederick  P.  Gay  discus- 
sing the  subject  has  made  the  following  state- 
ment : 

“The  importance  of  the  infectious  diseases 
become  even  more  manifest  when  we  consider 
that  it  is  in  this  group  of  diseases  that  we 
possess  the  most  satisfactory,  complete  and 
sequential  group  of  facts.  These  facts  not 
only  have  the  advantage  of  completeness 
which  renders  their  logical  presentation  possi- 
ble, but  have  led  in  a number  of  instances  to 
practical  results  of  the  greatest  importance  in 
diagnosis,  prevention  and  cure  of  diseases.” 

It  is  unpleasant  to  say  the  least  to  have 
destructive  criticism  hurled  against  any  scien- 
tific work  which  has  been  undertaken  and 
achieved,  by  ideals  of  service  to  humanity  and 
frequently  with  great  sacrifice. 

Truly  doubtful  skepticism  should  exist,  but 
at  the  same  time  it  is  very  difficult  to  explain 
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the  skepticism  and  unbelief  that  exists  in  the 
minds  of  some  of  our  own  profession  and  wc 
are  forced  to  believe  that  the  only  explana- 
tion that  may  be  given  is  inexcusable  ignor- 
ance on  the  part  of  the  skeptic.  The  medical 
profession  should  always  have  in  mind  Pas- 
teur’s maxim:  “Never  believe  anything  scien- 
tifically until  you  have  to.” 

The  knowledge  that  exists  today  on  serum 
and  vaccine  medication  is  considered  to  be 
largely  empirical  or  only  for  the  specialist 
to  understand  how  “it  works”  and  the  aver- 
age physician  has  just  to  follow  the  “rules  of 
thumb,”  give  the  dose  as  directed  and  then 
see  if  it  works.  Meanwhile  the  individuality 
of  the  physician  atrophies  little  by  little,  as 
he  allows  his  mental  processes  to  follow  in  the 
line  of  least  resistance.  There  must  be  an  in- 
telligent use  of  these  theapeutic  agencies  so 
that  they  may  be  correctly  used  and  applied, 
and  with  this  knowledge  at  our  disposal,  our 
efforts  will  be  crowned  with  increasing  suc- 
cess year  by  year. 

The  discoveries  of  the  last  few  years  on  this 
subject  has  made  a separate  science  which  we 
call  “immunology.”  In  a paper  of  this 
character  it  will  be  impossible  for  us  to  con- 
sider it  in  detail,  but  we  will  try  and  present 
as  briefly  as  possible  the  importance  of  this 
subject. 

I do  not  mean  that  we  are  to  forget  to  be 
conservative  but  we  should  be  careful  not  to 
call  narrow-mindedness  and  egotism  “conser- 
vatism.” Could  it  be  possible  that  Koch’s 
postulates  have  led  some  of  us  to  doubt  the 
etiology  of  some  diseases  ? Because  we  could 
not  make  every  condition  conform  in  every 
detail  to  the  four  postulates.  Koch’s  Postu- 
lates : 

1.  The  organism  should  invariably  be  pres- 
ent in  the  disease  processes  at  some  stage; 

failure  to  find  it  must  be  explained. 

2.  The  orgamism  should  be  isolated  from 
the  disease  processes  in  pure  culture,  and 
then  identified. 

3.  The  organism  in  pure  culture  when  in- 
jected into  a healthy  animal,  shoidd  in- 
duce the  characteristic  reaction  of  the 
disease. 

4.  The  organism  should  finally  be  recov- 
ered in  pure  culture. 

I have  often  wondered  why  someone  has  not 
dared  to  modify  the  postulates  and  state  that 
the  experiments  are  to  be  performed  on  ani- 
mals of  the  same  genera  and  species. 

Our  advance  in  knowledge  has  slightly  mod- 
ified the  original  postulates.  Another  factor 
that  has  led  to  skepticism  in  serum  and  vac- 
cine treatment  is  the  fact  that  some  of  our 
research  workers  have  gone  into  print  at 
times  a little  too  hastily  and  again  we  have 
not  taken  into  consideration  the  fact  that 


some  of  the  articles  that  we  may  have  read 
definitely  stated  they  were  a “preliminary  re- 
port. ’ ’ 

This  unfortunate  rivalry  that  exists  and 
the  necessity  of  the  individual  to  appear  first 
in  print  to  be  able  to  receive  the  distinction 
and  honor  of  being  the  “discoverer”  has  con- 
tributed, I fear,  to  the  haste  of  entering  into 
print.  The  great  mass  of  pesudo  medical  lit- 
erature which  daily  flood  our  mails  and  the 
pseudo  ethical  method  of  advertising  “only 
to  the  physician”  brings  in  this  wav  an  end- 
less number  of  “treatments”  and  “cures”  to 
the  attention  of  the  physician.  Has  it  not 
in  an  insidious  way  led  the  medical  profes- 
sion in  some  instances  to  become  more  “em- 
pirical” and  “experimental.”  If  this  treat- 
ment does  not  hit  the  spot,  that  one  may. 
All  these  cures  “without  the  knife,”  the  cures 
“without  sera”  or  “poisonous  substances.” 

It  is  unreasonable  to  think  that  with  the 
well  systematized  propaganda  opposing  scien- 
tific methods,  we  should  not  feel  the  reaction 
in  the  medical  profession,  with  its  marked  in- 
fluence on  that  side  of  medicine,  which  seems 
to  border  on  the  unknown,  because  it  is  “so 
new,”  so  it  is  natural  that  serum  and  vac- 
cine therapy  and  prophylaxis  should  still  be 
looked  at  with  doubt  and  suspicion  by  some 
of  our  own  profession. 

Do  we  not  at  times  expect  too  much  from 
our  vaccine  and  serum  treatments?  Are  we 
not  liable  to  forget  that  it  takes  time  for  the 
body  to  repair  tissues,  and  that  immunity  is 
a process  which  is  very  complicated  and  which 
we  do  not  by  any  means  fully  understand? 
The  final  word  has  not  been  spoken  in  re- 
gard to  dosage  or  the  time  through  which  our 
treatment  should  extend,  nor  have  we  yet 
come  to  any  uniform  laws  that  will  govern  all 
individuals.  There  are  individual  differences 
and  individual  idiosyncracies,  all  of  which 
will  take  time  and  endless  effort  on  the  part 
of  the  medical  profession  to  correlate  and  so 
systematize  that  we  may  be  able  to  obtain  a 
better  working  basis. 

All  sera  and  vaccines  are  not  used  with  the 
sole  purpose  of  producing  immunity  or  cur- 
ing a disease.  In  many  instances  they  are 
used  to  prevent  complications,  to  lessen  the 
severity  of  the  disease  and  to  shorten  its  nor- 
mal course. 

I do  not  mean  to  convey  the  impression  that 
all  sera  and  vaccines  are  successful  either  as 
prophylactic  or  therapeutic  aerents.  but  that 
does  not  mean  that  in  the  majority  of  cases, 
if  the  proper  vaccine  or  serum  is  employed 
that  we  will  not  get  what  may  be  considered 
marvelous  results. 

It  is  needless  to  discuss  the  prophylactic 
value  of  typhoid  vaccine  and  also  the  advan- 
tages in  its  use  during  the  attack  of.  typhoid 
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fever,  in  shortening  the  duration  of  the  dis- 
ease, and  markedly  diminishing  the  compli- 
cation and  severity  of  the  disease. 

Let  us  take  for  instance  the  whooping  cough 
vaccine,  pertussis,  which  is  a more  debated  is- 
sue. In  some  localities  where  the  prophylac- 
tic use  of  this  vaccine  has  been  general,  it  is 
almost  an  unheard  of  disease.  Take  the  use 
of  this  vaccine  during  the  attack.  What  do 
we  find  as  the  result  ? A shortening  of  the 
duration  of  the  disease,  a marked  diminu- 
tion of  symptoms  and  a remarkable  lessening 
of  complications  that  so  frequently  follow, 
especially  in  young  debilitated  children. 

It  is  needless  to  discuss  diphtheria  therapy. 
It  is  common  property  of  the  laymen  today 
to  know  the  efficiacy  of  anti-toxin  for  this 
once  dreaded  disease.  May  we  not  take  one  of 
the  more  recent  discoveries  in  immunology 
and  therapeutics.  I refer  to  the  wonderful 
work  that  has  been  done  in  scarlet  fever  and 
measles;  we  have  little  to  say  in  regard  to 
the  brilliant  work  that  has  been  done  recent- 
ly in  the  use  of  convalescent  serum  or  plasma 
in  connection  with  measles. 

The  work  of  William  H.  Parker,  Rowland 
G.  Freedman,  of  Sidney  B.  Haar;  and  Julian 
Blum  and  others,  is  familiar  to  most  of  us, 
and  as  we  have  in  our  midst  Dr.  R.  H.  Cowley 
who  has  recently  had  personal  experience  with 
the  Ireatment  of  many  cases  and  the  prepara- 
tion of  this  serum  and  has  kindly  consented 
to  take  part  in  the  discussion  of  mv  paper,  it 
will  hardly  be  fitting  that  I should  take  up 
any  time  in  discussing  the  use  of  the  conval- 
escent serum  and  its  prophvlactie  value  in 
the  treatment  of  measles. 

Without  going  into  a scientific  discussion 
of  this  subject  or  taking  up  immunity,  let  us 
consider  briefly  some  of  the  causes  of  fail- 
ure in  the  use  of  vaccines.  In  the  first  place 
there  are  vaccines  on  the  market  that  are  inert 
and  useless.  This  may  be  due  to  cultures 
that  have  lost  their  virulence  or  to  a combina- 
tion in  vitro  which  produces  chemical  changes 
that  destroy  the  active  principles  of  Ihese 
vaccines  or  due  to  the  improper  method  used 
by  those  who  dispense  and  the  physician  that 
uses  vaccines,  and  that  is,  not  keeping  the 
vaccine  at  the  proper  temperature,  and  also 
not  taking  into  consideration  that  there  is  a 
time  limit  within  which  vaccines  should  he 
used. 

Again  the  medical  profession  is  sometimes 
overskeptical  in  the  efficiency  of  vaccines  and 
we  frequently  do  not  take  into  consideration 
the  fact  that  each  individual  is  a law  unto 
himself  regarding  vaccines  and  sera  and  that 
we  are  treating  the  individual  with  a defin- 
ite purpose  and  that  is  to  produce  immunity 
or  bringing  about  a cure.  This  requires  on 
the  part  of  the  physician,  definite  knowledge 


and  a personal  experience  with  reactions  and 
the  mode  of  action  of  the  various  vaccines 
and  sera.  We  are  not  supposed  to  blindly  fol- 
low the  directions  in  small  print  on  the  out- 
side of  the  vial,  stating  the  number  of  min- 
ims or  what-not  and  the  period  between 
doses.  That  is  essential,  but  it  is  merely  « 
guide  to  the  physician  and  he  is  to  be  the 
judge  of  results  and  of  the  dosage  that  he 
gives,  and  he  is  to  grade  the  dose  according- 
ly. This  he  cannot  do  unless  he  has  a thor- 
ough understanding  of  immunology.  Also 
the  patient  is  only  too  frequently  allowed  to 
go  without  having  been  tested  to  see  if  he  is  or 
is  not  immunized,  after  receiving  the  vaccine 
or  serum  treatment. 

It  is  wasting  time  to  mention  the  brilliant 
results  that  we  have  obtained  in  many  cases 
of  our  so-called  “hay-fever”  with  the  use  of 
proteins  and  again  we  may  find  a case  in 
which  the  failure  shakes  our  faith  in  protein 
therapy,  but  in  these  cases  of  failure  there 
is  a definite  reason  which  requires  careful 
study  and  to  do  this  there  must  be  a thorough 
understanding  of  immunology. 

Why  these  failures?  The  majority  of  these 
cases  of  failure  may  be  attributed  to  one  of 
three  causes:  First,  incorrect  diagnosis;  sec- 
ond, individual  idiosyncracies  to  protein  re- 
action ; third,  improper  dosage,  both  as  to 
amount  and  in  regard  to  the  length  of  time 
used  in  immunization. 

Now  we  come  to  another  phase  which  is  of 
the  utmost  importance  and  that  is  the  diag- 
nosis; a marked  advance  has  occurred  in  our 
knowledge  along  these  lines.  We  have  the  so- 
called  “skin  reaction.”  These  reactions  to 
foreign  proteins  giving  us  either  a positive  or 
negative  answer,  indicating  whether  the  pa- 
tient is  immune  or  susceptible  to  the  dis- 
ease. We  might  mention  Shirk’s  test,  Dick’s 
test,  Von  Pirquet  and  the  skin  test  in  meas- 
les, which  are  all  familiar  to*us.  * 

It  is  necessary  that  the  medical  profession  , 
become  proficient  in  reading  and  interpreting 
these  skin  reactions.  It  is  not  an  easy  task  to 
read  some  of  our  skin  reactions  in  colored 
races,  and  I have  seen  as  many  as  five  men, 
with  a wide  experience  in  these  tests,  admit 
that  they  could  not  definitely  say  whether 
they  were  reading  positive  reaction  or  not 
(Dick’s  test)  when  these  were  made  on  Hin- 
doo troops  in  the  British  army.  The  pseudo 
reaction  in  the  white  race  is  not  an  easy  mat- 
ter to  decide  upon,  but  if  proper  care  is  tak- 
en and  certain  definite  rules  are  followed,  it 
is  remarkable  how  these  difficulties  will  be 
diminished. 

In  discussing  the  subject  of  sera  and  vac- 
cines it  might  be  well  to  mention  some  of  the 
bacterial  poisons.  Some  bacteria  give  off 
their  poison  freely  even  in  culture.  Others 
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retain  their  poison  in  themselves.  There  is 
another  group  in  which  their  poison  have  not 
been  found  outside  of  the  body.  Thus  we 
have  the  so-called  “soluble  true  toxins”  which 
arc  secreted  by  the  bacterial  cells  and  the  en- 
do-toxins  which  are  liberated  when  the  bac- 
terial cell  is  damaged  or  destroyed.  The  two 
host  known  of  the  true  toxin  group  are  those 
produced  by  diphtheria  and  tetanus  bacilli. 
We  may  take  the  pneumococcus  as  an  exam- 
ple of  those  that  produce  the  endo-toxins. 
Aggressins  of  Bail  are  toxic  substances  that 
ai'e  formed  only  in  the  tissues.  The  Virul- 
ius  of  Rosenow  are  toxic  bacterial  products, 
which  inhibit  phagocytoses.  There  are  var- 
ious other  Cyto-toxins  of  various  names  which 
act  bn  different  cells.  The  Ptomains  are  not 
developed  in  the  bacterial  cells,  but  are  pro- 
ducts of  protein  decomposition  caused  by 
bacteria.  These  ptomains  vary  greatly  in  tox- 
icity and  they  do  not  give  rise  to  anti-toxins. 

These  various  toxins,  endo-toxins  and  cyto- 
toxins  immediately  suggest  to  us  the  select- 
ive action  of  immune  sera.  This  selective  ac- 
tion is  what  differentiates  it  from  normal 
sera.  What  causes  this  special  selective  action 
is  a question  that  has  not  been  answered.  At 
times  it  does  act  on  closely  related  species, 
therefore,  we  may  say  the  reaction  is  specific 
only  in  degree. 

This  leaves  a question  still  to  be  answered 
how  its  specificity  is  developed.  When  we 
attain  a more  exact  knowledge  of  the  physi- 
cal and  chemical  nature  of  the  fundamental 
reaction  of  immunity,  we  will  then  be  able  to 
interpret  the  various  phenomena  that  today 
is  confronting  us  in  the  field  of  medicine,  and 
it  is  most  gratifying  to  see  the  steady  pro- 
gress that  is  being  made  in  discovering  the 
definite  protein,  toxins  and  endo-toxins  and 
so  preparing  them  that  they  may  be  used  as 
therapeutic  agents. 

We  are  fast  approaching  the  time  when 
every  internist  will  be  confronted  with  the 
problem  of  desensitization.  The  almost  uni- 
versal use  of  anti-toxic  sera  as  a prophylac- 
tic and  therapeutic  measure,  has  already  be- 
gun to  bring  up  several  problems  which  are 
being  seriously  considered  by  certain  mem- 
bers of  the  medical  profession. 

Anaphylaxis  is  a complication  with  which 
we  are  acquainted  and  I do  not  think  that 
there  was  a surgeon  that  served  in  France 
who  did  not  more  than  once  AVish  he  had  the 
opportunity,  that  is  the  time,  to  desensitize 
some  unfortunate  soldier,  when  he  gave  him 
an  immunizing  dose  of  tetanus  anti-toxin. 

The  oracles  have  not  spoken  the  last  word 
in  regard  to  anaphylaxis  nor  have  we  ex- 
plained the  reaction,  consisting  of  a symp- 
tom-complex; severe  shock,  dyspnea,  a blood 
pressure  which  is  difficult  to  explain,  normal, 


usually  above  normal,  cold  sweats,  urticarial 
eruptions,  cough,  edema  of  the  lungs,  cyano- 
sis; a congestion  and  enlargement  of  the  liver 
and  spleen,  angio-neurotic  edema,  either  a 
slow  or  rapid  pulse,  a weak  irregular 
pulse  or  a full  (bounding  one,  and  then  col- 
lapse ; any  one  of  these  symptoms  or  all  may 
occur  in  a few  minutes  or  it  may  be  a ques- 
tion of  hours ; these  or  modifications  of  these 
symptoms  may  appear,  their  order  is  variable 
and  their  severity  depends,  to  a large  extent, 
on  the  susceptibility  of  the  patient  to  some 
foreign  proteins. 

Quite  a number  of  explanations  have  been 
given,  some  plausible,  some  logical  and  some 
that  help  to  explain  some  of  these  complex 
manifestations,  but  to  my  mind  none  of  the 
explanations  that  I have  been  fortunate  en- 
ough to  see  in  print  have  explained  our  car- 
diac and  circulatory  phenomena  that,  ap- 
pears in  the  different  cases  and  sometimes 
manifests  themselves  in  the  same  case. 

To  combat  anaphylaxis  we  have  adrenalin 
chloride  (epinephrin)  and  let  us  not  forget 
the  use  of  pituitrin  and  atropin  sulphate. 
We  are  all  acquainted  with  “serum  sickness”, 
and  the  rheumatic  pains  that  follow  the  use 
of  a horse  serum.  These  reactions  are  sup- 
posed to  occur  in  individuals  who  are  sensi- 
tive to  foreign  proteins  and  in  this  group  we 
can  include  the  asthmatic  with  susceptibility 
to  these  proteins.  These  cases  fortunately  up 
to  the  present  have  been  rare,  but  with  the  in- 
creased use  of  sera  they  will  become  more 
and  more  common  and  we  will  have  to  employ 
the  Besradka  method  of  desensitizing  or  some 
modification  of  this  same  method  more  and 
more  frequently  in  our  daily  practice. 

I have  had  very  severe  anaphylactic  shock 
follow  three  hours  after  giving  the  immuniz- 
ing dose  of  tetanus  anti-toxin  where  the  meth- 
od of  desensitization  had  'been  carefully  em- 
ployed. It  will  not  be  long  before  we  will 
have  a more  accurate  knowledge  of  these  com- 
plex phenomena  and  with  this  knowledge  we 
will  doubtless  also  discover  either  the  method 
of  avoiding  it  or  a method  that  will  lead  to  a 
proper  treatment  of  these  complications. 

There  is  another  type  of  reaction  which  fol- 
lows the  intravenous  injection  of  various  for- 
eign proteins.  This  appears  from  twenty 
minutes  to  one  or  two  hours  or  longer  after 
the  injection.  It  manifests  itself  by  a chilling 
sensation  or  a severe  chill,  dyspnea,  and  cyano- 
sis, with  a rapid  rise  of  temperature.  This 
reaction  seems  to  have  nothing  in  common 
with  anaphylaxis,  and  all  who  have  used  vac- 
cines to  any  extent  have  doubtless  had  this  to 
occur. 

We  have  not  tried  to  name  the  various  sera 
and  vaccines  that  are  at  the  disposal  of  the 
medical  profession ; the  great  number  that 
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are  being  used,  the  increasing  demand  and  the 
constant  improvement  in  their  preparation 
and  the  elimination  of  the  unnecessary  tox- 
ins and  proteins  or  what-not  hear  witness  to 
their  usefulness  to  suffering  humanity. 

It  is  not  a question  as  to  whether  we  are 
going  to  use  sera  and  vaccines,  but  it  lies  with 
the  medical  profession  and  to  a large  extent 
to  the  average  practitioner,  to  determine  how 
generally  they  will  be  used  and  how  well  they 
will  be  employed  for  the  good  of  humanity. 
This  is  a challenge  which  science  has  placed 
before  us  and  an  opportunity  to  relieve  hu- 
manity of  many  of  its  ills,  the  like  of  which 
has  never  occurred  in  the  history  of  medi- 
cine. 

Is  it  not  time  that  all  medical  schools  should 
give  a special  course  in  “Applied  Bacteriolo- 
gy”? A course  that  has  to  do  with  the  great 
principles  of  immunology  and  that  will  go 
into  the  bio-chemistry  of  practical  medicine 
(applied  medicine).  We  have  our  school  on 
Hygiene  and  Sanitation,  and  on  Preventive 
Medicine,  'but  the  underlying  principles  in  the 
study  of  the  science  of  immunology  is  lack- 
ing and  the  student  of  medicine  only  receives 
a theoretical  course  as  a rule  on  this  subject. 
We  need  a practical  working  knowledge  of 
serology  and  kindred  subjects,  that  will  ena- 
ble the  practitioner  to  interpret  the  reactions, 
and  other  phenomena  which  mav  occur  in  his 
use  of  sera  and  vaccines.  This  knowledge 
should  be  one  of  the  greatest  assets  to  the 
student  of  medicine  as  he  starts  into  the  prac- 
tice of  medicine. 

In  the  past  the  medical  profession  has  never 
failed  to  demonstrate  an  unselfishness  and  a 
willingness  to  minister  to  humanity  and  that 
self-sacrifice  that'  has  made  it  famous 
throughout  the  ages.  With  that  same  deter- 
mination and  zeal  which  has  characterized 
it  in  the  past,  it  will  gladly  take  up  this  chal- 
lenge and  embrace  the  opportunity  and  so 
equip  itself  that  the  high  standard  of  achieve- 
ment in  the  past  will  be  equalled  or  eclipsed 
by  the  present  generation. 

I have  intentionally  avoided  going  into  the 
technical  discussion  of  the  subject,  but  there 
are  some  phases  of  this  subject  which  I feel 
are  essential  and  should  be  discussed  more 
fully  and  I have  requested  some  of  our  col- 
leagues to  take  up  more  in  detail  certain 
phases  of  our  subject  so  that  it  may  1 e dis- 
cussed more  at  length. 

I have  asked  Dr.  William  A.  Jenkins  to 
enter  more  fully  into  “Vaccine  Therapy” 
and  Dr.  R.  J.  Estill  to  discuss  the  “Treatment 
of  Disease  with  Sera  and  Vaccines,”  and  Dr. 
Leon  K.  Baldauf,  the  “Sensitization  Test  and 
Their  Interpretation,”  and  Dr.  R.  H.  Cowley, 
“Toxins  and  Anti-toxins  and  their  use  in 
Preventive  Medicine  and  Anaphylaxis,”  and 


we  will  be  glad  to  hear  from  any  others  who 
may  care  to  discuss  this  paper. 

DISCUSSIONS. 

W.  A.  Jenkins,  Louisville:  The  essayist  has 

requested  me  to  spend  just  a few  moments  on 
discussion  and  has  asked  me  to  limit  my  dis- 
cussion to  the  therapy  of  vaccines.  I shall  do 

so. 

In  applying  vaccines  to  the  field  of  medicine 
from  the  standpoint  of  therapeutics,  the  medi- 
cal profession  as  a rule  falls  into  two  great 
classes.  One  of  these  uses  vaccines  in  this,  that 
and  the  other  disease,  in  fact,  almost  every  dis- 
ease. Some  of  them  go  so  far  as  to  carry  a 
little  case  along  with  them  containing  ten  or 
twelve  vials  of  various  types  of  vaccines  and 
mixed  vaccines  from  which  they  withdraw  with 
their  hypodermic  serums  a few  drops  from  this 
one  and  a few  drops  from  the  other,  very  much 
as  old-fashioned  physicians  used  to  take  out 
their  saddle-bags  and  divide  their  papers  and 
measure  out  their  quinine  and  capsules  and  cal- 
omel. 

Often  in  using  vaccines  in  this  way  they  are 
simply  going  by  rote.  They  have  no  intelligent 
conception  of  just  what  they  are  using,  just  how 
it  should  be  used  or  just  exactly  what  results 
they  expect  to  get  by  using  these  things. 

Needless  for  me  to  say,  this  is  absurd.  It  is 
carrying  to  one  extreme.  On  the  other  hand, 
it  is  quite  as  much  out  of  order  for  the  other 
wing  of  the  profession  to  simply  “pooh-pooh” 
the  whole  proposition  of  vaccine  therapy  simp- 
ly because  we  have  not  subjected  the  whole  pro- 
cess to  minute  scientific  scrutiny  and  explained 
every  phase  of  this  action. 

As  is  commonly  the  case,  the  truth  is  found 
between  these  two  extremes.  There  is  a field 
of  usefulness  for  vaccines.  We  are  to  bear  in 
mind  two  things  in  the  consideration  of  this  sub- 
ject, and  use  the  knowledge  obtained  from  those 
two  things  as  our  guide  in  our  therapy.  One  of 
these  is  that  pathogenic  micro-organisms  invade 
the  body.  These  pathogenic  micro-organisms  in- 
jure the  tissues.  In  response  to  this  injury  of 
the  tissues,  the  cells  and  tissues  and  fluids  of 
the  body  respond  by  a counter-action  and  they 
manufacture  and  throw  out  and  send  out  an- 
tagonistic substances  to  the  invading  bacteria 
and  to  the  changes  in  substances  which  the  in- 
vading bacteria  produce.  Upon  our  study  of 
these  things,  our  scrutiny  of  this  action  and  in- 
ter-action between  these  two  bodies,  between 
these  two  types  of  conditions,  will  depend  the 
accuracy,  the  scientificness,  and  the  effect  of 
our  therapy  upon  our  knowledge  of  that. 

The  doctor  has  referred  to  the  types  of  pro- 
ducts which  the  bacteria  produce,  certain  types 
of  toxins,  sometimes  outside  of  the  bacterial 
body  and  again  within  the  bacterial  cell  they 
may  even  produce  alkaloidal  substances. 

That  is  the  bacteriologic  science.  On  the 
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other  hand,  when  we  study  the  tissues  we  find 
that  the  tissues  in  the  cells  produce  substances, 
they  produce  opsonins  and  they  produce  lysins, 
and  they  produce  hemolysins,  agglutinins,  pre- 
cipitins,  anti-bodies  of  various  types  and  sorts, 
and  so  forth. 

The  different  bacteria  under  different  circum- 
stances and  in  different  bodies  react  different- 
ly, and  the  substances  produced  will  be  differ- 
ent. 

It  becomes  our  duty  to  keep  as  closely  on  the 
heels  of  scientists  who  experiment  and  who  try 
out  and  who  interrogate  these  things,  namely, 
the  science  of  bacteriology,  serology  and  immun- 
ology, as  possible.  We  must  keep  as  close  on 
their  heels  from  a practical  standpoint  as  we 
can,  and  as  quickly  as  they  feel  they  have  reas- 
onably certainly  demonstrated  a certain  fact  or 
a certain  toxin  or  anti-body  to  that  certain  toxin, 
we  must  be  ready  to  accredit  that  and  give  it  a 
fair  trial  in  practice. 

When  even  general  practitioners  don’t  keep 
up  on  these  basic  principles  we  are  certainly 
very  much  in  the  dark  along  the  line  of  using 
vaccines,  and  the  only  way  for  us  to  use  vac- 
cines in  our  practice  intelligently  is  for  us  to 
keep  abreast  of  the  information  that  is  furnish- 
ed by  the  scientific  world  along  these  two  lines. 

We  men  in  the  clinical  field  of  medicine  will 
soon  try  them  out.  If  they  pass  we  add  them  to 
the  list,  if  they  don’t  we  drop  them.  We  don’t 
discredit  the  whole  thing  because  one  we  have 
been  holding  to  turns  out  to  be  nood  good.  Now 
and  then  one  turns  out  to  be  most  excellent. 

We  have  two  fields  for  the  application  of  these 
things.  After  we  have  tried  to  understand  and 
to  inform  ourselves  on  what  we  are  doing,  there 
are  two  phases.  One  is  the  prevention  or  the 
prophylaxis,  a most  wonderful  thing,  a well  re- 
cognized thing,  standing  on  an  impregnable  bas- 
is. The  other  is  the  use  of  vaccines  as  a means 
of  treatment  after  the  given  disease  is  well  de- 
veloped. 

R.  E.  Smith,  Henderson,  (in  closing)  : There 

is  one  thing  that  I would  like  to  say  in  the  few 
minutes  that  I have  left,  and  that  is,  the  medi- 
cal profession  has  never  failed  to  do  its  duty, 
and  it  is  remarkable  the  unselfishness  and  wil- 
lingness which  the  medical  profession  has  al- 
ways manifested.  Whenever  a challenge  has 
been  laid  down,  that  challenge  has  never  been 
ignored.  They  have  taken  it  up,  and  I know  that 
this  generation  will  take  up  this  scientific  chal- 
lenge with  the  same  spirit  and  the  same  deter-- 
mination  that  our  forefathers  took  up  the  chal- 
lenges laid  down  to  them.  We  will  either  equal 
their  achievements  in  the  past  or  we  will  surpass 
them.  For  it  lies  today  not  for  the  medical  man 
to  say  whether  he  shall  use  it  or  not,  but  it  lies 
today  with  the  medical  man  to  say  how  he  shall 
use  it. 

The  public  will  either  force  the  medical  pro- 


fession to  use  sera  and  vaccines  or  force  many 
of  the  medical  profession  out  of  the  profession. 
There  is  entirely  too  great  a fund  of  knowledge 
and  the  communications  of  the  world  today  are 
entirely  too  rapid  for  a thing  to  occur  in  Eng- 
land tonight  that  we  don’t  hear  of  it  tomorrow 
morning,  and  this  facility  of  communication  has 
forced  the  medical  profession  to  get  on  their 
toes,  so  to  speak,  and  be  wide  awake.  If  we  are 
not  willing  to  do  it  ourselves,  there  will  always 
be  someone  else  who  will  demand  it  of  us;  as 
unfortunately  I saw  a physician  not  very  long 
ago  called  upon  to  do,  in  consultation.  He  said, 
“I  have  never  used  this  vaccine  but  the  family 
made  me  do  it  and  I am  going  to  tell  you  I have 
never  seen  such  results  in  my  life.”  He  was 
forced  to  do  it.  I have  another  friend  who  used 
the  serum  for  scarlet  fever  and  the  temperature 
dropped  from  105  degrees  to  100  degrees.  It 
was  given  at  nine  o’clock  in  the  morning  and  at 
six  o’clock  in  the  evening  the  temperature  was 
100  degrees.  He  called  me  up  and  said,  “That 
woman’s  temperature  is  100,  her  throat  has 
cleared  up.  What  shall  I do?”  I said,  “Wait.” 
He  replied,  “Do  you  think  she  is  doing  all  right?” 

This  is  merely  an  instance  to  illustrate  the 
skepticism  and  also  the  hesitation  with  which 
some  of  the  members  of  the  medical  profession 
accept  many  of  our  newest  and  most  striking 
scientific  methods  of  combatting  disease.  My 
plea  is,  that  the  medical  profession  be  more  will- 
ing and  eager  to  better  qualify  themselves  to 
minister  to  the  ills  of  humanity  and  to  relieve 
the  physical  and  mental  anguish  of  those  whom 
it  is  our  privilege  and  duty  to  treat. 

Regeneration  of  Blood  After  Hemorrhage. — 

Barry  and  Torrens  performed  some  experiments 
on  dogs  to  determine  whether  or  not  the  regen- 
eration of  blood  after  hemorrhage  is  stimulated 
by  the  use  of  fresh  liver  substance  from  a sep- 
arate animal.  Nine  dogs  were  bled  to  the  ex- 
tent of  3 per  cent  cf  the  body  weight,  and  given 
one  injection  of  liver  extract  intravenously  or 
intraperitoneally.  No  appreciable  differences 
were  noted  in  their  blood  from  that  of  the  con- 
trols in  the  course  of  recovery.  Three  dogs  were 
bled  to  the  same  extent  and  treated  by  graft- 
ing liver  substance  in  the  subcutaneous  tissue  of 
the  neck.  Two  of  these  developed  sepsis  and  did 
not  show  any  improved  regeneration  of  hemo- 
globin as  compared  with  controls.  In  the  third 
animal  the  wound  healed  by  first  intention,  and 
it  showed  better  regeneration  of  hemoglobin  than 
did  the  control.  Barry  and  Torrens  suggest  that 
this  experiment  lends  a little  support  to  the 
theory  that  the  liver  possesses  the  property  of 
stimulating  hemogenesis. 


268 


KENTUCKY  MEDICAL  JOURNAL 


[June,  1927 


MASSIVE  COLLAPSE  OF  THE  LUNG.* 

By  D.  Y.  Keith,  J.  Paul  Keith  and 
J.  'C.  Bell,  Louisville. 

Definition  r Massive  collapse  of  the  lung, 
termed  massive  atelectasis  by  some  writers,  is 
a pathological  condition  affecting  a lobe,  more 
than  one  lobe  or  an  entire  lung,  in  which  the 
part  involved  reverts  to  a condition  similar  to 
that  of  foetal  atalectasis,  becoming  markedly 
decreased  in  volume,  essentially  airless  and 
the  alveolar  walls  approximated.  This  term 
does  not  include  those  cases  where  collapse  is 
due  to  positive  intra-pleural  pressure,  for  ex- 
ample, in  hydro,  pyo  or  pneumo-thorax. 

History : In  this  paper  no  attempt  will  be 
made  to  review  fully  the  literature  on  this 
subject  since  it  has  been  so  well  presented  in 
recent  papers  by  Jackson  and  Lee  (1),  Scott 
(2),  Churchill  (3),  Gwyn  (4),  and  others. 

According  to  Churchill  the  condition  was 
noted  by  Gairdner  in  1853.  He  considered  it 
to  be  of  relatively  common  occurrence  in 
adults.  In  1878  Lichtheim  (5)  reported  ex- 
perimental massive  collapse  in  rabbits  pro- 
duced by  inserting  plugs  into  the  bronchi. 
Thirteen  years  later  Pearson  Irvine  reported 
a case  of  post-diphtheritic  paralysis  in  which 
the  upper  half  of  the  chest  was  retracted  and 
limited  in  mobility,  and  he  suggested  that  a 
complete  collapse  of  the  upper  lobes  was  prob- 
ably present. 

But  to  William  Pasteur  is  due  the  credit  for 
establishing  the  condition  as  a clinical  entity. 
In  1890  (6)  he  reported  fifteen  cases  of  diph- 
theritic paralysis  of  the  diaphragm  with  post- 
mortem findings  in  some  of  the  fatal  cases. 
In  these  he  noted  that  one  or  more  of  the 
lobes  of  the  lungs  were  shrunken,  apparently 
airless  and  that  they  sank  when  placed  in  wa- 
ter. Eighteen  years  later  (7),  he  reported 
the  occurrence  of  massive  collapse,  proven  by 
a post-morten  examination,  in  the  following 
cases : generalized  peritonitis,  peptic  ulcer 
with  severe  gastralgia,  hepatic  abscess,  and  in 
a case  of  severe  burn  of  the  oesophagus  and 
stomach  resulting  from  drinking  strong  acid. 
In  1910  (8)  he  reported  sixteen  cases  of  what 
he  termed  “active  massive  collapse”  occur- 
ring among  201  post-operative  pulmonary 
complications ; an  incidence  of  approximately 
8%.  He  believed  that  this  condition  was 
found  in  certain  cases,  without  obvious  ob- 
struction of  the  air  passages,  and  that  it  prob- 
ably was  always  due  to  a disturbance  of  the 
muscular  mechanism  of  respiration. 

Sir  John  Rose  Bradford  (9)  observed  mas- 
sive collapse  relatively  frequently  in  chest 
wounds  during  the  late  war.  Many  of  these 
cases  were  non-penetrating  wounds  of  the 

*Read  before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  20,  21,  22,  23,  1926. 


chest  wall,  and,  in  some  instances  the  collapse 
occurred  in  a lobe  on  the  side  opposite  the  in- 
jury. 

Since  Pasteur’s  original  report  a number 


Case.  P.  H.  24097 

Film  taken  5 days  after  collapse  showing  the 
right  lung  field  to  be  slightly  less  dense  and  the 
heart  and  mediastinal  contents  to  be  in  essential- 
ly the  same  positions. 


of  authors  have  reported  eases  of  massive  col- 
lapse. In  a recent  paper  Scott  collected  64 
reported  eases  following  operation.  Collapse 
has  followed  operations  of  the  head,  neck, 
thorax,  abdomen  and  pelvis.  It  has  been 
noted  in  injuries  of  the  pelvis,  fractures  of 
the  femur,  during  the  course  of  lobar  pneu- 
monia, as  a complication  of  pericarditis,  and 
with  infarcts  following  pulmonary  embolism. 

Types : There  are  at  least  two  distinct  types 
of  this  condition.  In  the  first  there  is  obvious 
obstruction  of  the  air  passages,  examples  be- 
ing collapse  resulting  from  obstruction  by  a 
foreign  body  in  one  of  the  main  bronchi,  from 
obstruction  due  to  pressure  of  an  extrinsic 
tumor  or  from  an  aneurysm,  and  from  ob- 
struction by  a tumor  primary  in  a bronchus. 
In  these  cases  respiratory  exchange  is  stop- 
ped, the  imprisoned  air  is  absorbed  and  col- 
lapse‘follows.  The  second  group  includes 
cases  where  obstruction  of  the  air  passages 
is,  in  most  instances,  not  obvious,  and  where 
disturbances  of  the  muscular  mechanism  of 
respiration  are  present.  Among  these  are 
post  - operative  massive  collapse,  follow- 
ing  paralysis  of  the  diaphragm  or  inter- 
costals,  or  following  injuries  of  the  chest  or 
pelvis.  There  is  also  quite  a large  group 
where  collapse  is  seen  complicating  acute  in- 
flammatory conditions  of  the  chest  and  abdo- 
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Case  2.  P.  H.  5775 

Film  of  the  chest  8 days  after  onset  of  col- 
lapse showing  an  essentially  normal  lung  field 
except  for  a little  clouding  at  the  left  base.  Heart 
and  mediastinum  in  their  normal  positions. 


men.  Further  discussion  in  this  paper  will 
be  limited  to  the  second  group. 

Etiology : Pasteur  believed  that  collapse  fol- 
lowed reflex  inhibition  or  paralysis  of  the 
muscles  of  respiration  and  that  there  was  no 
obvious  obstruction  to  the  air  passages.  Rose 
Bradford  was  of  much  the  same  opinion  and 
presented  post-mortem  evidence  that  no  ob- 
struction was  present. 

Elliot  and  Dingley  (10),  on  the  other  hand, 
felt  that  weakness  or  inhibition  of  the  respir- 
atory muscles  was  a factor  in  collapse,  but 
probably  only  in  that  this  permitted  mucus 
to  collect  in  the  bronchi  causing  an  obstruc- 
tion which  in  turn  was  followed  by  collapse. 
There  have  been  a number  of  adherents  to 
each  theory  but  fatal  cases  have  been  few  and 
post-mortem  findings  rare.  For  this  reason 
it  has  been  difficult  to  establish  the  etiology. 

The  most  recent  contribution  to  this  phase 
of  the  problem  has  been  by  Jackson  and  Lee 
from  the  bronchoscopic  clinic  in  Philadelphia. 
These  authors  have  made  direct  bronchoscopic 
examinations  very  soon  after  the  occurrence 
of  massive  collapse,  and  in  one  case  a mucous 
plug  was  found  in  the  main  bronchus  of  a 
collapsed  lobe.  This  was  removed  and  almost 
immediately  relief  of  symptoms  and  clearing 
up  of  the  signs  in  the  chest  followed.  At  post- 
mortem examination  of  a case  included  in  this 
report,  mucus  was  found  ’obstructing  the 
bronchus  of  a collapsed  lobe.  They  believe 
that  inhibition  of  respiration  results  in  in- 
crease of  the  bronchial  secretions  retained,  be- 
cause of  lessened  evaporation,  and  that  this 


favors  obstruction.  They  feel  also,  that  the 
cough  reflex  is  frequently  inhibited  either  by 
drugs  or  because  of  pain,  and  that  this  too, 
permits  mucus  to  accumulate.  The  theory 
advanced  by  Elliott  and  Dingley  finds  con- 
firmation in  the  work  of  these  investigators. 
It  is  difficult  to  explain  a few  of  the  cases  of 
massive  collapse  on  this  basis,  but,  on  the 
whole  it  appears  to  be  the  most  reasonable 
one,  and  probably  will  be  confirmed  by  fu- 
ture investigation. 

Pathology:  In  gross,  the  lung  is  found  to 
be  markedly  decreased  in  volume,  dark  bluish 
in  color,  and  it  sinks  when  placed  in  water. 
Microscopically,  the  alveoli  are  collapsed  and 
the  vessels  markedly  engorged. 

Clinical  Findings  in  Post-Operative  Mas- 
sive Collapse. 

The  onset  is  usually  abrupt,  occurring  in 
most  cases  within  the  first  24  hours  after  op- 
eration. However,  collapse  has  developed  as 
late  as  seven  to  ten  days  post-operative.  The 
most  constant  symptoms  are  pain  in  the  por- 
tion of  the  chest  involved,  dyspnoea,  cyanosis, 
tachycardia  and  decided  limitation  in  mobility 
of  the  thorax  over  the  area  of  collapse.  The 
temperature  is  usually  moderately  elevated 
and  a productive  cough  with  considerable 
mucoid  sputum  is  almost  constantly  present. 
The  sputum  is  rarely,  if  ever  rusty. 

Physical  examination  shows  the  region  af- 
fected to  be  dull  or  almost  flat  to  percussion 
and  the  heart  to  be  shifted  toward  the  col- 
lapsed side.  In  one  group  of  cases  the  breath 
and  voice  sounds  are  suppressed  and  fremit- 
us diminished.  In  the  second  group  all  of 


Case  2.  P.  H.  5775 

Film  of  the  chest  4 days  after  the  onset  of  col- 
lapse showing-  clearing  of  the  upper  two-thirds 
of  the  left  lung  field  with  less  displacement  oi 
the  heart  and  trachea. 
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these  are  accentuated  and  rales  are  usually 
present. 

The  displacement  of  the  mediastinal  con- 
tents depends  upon  the  fact  that  the  two  sides 
of  the  chest  are  separated  by  the  mediastinum 
which  acts  as  a flexible  diaphragm,  capable 
of  displacement  to  one  side  or  the  other,  de- 
pending on  variations  in  pressure.  In  hydro- 
thorax, for  example,  the  negative  pressure  on 
the  affected  side  is  diminished  and  at  times 
a positive  pressure  may  develop.  As  a result 
the  mediastinum  shifts  toward  the  normal 
lung  decreasing  the  volume  in  this  side  of  the 
thorax  and  increasing  it  in  the  affected  side 
in  an  attempt  to  establish  equilibrium:  In 

massive  collapse  the  negative  pressure  is  in- 
creased in  the  involved  side  because  of  the 
decrease  in  the  volume  of  lung  tissue,  hence 
the  mediastinum  shifts  toward  this  side. 

X-Ray  Findings:  Examination,  shortly  af- 
ter collapse,  shows  a very  dense  shadow  in 
the  portion  involved.  The  density  is  fre- 
quently as  great  as  is  seen  with  fluid.  The 
heart  shadow  is  seen  to  be  shifted  toward  the 
portion  collapsed  and  the  diaphragm  is  found 
to  be  high  and  fixed.  Later  examination 
shows  decrease  in  the  density  of  the  shadows, 
gradual  shifting  of  the  heart  shadow  to  its 
normal  position,  and  resumption  of  the  nor- 
mal movements  of  the  diaphragm. 

Differential  Diagnosis : Massive  collapse 

may  be  confused  with  lobar  pneumonia  but 
in  the  latter  condition  the  heart  shadow  Is 
never  displaced  toward  the  diseased  area  un- 


Case  1.  P.  H.  24097 

Film  of,  the  chest  taken  approximately  -6 
months  after  the  onset  of  collapse  showing  the 
two  lung  fields  to  be  of  equal  density  and  the 
diaphragm  to  be  normal  in  appearance.  The 
heart  shadow  is  in  its  normal  position.  There  is 
still  displacement  of  the  trachea  above  the  levels 
of  the  clavicles  due  to  an  adenoma  of  the  thyroid. 


Case  2.  5775  P.  H. 

Chest  film  taken  3 days  after  operation  show- 
ing marked  increase  in  the  density  of  the  entire 
left  lung  field  with  obliteration  of  the  outline  of 
the  heart  and  diaphragm  and  displacement  of  the 
trachea  and  heart  toward  the  left,  a typical  x-ray 
picture  of  massive  collapse  of  the  left  lung. 


less  collapse  complicates  it.  Hydro,  pyo  or 
haemo-thorax  may  also  be  mistaken  for  it. 
But,  in  these  conditions,  the  heart  shadow  is 
displaced  away  from  the  area  involved,  while 
in  collapse,  the  displacement  is  in  the  oppo- 
site direction.  In  some  eases  the  physical 
signs  of  the  side  opposite  the  region  affected 
may  be  suggestive  of  a pneumothorax,  because 
of  compensatory  emphysema,  but  examination 
of  the  involved  side  and  x-ray  findings  should 
determine  the  diagnosis. 

Course:  The  collapsed  area  may  clear  up 
within  a few  hours,  with  re-expansion  of  the 
lung  tissue,  disappearance  of  physical  signs 
and  with  return  of  the  heart  to  its  normal  po- 
sition. However,  in  other  cases  the  return  to 
normal  may  be  very  gradual  extending  over 
a period  of  from  several  days  to  weeks.  The 
condition  in  itself,  is  rarely  fatal,  and  per- 
manent changes  in  the  lung  have  not  been  re- 
ported. However,  it  may  be  a dramatic  and 
at  times  alarming  incident  in  the  post-opera- 
tive course  and  may  lengthen  materially  the 
period  of  convalescence. 

Report  of  Cases:  Case  1.  A moderately 
obese,  white,  female  patient,  age  70,  was  ad- 
mitted to  the  Presbyterian  Hospital  in  New 
York  with  a history  and  symptoms  suggest- 
ive of  an  acute  exacerbation  of  chronic  chole- 
cystitis. Physical  examination  showed  disten- 
tion of  the  abdomen  with  marked  spasm  and 
tenderness  in  the  right  upper  quadrant.  The 
other  findings  were  irrelevant.  A cholecys- 
tectomy was  done  July  6th.  The  gall  bladder 
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Case  1.  P.  H.  24097 

Film  of  chest  4 days  after  onset  of  collapse. 
Marked  increase  of  density  in  entire  right  lung 
field  with  displacement  of  heart  and  trachea. 


was  found  to  be  distended,  the  walls  very 
thick  and  numerous  stones  were  present. 

The  post-operative  course  was  quite  stormy, 
the  temperature  varying  from  99  and  102, 
the  pulse  95  to  105  and  respirations  20  to 
30  for  the  first  week.  The  pulse  remained 
high  but  the  temperature  and  respirations 
returned  to  normal  at  the  end  of  this  period. 
Ten  days  after  the  operation  the  respirations 
suddenly  rose  to  30  and  patient  complained  of 
some  pain  in  the  right  lower  chest.  Physical 
examination  showed  the  right  posterior  chest 
to  be  very  dull  upon  percussion,  the  voice  and 
breath  sounds  almost  absent  and  the  heart  to 
be  displaced  toward  this  side.  X-ray  exam- 
ination showed  a dense  shadow  in  the  right 
lower  chest  with  displacement  of  the  heart 
and  trachea  toward  it.  The  patient’s  condi- 
tion did  not  permit  a fluoroscopic  examination 
and  the  exact  position  of  the  diaphragm  could 
not  be  determined  because  of  the  shadow  of 
the  liver.  A diagnosis  of  post-operative  mas- 
sive collapse  was  made.  Physical  examination 
the  following  day  showed  slightly  less  dis- 
placement of  the  heart  with  some  increase  in 
the  voice  and  'breath  sounds.  X-ray  exam- 
ination showed  the  shadow  in  the  right  lung 
to  be  a little  less  dense  and  the  heart  to  be  a 
little  nearer  its  normal  position.  The  signs 
in  the  chest  gradually  cleared  up  and  the 
heart  and  trachea  returned  to  their  usual  po- 
sition. Thirteen  days  after  the  onset  of  col- 
lapse, x-ray  examination  showed  the  right 
lung  field  to  be  clear  and  the  heart  shadow  to 
be  in  its  normal  position.  Films  of  the  chest 


six  months  later  showed  the  lung  fields  and 
heart  to  be  normal  in  appearance. 

■Case  11.  A white  school  boy  of  13  entered 
the  Presbyterian  Hospital  May  10,  1922  with 
a history  of  acute  abdominal  pain  at  inter- 
vals for  six  weeks  accompanied  by  vomiting. 
Examination  showed  distinct  tenderness  and 
rigidity  of  the  right  side  of  the  abdomen  with 
visible  peristalsis.  Although  the  bowels  bad 
continued  to  move,  the  possibility  of  obstruc 
tion  was  considered  and  laparotomy  done 
May  15th.  An  acute  appendix  was  found  and 
removed  and  no  evidence  of  obstruction  noted. 
Three  days  after  operation  the  patient  became 
cyanotic,  respirations  became  rapid  and  he  de- 
veloped a cough  with  considerable  mucoid 
sputum.  Physical  examination  showed  the 
left  chest  to  be  flat  with  greatly  decreased 
voice  and  breath  sounds  and  decreased  fremi- 
tus. The  diaphragm  on  the  left  was  found 
to  be  very  high  and  fixed.  X-ray  examina- 
tion showed  a very  dense  shadow  in  the  lower 
two-thirds  of  the  left  chest  with  marked  dis- 
placement of  the  heart  and  trachea  toward 
this  shadow.  The  diaphragm  was  high  and 
immobile.  Diagnosis  of  post-operative  mas- 
sive collapse  was  made.  The  following  day 
the  patient  was  still  cyanotic  and  the  heart 
and  mediastinum  still  markedly  displaced. 
The  next  day  there  was  little  less  dullness 
over  the  left  chest.  X-ray  examination  four 
days  after  the  collapse  took  place  showed  the 
lung  to  be  more  radiable  and  the  heart  and 
mediastinum  gradually  returning  to  their  nor- 
mal locations.  Examination  five  days  later, 
the  twelfth  day  post-operative,  showed  the 
lung  fields  to  be  approximately  normal  in 


Case  2.  P.  H.  5775 

Film  of  the  chest  taken  3 days  before  opera- 
tion showing  normal  lung  fields  and  normal  po- 
sition of  the  heart  and  diaphragm. 
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density  and  the  heart  and  mediastinum  to  be 
in  their  normal  positions.  Physical  examina- 
tion showed  approximately  normal  findings  in 
this  lung.  The  patient  then  developed  defin- 
ite symptoms  of  acute  intestinal  obstruction 
and  the  second  celiotomy  was  done.  A peri- 
toneal band  was  found  obstructing  the  colon 
near  the  hepatic  flexure.  It  was  ligated  and 
cut  and  cecostomy  done  but  the  patient  did 
badly,  developed  gangrenous  stomatitis  and 
died  seventy-two  days  after  admission  to  the 
hospital. 

Summary. 

1.  Massive  Collapse  of  the  lung  is  a defin- 
ite clinical  entity. 

2.  Cases  have  undoubtedly  been  unrecog- 
nized in  the  past. 

3.  The  etiology  is  still  in  dispute  but  fail- 
ure of  the  muscles  of  respiration  to  perform 
their  work  properly  and  obstruction  of  the  air 
passages  seem  to  be  two  essential  features  ir. 
the  production  of  massive  collapse. 
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DISCUSSIONS. 

B.  F.  Zimmerman,  Louisville : I)r.  Boll  has 

presented  a very  interesting  resume  of  the  work 
that  has  been  done  on  massive  collapse  of  the 
lung,  and  he  has  shown  us  some  very  instructive 
pictures. 

It  is  hardly  conceivable  that  a condition  as 
common  as  this  is  could  have  escaped  the  diag- 
nostic acumen  of  the  masters  of  medicine  down 
to  190G  or  1908.  There  is  no  condition  of  the 
thorax  of  the  lungs  that  produces  any  physical 
signs  that  can  possibly  be  confused  with  this. 
We  know  that  now  that  he  has  shown  it. 

Then  came  on  the  World  War  and  the  cases 
multiplied  following  the  injuries  to  the  chest. 
It  is  a condition  that  concerns  every  practitioner 
of  medicine  or  surgery.  It  is  not  only  seen  in 
surgical  cases,  but  it  is  seen  in  medical  cases, 
pleuritic  infection,  pericarditis  effusion,  aneu- 
rysms, neoplasm,  in  diphtheritic  and  post-diph- 
theritic conditions. 

When  we  find  a patient  with  dullness  on  one 
side  of  the  chest  we  expect  to  find  a condition 
on  that  side  of  the  chest,  a fullness  such  as  in 
effusion,  pleurisy  with  effusion  or  empyema. 
Always,  unless  it  be  a chronic  condition,  like 
pulmonary  tuberculosis  that  has  existed  for  a 
long  period  of  years  where  we  find  a shrinkage 
of  the  chest,  we  expect  in  these  acute  conditions 


when  we  find  the  dullness  to  see  the  heart,  the 
mediastinum  displaced  to  the  opposite  side.  We 
see  just  the  opposite  in  this  case.  Instead  of  a 
full  chest  we  see  sunken  upper  ribs  and  droop- 
ing lower  ribs,  with  the  heart  displaced  to  the 
side  of  the  lesion,  a limitation  of  motion,  a dull- 
ness on  percussion,  depending  upon  the  extent 
of  the  atelectasis,  suppressed  breathing  in  the 
earlier  stages  in  the  massive  type  where  the  en- 
tire lung  is  involved,  sometimes  very  hard  and 
very  loud  bronchial  sounds. 

On  the  opposite  side  you  get  a prominent  hy- 
pe’, resonance. 

I have  seen  two  of  these  cases  and  I was  un- 
decided whether  I had  a pneumothorax  on  the 
one  side  pressing  the  heart  with  an  increased 
pressure  pushing  the  heart  over.  Of  course  the 
x-ray  picture  clears  it  up.  If  we  had  x-ray  pic- 
tures of  all  these  pulmonary  complications  fol- 
lowing chest  injuries,  and  where  crises  occur  in 
pulmonary  effusions  or  pleuritic  condition,  we 
would  find  a great  many  more  of  these  cases 
than  are  commonly  being  reported  today. 

We  wonder  sometimes  how  many  of  the  acute 
cardiac  collapses,  acute  pneumonias  developing 
after  appendectomy,  after  cholecystectomy,  with- 
in twenty-four  or  thirty-six  hours  and  clearing 
up  rather  rapidly,  we  wonder  sometimes  how 
many  of  these  are  really  due  to  massive  col- 
lapse of  the  lung.  We  don’t  feel  like  taking  the 
patient  in  that  condition  up  to  the  x-ray.  It  is 
not  necessary  if  you  really  have  involvement  of 
the  major  portion  of  the  lung  because  your  phy- 
sical signs  are  so  clear  that  you  can’t  possibly 
make  a mistake. 

The  onset- is  sudden,  pain  or  more  frequently  a 
feeling  of  oppression,  cyanosis,  rapid  respiration 
and  extremely  rapid  pulse,  temperature  elevated 
somewhat,  but  not  as  high  as  it  usually  is  in 
pneumonia.  These  cases  will  sometimes  clear  up 
almost  as  quickiy  as  they  come,  within  twenty- 
four  or  thirty-six  hours.  You  can  readily  under- 
stand why  that  is. 

You  can  readily  understand  that  if  we  accept 
the  theory  that  the  condition  is  caused  by  the 
plugging  of  the  bronchus  a.s  seems  to  be  the  bt 
lief  of  most  investigators,  when  that  plug  is  re- 
moved the  lung  suddenly  expands  and  the  pa- 
tient is  on  the  way  to  recovery  and  is  practically 
well. 

As  to  the  etiology,  there  is  still  a difference 
of  opinion.  Most  people  believe  it  is  due  to  a 
plugging,  stoppage  of  the  bronchus,  and  a subse 
quent  absorption  of  the  air  from  the  alveoli  of 
the  lung. 

The  earlier  cases  were  reported  as  post-diph- 
theritic paralysis.  That  does  not  necessarily 
mean  that  the  weakness  of  the  diaphragm  and  the 
respiratory  muscles  were  responsible  for  the  con- 
dition. It  may  mean  that  that  favored  the  a o- 
cumulation  of  mucus  which  plugged  the  bron- 
chus. Until  further  study  has  been  done  we 
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must,  I suppose,  conclude  that  either  condition 
can  produce  it. 

Another,  I believe  Dr.  Bell  mentioned  it  in 
his  paper,  is  an  inhibitory  reflex.  That  sounds 
very  plausible,  but  until  the  physiologists  tell  us 
that  such  a reflex  is  possible,  1 don’t  believe  we 
can  conscientiously  say  that  is  a cause. 

Then  there  comes  the  possibility  of  vasomotor , 
disturbance,  emboli,  especially  following  abdom- 
inal operations,  acute  edema  in  the  mucous  mem- 
brane of  the  bronchi,  of  course  foreign  bodies. 

I am  very  glad  indeed  to  nave  had  the  pleas- 
ure of  hearing  this  paper.  I think  it  will  prob- 
ably stimulate  some  of  us  to  observe  in  cases 
of  acute  pulmonary  crises  and  study  a little 
more  closely  our  physical  signs  and  we  will  be 
able  in  the  future  even  without  the  aid  of  the 
x-ray  to  make  a diagnosis  of  this  condition  much 
more  often  than  it  has  been  made  in  the  past  be- 
cause of  it. 

SYMPOSIUM  ON  SCARLET  FEVER 

TIIE  ETIOLOGY  AND  EPIDEMIOLOGY 
OF  SCARLET  FEVER  * 

By  Enw.  P.  Whistler,  M.  D.,  Louisville. 

Etiology:  Investigations  as  to  the  cause  of 
scarlet  fever  have  been  actively  in  progress 
for  many  years,  and  in  these  investigations 
the  constancy  of  hemolytic  streptococci,  of  one 
strain  or  another,  associated  with  the  disease 
led  many  of  the  investigators  to  believe  this 
organism  to  be  the  causative  factor.  Obser- 
vations of  clinicians  of  a scarlet-fever-like-rash 
in  certain  cases  of  wound  infection  and  in 
puerperal  fever,  led  them  to  believe  that  there 
was  a close  relationship  between  certain 
strains  of  hemolytic  streptococci  and  scarlet 
fever;  but  this  organism  was  held  to  be  a sec- 
ondary invader,  from  the  fact  that  they  were 
not  able  to  produce  scarlet  fever  in  animals 
from  the  secretions  or  cultures  of  hemolytic 
streptococci  obtained  from  the  throats  of 
scarlet  fever  patients. 

In  1902  Moser  published  a report  of  good 
therapeutic  results  obtained  by  a serum  pro- 
duced by  the  injection  of  strains  of  strepto- 
cocci obtained  from  cases  of  toxic  scarlet  fev- 
er. 

In  1905  a Russian  investigator,  Savchenko, 
showed  that  serum  produced  by  the  method 
of  Moser  contained  not  only  antitoxic  bodies 
but  streptococcic  bactericidal  bodies  as  well. 
He  was  able  to  produce  an  antitoxic  serum,, 
and  a bactericidal  serum ; the  antitoxic  serum 
by  injecting  into  the  horse  the  filtered  broth 
in  which  the  organisms  were  grown,  and  the 
bactericidal  serum  by  injecting  into  the  horse 
the  organisms. 

In  1907  another  Russian  investigator,  Ga- 

*Read  before  the  Jefferson  County  Medical  Society,  May 
3,  1926. 


britschewsky,  made  a vaccine  of  the  bouillon 
in  which  streptococci  had  grown  4 days  and 
the  streptococci  themselves,  this  heated  to 
60°  C.  to  kill  the  streptococci,  and  preserved 
with  0.5  phenol,  this  on  injection  into  children 
gave  a scarlatiniform  rash  and  in  some  a sore 
throat  and  strawberry  tongue,  and  in  some 
few  vomiting.  He  found  that  the  second  and 
third  doses,  although  twice  and  four  times  as 
large,  rarely  produced  a rash ; this  lie  consid- 
ered as  evidence  of  developing  immunity. 
With  these  investigations  and  the  results  ob- 
tained from  serums  and  vaccines  prepared 
from  the  streptococci  obtained  from  throats  of 
scarlet  fever  patients,  there  was  evidence  that 
some  strains  of  the  strepococci  was  the  cause 
of  scarlet  fever. 

Attempts  to  produce  experimental  scarlet 
fever  in  animals  by  inoculation  with  throat 
secretions,  or  cultures  of  hemolytic  strepto- 
cocci obtained  from  the  throats  of  scarlet  fev- 
er patients,  all  met  with  failure  after  numer- 
ous attempts. 

In  1922  and  1923  George  Dick  and  Gladys 
Dick,  in  a series  of  100  cases,  found  hemo- 
lytic streptococci  present  in  all  cases,  but  of 
different  strains,  16%  fermenting  mannite, 
84%  did  not  ferment  mannite;  in  1923  they 
reported  a case  of  experimental  scarlet  fever 
produced  in  man  by  inoculation  with  the  man- 
nite fermenting  strain ; the  organism  was  iso- 
lated from  the  experimental  disease  and  again 
grown  in  pure  culture. 

A similar  attempt  was  made  with  the  or- 
ganism that  did  not  ferment  mannite ; with 
this  they  also  produced  scarlet  fever  in  man, 
and  from  the  case  the  organism  was  isolate 
and  grown  in  pure  culture.  The  require- 
ments of  Koch’s  laws  appear  from  this  to  have 
been  fulfilled  by  the  streptococcus  used  in 
these  cases. 

Epidemiology:  Scarlet  fever  occurs  in  all 

parts  of  the  world  although  zones  of  immun- 
ity are  known  to  exist ; such  zones  are  found 
near  the  tropics  where  high  temperatures 
combined  with  great  humidity  are  unfavora- 
ble to  the  development  of  the  disease.  In  the 
United  States  the  zone  of  comparative  im- 
munity is  located  between  30’  and  35’  latitude 
north  including  the  States  of  South  Carolina, 
Georgia,  Alabama,  Mississippi,  Louisiana  and 
Texas;  but  in  general  epidemics  the  disease 
occurs  in  all  points  within  these  zones. 

Season-Altitudes:  The  effects  of  seasonal 

influences  vary  in  different  regions.  In  West- 
ern Europe  most  epidemics  occur  in  the  au- 
tumn months,  while  in  the  United  States  the 
late  winter  and  early  spring  months  show  the 
highest  incidence.  High  altitudes  seem  to 
be  more  favorable  to  the  disease  than  low  ones. 

The  epidemics  in  this  area — Kentucky — are 
in  the  late  winter  and  early  spring,  so  it  seems 
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seasons  do  play  a great  part  in  the  develop- 
ment of  the  disease  from  the  fact  that  we  do 
not  have  our  outbreaks  during  the  first 
months  of  the  fall  when  children  are  brought 
together  at  the  opening  of  the  school  term  as 
is  the  case  in  the  outbreaks  of  diphtheria. 

Sex:  Sex  does  not  seem  to  be  a factor  in 
the  incidence  of  the  disease. 

Age:  Infants  are  rarely  affected,  the  dis- 
ease occurring  chiefly  between  the  ages  of 
three  and  ten  years,  reaching  its  greatest 
height  at  about  the  age  of  five,  with  a grad- 
ual descent  until  the  fifteenth  year,  after  that 
a marked  decline ; it  is  rarely  seen  after  mid- 
dle life. 

Race:  The  incidence  is  much  higher  in  the 
white  race  than  in  the  negro,  about  six  times 
as  great ; the  death  rate  is  in  about  the  same 
proportion. 

Social  Conditions:  Scarlet  fever  is  not  a 

class  disease,  except  in  so  far  that  poverty, 
with  its  crowded  and  insanitary  conditions, 
predisposes  toward  disease  in  general. 

Modes  of  Conveyance : The  disease  is  com- 
municable by  direct  contact,  or  through  in- 
termediaries, human  beings,  flies  and  domes- 
tic animals.  Out-breaks  have  oecured  in 
which  the  disease  was  transmitted  through 
the  milk  supply,  and  investigation  will  usual- 
ly reveal  the  presence  of  the  disease  in  some 
helper  of  the  dairy. 

There  is  still  the  question  of  the  viability 
of  the  organism  causing  the  disease,  but  it  is 
known  that  as  long  as  the  secretions  remain 
moist,  the  disease  may  be  transmitted  by  the 
medium  carrying  the  secretions. 

There  are  certain  persons  who  have  be- 
come carriers  of  the  disease ; that  is,  who  af- 
ter having  it  and  after  the  usual  quarantine 
period,  leave  the  hospital  and  infect  other 
members  of  the  family.  Are  those  true  car- 
riers (as  in  the  case  of  diphtheria  carriers) 
or  have  they  become  reinfected  in  the  hos- 
pital wards  from  contact  with  new  cases?  It 
seems  that  reinfection  is  the  case,  for  patients 
in  isolated  homes  where  the  usual  quarantine 
period — four  weeks — is  enforced,  and  dis- 
charges if  any  have  cleared  -in  these  cases  be- 
fore release,  rarely  if  ever  transmit  the  dis- 
ease. 

Quarantine:  With  the  advent  of  scarlet 

fever  antitoxin  the  question  naturally  arises, 
will  this  shorten  the  quarantine  period?  There 
is  no  evidence  to  show  that  any  serum  used 
at  present  in  scarlet  fever  is  in  any  sense  bac- 
tericidal, and  until  a serum  is  produced  that 
will  be  bactericidal,  and  until  characteristics 
of  the  causative  organism  become  so  well 
known  to  us  that  we  may  by  cultures  say  def- 
initely that  the  case  is  clear  of  the  organism, 
our  quarantine  period  must  of  necessity  re- 
main as  at  present. 


SCARLET  FEVER:  SYMPTOMS.  TYPES, 
AND  COMPLICATIONS* 

By  James  S.  Lijtz,  M.  D.,  Louisville. 

Scarlet  fever  is  a disease  of  childhood.  It 
occurs  in  children  between  the  ages  of  one 
and  eight  years  in  about  ninety  per  cent  of 
cases.  However,  it  may  develop  at  any  age — 
from  the  newborn  infant  to  the  third  decade 
of  life. 

One  attack  of  scarlet  fever  usually  renders 
the  individual  immune  from  this  disease  for 
the  remainder  of  life.  There  are  a few  per- 
sons who  have  had  a second  attack,  but  this 
does  not  occur  nearly  so  frequently  as  in 
measles. 

The  incubation  period  of  scarlet  fever  is 
short,  there  being  an  interval  of  only  three 
to  five  days  from  the  time  of  exposure  until 
symptoms  begin  to  manifest  themselves.  If 
symptoms  do  not  appear  before  the  eighth  day 
the  individual  will  not  develop  the  disease 
from  that  exposure ; but  this  does  not  mean 
that  he  is  immune,  as  he  may  contract  it  from 
some  other  unknown  exposure  at  a later  date. 

The  prodromal  symptoms  of  scarlet  fever  are 
of  short  duration  and  in  some  instances  may 
pass  unnoticed.  There  are  generally  present 
slight  fever,  sore  throat,  headache,  general 
myalgia  and  loss  of  appetite ; and  the  family 
will  of  Sen  conclude  that  the  child  is  develop- 
ing tonsillitis.  Within  ten  to  eighteen  hours 
the  active  symptoms  will  begin.  In  children 
under  three  years  there  will  often  be'  convul- 
sions, in  older  children  perhaps  a distinct 
chill,  and  in  both  there  will  nearly  always  be 
vomiting.  It  is  seldom  that  vomiting  recurs 
after  the  initial  symptoms.  The  temperature 
is  high,  ranging  from  101°  to  106°  or  107  F. ; 
the  pulse  is  accelerated,  not  uncommonly  so 
rapid  that  it  cannot  be  counted  accurately. 
A pulse  rate  of  150  to  180  is  not  rare.  This 
acceleration  of  the  pulse  will  continue  well 
into  convalescence.  There  is  no  more  change 
in  the  respirations  than  would  be  expected 
from  the  high  temperature.  Bronchitis  is  un- 
common. 

The  throat  is  inflamed  and  sore.  The  in- 
flammation extends  to  the  tonsils  and 
pharynx,  then  gradually  to  the  pillars  of  the 
fauces  and  hard  palate.  Often  the  entire  cav- 
ity becomes  inflamed.  The  mucous  membrane 
is  very  red  and  congested.  The  tonsils  are 
enlarged,  and  membrane  often  forms  over 
them  resembling  the  membrane  found  in  diph- 
theria. In  fact,  it  is  not  uncommon  for  these 
two  diseases  to  coexist.  Cultures  should  be 
made  whenever  a membrane  is  present,  and  I 
think  it  advisable  to  administer  a dose  of  anti- 
toxin if  a suspicion  of  diphtheria  exists,  be- 


*Read  before  the  Jefferson  County  Medical  Society,  May 
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cause  one  does  the  patient  no  harm  and  may 
save  his  life.  If  one  waits  for  the  laboratory 
report  the  patient  may  be  overcome  by  the 
poison  of  the  combined  diseases  before  the  an- 
titoxin can  be  given.  The  so-called  strawber- 
ry or  raspberry  tongue  is  often  present.;  but 
this  also  occurs  in  other  eruptive  fevers,  the 
reddened  papilla*  showing  the  white  coat  in 
three  or  four  days.  There  is  some  conjunc- 
tivitis, and  often  a considerable  amount  of 
pus  forms  in  the  eyes.  There  is  congestion  of 
the  mucous  membrane  of  the  nasal  cavities 
with  discharge  which  becomes  purulent  the 
third  or  fourth  day. 

Loss  of  appetite  is  the  rule,  and  because  of 
painful  deglutition  the  patient  will  eat  very 
little.  Diarrhea  occurs  in  some  cases  and  at 
the  beginning  of  the  attack  may  be  mislead- 
ing, causing  the  diagnosis  of  gastro-enteritis 
to  be  made;  but  the  appearance  of  the  erup- 
tion clarifies  the  diagnosis. 

There  is  always  some  adenitis,  especially 
of  the  cervical  lymphatics;  and  these  some- 
times suppurate  and  prolong  the  course  of 
the  disease. 

The  blood  picture  in  scarlet  fever,  given  by 
Tileston  and  Locke,  is  as  follows  (quoted)  : 

(1)  The  blood  of  scarlatina  in  children  dif- 
fers from  that  in  adults  only  in  proportion  to 
the  difference  of  normal  blood  at  the  differ- 
ent ages : 

(2)  A slight  secondary  anemia  is  the  rule 
in  all  but  the  very  mild  cases,  varying  direct- 
ly with  the  severity  and  duration  of  the  dis- 
ease. The  reduction  in  hemoglobin  is  from  5 
to  25  per  cent,  and  in  erythrocytes  from  100,- 
000  to  700,000  per  cubic  millimeter;  both  re- 
turn to  normal  after  a period  of  several 
weeks. 

(3)  A hyperieucocytosis  almost  invariably 
accompanies  the  disease  and  pursues  a char- 
acteristic course;  rising  abruptly  in  the  sec- 
ond to  eighth  day  (18,000  to  40,000),  the 
count  diminishes  rapidly  for  a few  days,  then 
more  gradually  to  reach  normal  in  convales- 
cence at  the  end  of  three  to  six  weeks : 

(4)  During  the  stage  of  invasion  and  erup- 
tion the  polynuclear  leucocytes  are  both  rel- 
atively and  absolutely  increased,  but  decrease 
rapidly  with  the  reduction  of  leucocytes  until 
convalescence,  when  they  may  become  rela- 
tively, though  never  absolutely,  below  normal. 
The  mononuclears  take  exactly  the  opposite 
course.  With  the  onset  the  eosinophiles  dis- 
appear entirely  or  are  greatly  reduced,  to  rise 
again  to  normal  when  defervesence  begins. 
This  eosinophilia  persists  until  late  convales- 
cence : 

(5)  Complications,  with  few  exceptions, 
exert  no  influence  upon  the  course  of  the 
blood. 

The  characteristic  symptoms  of  scarlet  fev- 


er is  the  peculiar  eruption  which  makes  its 
appearance  in  27  per  cent  of  cases  at  the  end 
of  the  first  day,  and  in  43  per  cent  during  the 
second  day.  The  eruption  first  shows  upon 
the  neck  and  shoulders,  and  usually  spreads 
over  the  entire  body,  except  for  an  area 
around  the  mouth,  called  the  “circumoral  pal- 
lor,” giving  the  face  a peculiar  appearance. 
The  eruption  fades  in  the  order  of  its  appear- 
ance, and  is  usually  gone  in  seven  days.  The 
eruption  comes  as  a blush  and  covers  the  skin 
with  seldom  any  area  of  white  showing,  in 
contradistinction  to  measles.  In  a day  or 
two  a punctate  condition  develops  which 
gives  the  sensation  of  rubbing  the  finger  over 
velvet.  On  pressure  the  redness  fades,  but  re- 
turns immediately  upon  removing  the  finger. 

The  blanching  test  of  Schult-Carlton  is 
used  often  to  clarify  a questionable  diagnosis, 
as  injection  of  the  serum  will  cause  a perman- 
ent blanching  of  the  skin  for  an  area  around 
the  point  of  injection  in  scarlet  fever,  and 
not  in  other  eruptive  fevers. 

The  patient  complains  of  itching  and  burn- 
ing for  the  first  few  days.  At  the  end  of  five 
to  seven  days  desquamation  begins,  and  is 
usually  in  proportion  to  the  temperature  as 
to  extent ; but  desquamation  is  always  present 
in  greater  or  lesser  degx*ee,  beginning  at  the 
edge  of  the  nails,  where  it  is  most  easily  seen. 
Of  course  where  the  skin  is  thickest  the  des- 
quamation will  be  most  marked ; and  over  the 
body  it  is  so  fine  that  it  cannot  always  be  de- 
tected. 

The  cutaneous  sign  described  'by  Pastia  is 
of  some  assistance  in  making  the  diagnosis. 
It  is  a linear  pigmentation  in  the  folds  of  the 
skin  and  is  fairly  constant  and  persists  after 
the  eruption  has  faded;  however,  it  does  show 
occasionally  in  measles,  but  not  in  erisipelas. 

As  to  the  types,  scarlet  fever  may  be  divid- 
ed into  (a)  abortive,  (b)  mild,  (c)  moder- 
ate, (d)  toxic,  (e)  septic,  and  (f)  surgical. 

The  abortive  type  is  sometimes  seen  in  fam- 
ilies where  the  disease  is  present.  One  of  the 
children  may  be  slightly  ill  for  a day,  but  not 
show  the  characteristic  symptoms. 

The  mild  type  is-the  one  most  commonly  en- 
countered. The  patient  shows  a little  fever, 
slight  eruption,  and  a small  amount  of  de- 
squamation, with  little  or  no  constitutional 
symptoms. 

The  moderate  forms  are  those  in  which  the 
disease  runs  its  acute  course  in  a few  days ; 
but  any  of  these  cases  may  become  toxic  or 
septic  very  quickly. 

The  toxic  types  are  the  ones  where  all  the 
mentioned  symptoms  are  vei*y  severe,  and  the 
patient  may  die  within  the  first  twenty-four 
or  forty-eight  hours  after  onset  of  the  attack. 

The  sepic  cases  are  those  in  which  suppura- 
tive processes  play  a prominent  part,  and 
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sometimes  there  is  a blood  stream  infection 
showing  the  streptococcus  present  in  the 
blood.  These  cases  are  very  fatal. 

The  so-called  surgical  scarlet  fever  repre- 
sents those  cases  which  follow  operations,  and 
especially  puerperal  fever.  It  is  questionable 
whether  this  type  should  be  called  scarlet  fev- 
er. Streptococcic  infection  with  scarlet  fever 
symptoms  would  be  a truer  name  for  this  con- 
dition. 

Complications : There  are  so  many  compli- 
cations and  sequelae  of  scarlet  fever  that  a 
book  could  be  written  and  not  describe  all  of 
them.  The  most  common  is  suppurative  otitis 
media,  which  occurs  frequently,  and  unless 
this  is  borne  in  mind  will  often  cause  the  med- 
ical attendant  considerable  worry  because  of 
continued  fever  after  the  eruption  fades. 

Diphtheria  often  occurs  at  the  same  time 
that  scarlet  fever  does,  so  that  a culture 
should  be  made  from  all  throats  showing  a 
membrane. 

Nephritis  is  the  complication  that  is  so 
much  dreaded;  but  statistics  show  that  a very 
small  percentage  of  cases  have  this  and  that 
it  is  just  about  as  prone  to  occur  in  mild 
cases  as  in  severe  ones ; and  cases  that  show 
albuminuria  during  the  acute  symptoms  will 
not  show  any  trouble  in  later  life.  There  is 
sometimes  complete  anuria  with  great  swelling 
of  the  body. 

Pyelitis  is  another  complication  that  occurs 
more  frequnentlv  than  is  usually  given  cred- 
ence. 

Suppuration  of  the  lymphatic  glands  may 
ensue  and  unless  incised  and  drained  early 
will  often  cause  large  sloughing  ai*eas. 

The  heart  is  not  often  attacked.  Myocardit- 
is and  endocarditis  are  the  chief  forms  which 
have  been  noted. 

Iritis  and  retinitis  sometimes  occur  with 
disastrous  results. 

Synovitis  .and  arthritis  are  sometimes  ser- 
ious complications. 

In  fact,  no  organs  nor  tissues  of  the  body 
are  immune  from  invasion  by  The  streptococ- 
cus scarlatinas,  and  as  any  attack  of  scarlet 
fever  may  be  attended  by  serious  complica- 
tions, it  behooves  us  to  be  on  the  lookout  for 
them . 


Are  Ambard’s  Laws  Erroneous? Goldbd'ger 

concludes  that  Ambard’s  ureosecretory  formula 
is  constant  in  healthy  persons.  Changes  in  the 
cardiovascular  apparatus,  in  blood  circulation 
and  in  the  endocrine  glands  influence  the  urin- 
ary output  of  urea.  When  these  extrarenal  factors 
are  excluded,  a high  Ambard’s  constant  points 
to  disturbed  excretion  of  urea  due  to  renal  insuf- 
ficiency. This  is  observed  in  uremic  nephritis  or 
in  mixed  forms  of  nephritis 


PREVENTION  AND  TREATMENT  OF 
SCARLET  FEVER.* 

By  James  W.  Bruce,  Louisville. 

Prevention:  Passive  immunity  by  the  in- 

jection of  one-half  the  therapeutic  dose  of 
scarlet  fever  antitoxin  can  be  easily  accom- 
plished. However,  this  immunity  last  but 
three  to  eight  weeks  and  in  many  cases  leaves 
the  person  sensitive  to  horse  serum.  For  these 
reasons  prophylactic  injections  should  not  be 
used  in  ordinary  practice.  Their  chief  value 
lies  in  the  control  of  epidemics  in  institutions 
where  individual  observation  may  be  difficult. 
However,  even  in  institutions  it  is  better  if 
possible  to  do  Dick  tests  on  all  contacts  and 
isolate  under  close  observation  those  with  pos- 
itive tests. 

Active  immunization  is  still  in  its  infancy. 
It  has  been  shown  by  the  Dicks  that  it  is 
necessary  to  inject  10,000  or  more  skin  test 
doses  of  scarlet  fever  streptococcus  toxin  to 
produce  immunity  with  any  certainty,  and  for 
any  length  of  time.  The  injection  of  as  much 
•toxins  as  10,000  skin  test  doses  produces  se- 
vere reactions  unless  preceded  by  several 
smaller  doses.  The  technique  which  they  fol- 
lowed consisted  of  three  injections  given  at 
tive  1o  seven  day  intervals  of  500,  1,500,  and 
10,000  skin  test  doses.  In  this  way  they  were 
able  to  immunize  susceptible  persons  and  their 
immunity  has  persisted  as  long  as  they  have 
been  under  observation,  i.  e.,  eighteen  months. 
The  persons  whom  they  immunized  were  later 
intimately  exposed  to  scarlet  fever  and  none 
i ontraeted  the  disease.  The  immunity  begins 
within  two  or  three  weeks  after  the  toxin  in- 
jections, in  this  way  differing  from  the  im- 
munity to  diphtheria  which  takes  several 
months  to  develop.  The  question  of  the  de- 
velopment and  persistence  of  immunity  can 
be  accurately  determined  by  the  Dick  test. 

Reactions  sometimes  follow  the  injection  of 
scarlet  fever  toxin  consisting  of  malaise,  fever, 
and  rash.  However,  proper  regulation  of  the 
dose  of  toxin  should  minimize  these.  Active 
immunization  to  scarlet  fever,  although  a 
struggling  infant  at  present,  promises  great 
things  for  the  future. 

Treatment : The  first  streptococcus  anti- 

toxin was  developed  by  Moser  in  1902.  He 
injected  living  cultures  of  streptococci  which 
had  been  taken  from  the  throats  of  scarlet  fev- 
er patients,  and  grown  in  beef  broth  for  four 
days,  into  horses  and  made  a serum.  This 
serum  was  of  course  both  bactericidal  and  an- 
titoxic. Moser  obtained  good  results  in  treat- 
ing scarlet  fever  with  his  serum.  Since  his 
time  various  streptococcus  serums  have  been 
used,  but  because  of  lack  of  potency  and  spe- 
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cificity,  and  due  to  serum  disease  resulting 
from  the  use  of  unconcentrat.ed  and  unrefin- 
ed serum,  they  have  gradually  fallen  into  dis- 
use. 

lu  1 923  Docliez  of  1 lie  Rockefeller  Institute 
developed  a scarlet  fever  serum  using  almost 
the  same  inelhod  as  Moser,  lie  has  obtained 
good  results  with  his  serum.  A few  months 
later  the  Dicks  developed  a serum  by  inject- 
ing horses  with  scarlet  fever  streptococcus 
toxin.  This  serum  is  of  course  antitoxic  hut 
not  bactericidal,  it  is  thought  bv  most  ob- 
servers that  the  bactericidal  element  is  unim- 
portant and  that  the  antitoxin  is  the  all  im- 
portant part. 

Men  who  have  had  wide  experience  in  the 
use  of  scarlet  fever  antitoxin,  such  as  the 
Dicks,  Docliez,  Park,  Zingher  and  many  otn- 
ers,  believe  that  it  is  very  valuable  when  used 
early  and  in  sufficient  dosage.  In  most  cases 
the  fever  subsides  within  twenty-four  hours, 
the  toxemia  is  reduced,  and  a severe  case  be- 
comes a mild  one.  Antitoxin  should  be  used 
iu  all  moderate  and  severe  cases  and  it  is  use- 
1 ul  as  long  as  the  rash  lasts,  it  is  question- 
able whether  it  is  advisable  to  use  it  in  mild 
cases  as  the  serum  sickness  may  be  worse  than 
(he  disease.  However,  it  is  often  difficult  to 
tell  at  the  onset  whether  the  ease  will  be  mild 
or  severe  and  the  longer  we  wait  the  less  ef- 
fective is  the  serum. 

The  effect  of  antitoxin,  on  complications  is 
still  an  undecided  question.  The  results  of 
most  observers  are  that  complications  are  not 
decreased  as  much  as  we  hoped  they  would 
be.  The  Dicks  believe  that  complications  are 
very  much  reduced,  but  most  other  observers 
do  not  support  them  on  this  point. 

The  dose  of  antitoxin  is  also  a matter  which 
must  be  developed  more  thoroughly.  The  con- 
sensus of  opinion  is  that  5,000  to  10,000  units 
is  the  proper  therapeutic  dose.  There  are 
about  3000  units  in  most  of  the  therapeutic 
preparations  on  the  market.  The  definition  of 
a unit  of  scarlet  fever  antitoxin  adopted  by 
t!ie  U.  S.  Public  Health  Service  is  the  amount 
necessary  to  neutralize  100  skin  test  doses  of 
toxin. 

Antitoxin  can  be  given  intramuscularly  or 
intravenously.  Intravenous  injection  will  turn 
the  Dick  test  negative  in  about  two  hours. 
Intramuscular  injection  will  do  the  same 
thing  in  six  to  eighteen  hours.  My  own  pref- 
erence is  the  intramuscular  route  because  re- 
actions are  quite  common  following  the  intra- 
venous route.  This  is  particularly  true  of 
the  concentrated  antitoxins  which  are  most 
popular -because  of  their  small  volume. 

Besides  specific  serum  therapy  we  have  lo- 
cal and  general  constitutional  treatment  for 
scarlet  fever. 

Local  treatment  of  the  nose  and  throat  has 


for  its  object  the  removal  of  secretions  from 
the  nose  and  throat.  Swabbing  the  throat 
with  silver  nitrate,  mercurochrome  and  other 
antiseptics  probably  does  a certain  amount  of 
good  when  the  work  can  be  done  with  the  full 
cooperation  of  the  patient.  However,  in 
young  children  this  is  usually  impossible  and 
very  little  benefit  is  accomplished.  Hot  gar- 
gles of  normal  saline  or  soda  solution  or  boric 
acid  solution  are  beneficial  and  can  be  used 
to  advantage  in  patients  who  know  how  to 
gargle.  The  most  helpful  local  applications 
arc  in  the  form  of  drops  instilled  into  the  nos- 
tril,-. The  object  of  this  method  of  treatment 
is  to  keep  the  narcs  cleared  of  secretions  thus 
preventing  obstruction  of  the  outlets  of  the 
paranasal  sinuses.  One  of  the  commonest 
complications  of  scarlet  fever  is  otitis  media 
and  il  is  thought  that  by  keeping  the  nasal 
ends  of  the  eustachian  tubes  clear,  this  can 
often  be  prevented.  Various  substances  can 
be  used  in  this  way.  Some  prefer  aqueous 
solutions,  e.  g.,  argyrol,  mercurochrome,  sa- 
line, or  soda.  Others  prefer  an  oily  base  such 
as  liquid  petrolatum  with  camphor,  menthol, 
or  eucalyptus  dissolved  therein.  My  own  pref- 
erence is  argyrol  twice  a day  with  two  hourly 
injections  of  an  oil  preparation.  The  medi 
cine  dropper  is  the  best  method  of  adminis- 
tration. Atomizers  do  not  inject  sufficient 
volume  of  fluid.  Nasal  irrigations  on  the  oth- 
er hand  inject  too  much  fluid  and  are  likely 
1o  wash  infectious  material  into  the  sinuses 
and  middle  ears. 

Moderate  use  of  the  salicylates  and  the  less 
depressing  antipyretics,  e.  g.,  phenacetin  and 
antipyrin  will  "make  the  patient  much  more 
comfortable  and  add  little  if  any  risk. 

There  are  three  substances  which  should  be 
freely  administered  in  any  fever.  These  are 
water,  sugar,  and  alkali.  The  importance  of 
these  lowly  but  essential  materials  is  often 
overlooked  by  the  physician  and  not  appre- 
ciated by  those  attending  the  patient.  Free 
ingestion  of  water  is  necessary  for  the  elimin- 
ation of  toxins.  Sugar  is  the  safest  food  and 
is  less  apt  to  upset  the  digestion  and  meta- 
bolism. We  must  remember  in  this  connec- 
tion that  table  sugar  (saccharose)  is  too  sweet 
to  be  administered  in  large  quantities  and 
better  success  will  be  had  with  Karo  corn  sy- 
rup or  milk  sugar  (lactose).  Alkali,  of  course, 
offset1'  the  excessive  production  of  acid  that 
occurs  ill  fever.  Acidosis  hangs  like  a cloud 
over  the  head  of  every  feverish  child  and  the 
free  exhibition  of  these  three  substances  makes 
acidosis  impossible. 

Most  of  the  serious  complications  of  scarlet 
fever,  such  as  nephritis,  endocarditis,  and 
arthritis  begin  during  the  third  week.  For 
this  reason  it  is*  important  to  keep  all  patients 
in  bed  for  full  twenty-one  days.  If  this  pre- 
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caution  is  observed  it  is  thought  the  incidence 
of  the  above  mentioned  complications  will  be 
lessened. 

The  diet  should  cause  as  little  strain  upon 
the  kidneys  as  possible.  For  this  reason  a low 
protein,  low  salt  diet  is  recommended. 

Complications  must  be  treated  as  they 
arise,  and  in  a paper  of  this  length  it  is  im- 
possible to  enter  into  a discussion  of  this 
phase  of  the  subject. 

DISCUSSION. 

Phillip  F.  Barbour:  I cannot  agree  with  one  of 
the  essayists  (Dr.  Lutz)  that  the  diagnosis  of 
scarlet  fever  is  always  easy.  In  severe  cases 
with  typical  symptoms  the  diagnosis  entails  lit- 
tle difficulty;  but  mild  cases  with  slight,  evanes- 
cent rash,  slight  vomiting  and  moderate  temper- 
ature elevation, — which  are  common  manifesta- 
tions of  other  affections  of  childhood — many  pre- 
sent no  symptoms  positively  indicative  of  scar- 
let fever.  I have  seen  quite  a number  of  cases 
of  that  character,  and  have  had  other  physicians 
see  them  with  me,  and  still  we  were  unable  to 
make  a positive  clinical  diagnosis.  In  obscure 
cases  of  that  kind  I believe  it  is  wise  to  adopt 
the  plan  of  isolating  the  children  to  prevent  dis- 
semination of  the  disease  in  the  event  it  proves 
to  be  scarlet  fever.  Very  mild  types  of  scarlet 
fever  with  atypical  symptoms  are  sometimes  cer- 
tainly quite  puzzling  and  may  be  deluding. 

The  blood  picture  described  by  Dr.  Lutz  shows 
a higher  leucocytosis  than  I have  observed. 
Usually  the  leucocyte  count  ranges  between  12,- 
000  and  15,000;  I have  never  seen  it  as  high  as 

25.000  to  30,000.  In  practically  every  case  com- 
ing under  my  observation  eosinophilia  has  per- 
sisted throughout  the  course  of  the  disease. 

In  the  Cook  County  Hospital  (Chicago,  Illi- 
nois) some  years  ago  Dr.  Blott  stated  it  was  im- 
possible to  differentiate  the  rash  of  scarlet  fev- 
er from  that  of  influenza;  that  he  always  based 
the  diagnosis  upon  the  leucocyte  count;  that  in 
influenza  the  leucocyte  count  rarely  exceeded 
6,000,  whereas  in  scarlet  fever  it  ranged  from 

12.000  to  20,000;  and  that  he  made  the  ,d'lTer" 
ential  diagnosis  solely  on  the  character  of  the 
blood  picture.  While  I am  not  sure  this  has 
been  substantiated  by  other  observers,  yet  we 
know  that  in  other  diseases  rashes  may  occur 
that  closely  resemble  the  eruption  of  scarlet  fev- 
er. I have  often  seen  children  with  vague  symp- 
toms of  digestive  disturbances  who  had  rashes 
which  caused  considerable  diagnostic  confusion 
for  two  or  three  days. 

A most  valuable  local  measure  in  the  treat- 
ment of  scarlet  fever  is  to  keep  the  nose  and 
throat  clean.  When  this  is  done  the  disease 
usually  assumes  a milder  course  and  complica- 
tions are  less  frequent.  For  this  purpose  I have 
found  argyrol  more  advantageous  than  boric 
acid  solution.  Argyrol  should  be  applied  twice 
daily  followed  by  an  oily  spray,  because  un- 


pleasant effects  are  often  noted  from  argyrol 
when  used  frequently.  After  use  of  the  oily 
spray  the  child  seems  to  breathe  easier,  degluti- 
tion is  less  difficult,  and  the  unpleasant  effects  of 
argyrol  are  obviated. 

In  many  cases  local  applications  to  the  ton- 
sils cannot  be  satisfactorily  made.  If  the  child 
cries  and  struggles  harm  may  result  from  trau- 
ma. If  the  child  offers  no  resistance  and  local 
applications  can  be  gently  made,  no  trauma  will 
be  inflicted  and  the  result  will  be  beneficial.  The 
greatest  nidus  of  toxemia  is  the  throat  and  nose, 
and  when  these  are  treated  properly,  the  disease 
will  be  mild  in  character. 

In  the  general  management  of  scarlet  fever 
one  of  the  most  important  items  is  to  give  the 
child  an  abundance  of  fluids.  By  thus  diluting 
the  toxins  eliminated  through  the  kidneys  we 
may  lessen  the  chances  of  secondary  nephritis. 
I always  encourage  the  patient  to  drink  plenty 
of  water  and  fruit  juices  during  the  first  few 
days,  hoping  in  that  way  to  dilute  the  toxins  and 
cause  their  elimination  before  the  kidneys  have 
been  seriously  damaged. 

In  many  cases  it  is  advisable  to  administer 
antipryretics  in  some  form, — phenacetin  and  an- 
tipyrin are  probably  the  most  useful.  The  sali- 
cylates are  helpful  in  relieving  pain  and  at  the 
same  time  assist  in  the  elimination  of  toxins. 

As  to  serum  therapy  in  scarlet  fever:  I have 
no  doubt  the  Dicks  are  working  on  the  right 
principle.  The  organism  they  have  isolated  seems 
to  meet  the  postulates  of  Koch,  but  they  have 
not  yet  produced  a serum  that  can  be  suc- 
cessfully used  in  all  cases.  In  the  severe 
types  I believe  some  one  of  the  sera  should  be 
given,  but  mild  cases  are  perhaps  better  treated 
without  sera  as  these  agents  now  exist.  In  sev- 
eral instances  where  I have  used  sera  there  were 
unpleasant  after-effects,  indeed,  the  patients 
suffered  more  from  serum  sickness  than  from 
the  scarlet  fever  itself.  For  that  reason  I have 
hesitated  about  using  sera  except  in  very  severe 
cases. 

The  situation  in  regard  to  scarlet  fever  serum 
is  in  every  way  similar  to  the  diphtheria  anti- 
toxin question  several  years  ago.  I was  among 
the  first  in  Louisville  to  use  diphtheria  antitox- 
in, but  it  was  then  a very  crude  product.  Great 
advances  have  since  been  made  in  the  manufac- 
ture of  antitoxin.  It  is  probable  that  similar  im- 
provements will  be  made  in  scarlet  fever  sera, 
but  I do  not  believe  that  that  time  has  yet  ar- 
rived. 

Henry  A.  Cottell:  During  my  experience  of 

fifty-four  years  as  a medical  practitioner  I have 
rarely  encountered  any  difficulty  in  the  clinical 
diagnosis  of  scarlet  fever.  I recall  only  one  case 
in  which  it  was  impossible  to  determine  whether 
the  patient  had  scarlet  fever  or  measles.  In  the 
majority  of  cases  the  eruption  of  scarlet  fever 
is  characteristic,  but  it  sometimes  closely  re- 
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sembles  that  of  measles,  especially  when  the 
dermatitis  is  severe. 

In  the  treatment  of  scarlet  fever  I have  ad- 
ministered alkalies  and  salicylates  and  kept  the 
throat  clean.  One  of  the  best  local  applica- 
tions if  the  throat  happens  to  be  membranous 
is  a mixture  of  Monsell’s  solution,  carbolic  acid 
and  glycerine.  Of  course  if  scarlet  fever  and 
diphtheria  co-exist,  the  patient  should  be  given 
diphtheria  antitoxin.  I have  seen  cases  of  scar- 
let fever  which  seemed  to  be  combined  with 
diphtheria  from  the  start. 

I suppose  I saw  at  one  time  in  consultation 
with  a country  doctor  three  of  the  most  serious 
cases  of  scarlet  fever  ever  observed  in  Jeffer- 
son county.  One  child  had  had  convulsive  seiz- 
ures and  was  already  dead,  another  was  in  con- 
vulsions and  dying,  the  third  was  in  bed  with 
hyperpyrexia.  The  country  physician  asked  me 
to  make  the  diagnosis,  and  I told  him  I believed 
it  was  scarlet  fever;  but  he  said  “no  it  was  cere- 
brospinal meningitis.”  Of  course  the  child  that 
was  dead  exhibited  no  symptoms  by  which  the 
diagnosis  could  be  made;  the  child  that  was  in 
the  convulsions  had  not  then  reached  the  erupt- 
ive stage  and  died  before  the  rash  appeared;  the 
one  in  bed  with  hyperpyrexia  developed  the 
classical  eruption  of  scarlet  fever  the  following 
day,  and  eventually  recovered. 

These  cases  illustrated  something  I had  never 
before  seen,  although  it  had  been  many  times 
stated  in  text  books  and  elsewhere,  viz.,  that  if 
convulsions  occur  in  scarlet  fever  before  the 
eruption  appears,  the  patient  is  doomed.  This 
proved  true  in  two  of  the  cases  I have  just  relat- 
if  the  third  child  had  died  like  the  first  and  sec- 
ond, a diagnosis  could  not  have  been  made. 

James  S.  Lutz  (in  closing)  : As  to  the  ques- 

tion whether  scarlet  fever  has  become  less  viru- 
lent during  recent  years:  Such  an  opinion  has 
been  expressed  by  various  observers  who  have 
used  the  serum  therapy. 

With  reference  to  serum  therapy:  My  observa- 
tion has  been  that  the  discomfort  from  reaction 
after  the  administration  of  serum  is  greater  than 
from  the  moderate  form  of  the  disease.  Scar- 
let fever  serum  is  still  in  the  experimental  stage. 

Dr.  Barbour  spoke  of  the  difficulty  in  diag- 
nosis of  scarlet  fever.  It  is  quite  true  that  some 
cases  occur  in  which  the  diagnosis  is  never  made, 
just  as  this  happens  in  typhoid  fever  and  cer- 
tain other  diseases.  However,  I do  not  believe 
the  diagnosis  of  scarlet  fever  entails  any  diffi- 
culty in  the  average  case;  the  symptoms  are 
quite  characteristic  and  for  the  most  part  unlike 
those  of  any  other  disease. 

In  scarlet  fever  where  there  is  membrane  in 
the  throat,  I think  it  advisable  to  administer  diph- 
theria antitoxin  without  waiting  for  the  labor- 
atory report.  There  is  no  danger  in  this,  and  if 
diphtheria  co-exists,  it  may  be  a life-saving  meas- 
ure. The  patient  may  become  decidedly  worse 


while  waiting  for  the  laboratory  report,  and  dis- 
solution may  occur  before  antitoxin  can  then  be 
administered. 

James  W.  Bruce  (in  closing)  : Regarding 

the  diagnosis  of  scarlet  fever:  I have  seen  quite 
a few  cases  where  the  diagnosis  was  uncertain 
for  two  or  three  days.  It  seems  to  me  that  the 
blanching  test  is  going  to  be  of  the  greatest 
assistance  in  the  differential  diagnosis  of  doubt- 
ful cases. 

I recently  saw  a child  with  sore  throat,  slight 
fever,  an  apparently  typical  rash,  and  a marked- 
ly coated  tongue.  I could  not  determine  wheth- 
er it  was  the  so-called  strawberry  tongue  or  not; 
but  in  any  event  that  is  something  of  little  value 
in  my  opinion.  I thought  the  child  had  scarlet 
fever,  but  the  father  said  “he  had  rubbed  the 
child’s  body  with  ointment  the  night  before,  and 
that  was  the  cause  of  the  rash.”  A blanching 
test  was  done  and  was  negative  for  scarlet  fever, 
i.  e.,  the  skin  did  not  blanch.  Subsequent  events 
proved  that  it  was  not  scarlet  fever  but  simple 
tonsilitis. 

As  to  the  relative  prognosis  of  scarlet  fever  in 
tonsillectomized  and  non-tonsiilectomized  pa- 
tients: It  has  seemed  to  me  that  the  presence 

or  absence  of  tonsils  maks  considerable  Uiifer- 
ence.  The  disease  appears  to  assume  greater  se- 
verity and  complications  are  more  likely  in  pa- 
tients with  tonsils  than  those  whose  tonsils  have 
been  removed. 

The  administration  of  scarlet  fever  antitoxin 
in  mild  cases  probably  does  more  harm  than 
good,  because  the  serum  reactions  are  more  se- 
vere than  the  disease.  The  value  of  antitoxin  in 
controlling  complications  is  still  a questionable 
point.  Many  observers,  among  them  Park,  of 
New  York,  do  not  believe  antitoxin  controls  com- 
plications to  any  appreciable  extent.  Certainly 
serum  reactions  are  sometimes  very  severe.  I 
would  not  advocate  serum  therapy  in  any  except 
severe  cases. 


Secretory  Path  of  Thyroid. — Secretion  of  thy- 
reoglobulin into  blood  and  lymph  has  been  stud- 
ied by  Hicks  in  dogs  with  normal  thyroids.  It 
would  appear  from  his  results  that  thyreoglob- 
ulin finds  its  way  more  by  the  blood  stream  than 
by  the  lymphatics,  the  rate  of  flow  in  the  latter 
being  very  slow  compared  with  that  of  the  blood 
in  the  veins,  and  the  concentration  being  of  the 
same  order  in  the  two.  A conclusion  cannot  be 
drawn  as  to  the  effect  of  possible  secretory  fi- 
bers in  the  sympathetic  nerve  supply  to  the  thy- 
roid, although  it  might  be  urged  that  the  effect 
might  be  slower  than  the  nature  of  the  experi- 
ment could  detect.  These  results  confirm  those 
of  Carlson,  Heketoen  and  Schulhof.  Adminis- 
tration of  iodine  appears  to  increase  the  flow  of 
lymph  from  the  apical  lymphatics  of  the  thyroid 
gland,  as  well  as  to  increase  the  content  of  thy- 
reoglobulin therein. 
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THE  VALUE  OF  EXTERNAL  EXAMINA- 
TION IN  CONNECTION  WITH  GENERAL 
DISEASES.* 

By  Jesse  H.  Simpson,  M.  D.,  Louisville. 

In  selecting  the  foregoing  subject  for  this 
paper,  I was  influenced  more  or  less  by  dis- 
cussions 1o  which  I have  listened  recently  as 
to  whether  or  not  at  present  the  laboratory 
is  being  depended  upon  too  much  in  making 
our  diagnoses:  also  by  the  recognition  of  the 
fact  that  the  great  clinicians  of  yesterday, 
with  little  to  aid  them  except  their  eyes,  ears 
and  fingers,  discovered  many  ocular  symp- 
toms which  they  associated  with  diseases  in 
general  and  gave  them  to  us  as  our  heritage. 
These  thoughts  prompted  me  to  present  for 
your  consideration  some  of  the  selfsame 
symptoms  and  their  association  with  general 
disorders,  together  with  other  symptoms  dis- 
covered in  more  recent  years,  which  may  he 
noted  upon  examining  the  eyes,  their  lids, 
supercilia,  etc. 

The  general  expression  of  the  eyes  has  long 
been  regarded  as  an  index  to  health  or  disease, 
and  is  valuable  in  diagnosis  as  well  as  in  prog- 
nosis. * 

The  eyebrows,  that  hirsuit  adornment  of 
the  face  in  general  and  the  eyes  in  particular, 
— known  in  medical  parlance  as  the  supercilia, 
— portray  secrets  if  they  be  abnormal.  Most 
prominent  of  these  symptoms  is  alopecia,  eith- 
er partial  or  total,  with  the  remaining  hairs 
“mussed  and  scraggy,”  which  is  indicative 
of  syphilis. 

The  eyelids,  supplied  as  they  are  with  sen- 
sory fibers  from  the  fifth  cranial  nerve,  are 
naturally  sensitive  to  touch,  heat  and  pain, 
'Anesthesia  of  these  parts  denotes  abnormal- 
ity. If  circumscribed,  or  at  least  unilateral, 
the  inference  is  that  there  exists  a peripheral 
lesion,  and  if  bilateral,  that  the  lesion  is  cen- 
tral. 

Superciliary  and  palpebral  anesthesia  is 
often  seen  in  herpes  zoster,  but  usually  does 
not  occur  until  after  the  characteristic  erup- 
tion has  appeared.  This  is  noted  in  leprosy 
as  well  as  in  tabes.  It  is  sometimes  associated 
with  hysteria,  and  exists  in  certain  fractures 
of  the  roof  or  apex  of  the  orbit. 

Eechymosis  of  the  lids,  if  confined  to  Hie 
nasal  sides  and  occurring  a few  days  after  in- 
jury. is  indicative  of  basal  fracture.  It  has 
also  been  known  to  develop  spontaneously  in 
scurvy  and  typhus  fever. 

Edema  of  the  eyelids,  bilateral  in  charac- 
ter, has  been  seen  in  alveolar  abscess,  in  ne- 
phritis following  scarlet  fever,  septic  phlebit- 
is or  sinus  thrombosis  (cavernous  sinus), 
chronic  nephritis,  and  the  ingestion  of  ar- 

*Read  before  the  Louisville  Medico-Chirurgical  Society, 


::enic. 

Blepharospasm  is  always  suggestive.  Neu- 
rasthenics wink  oftener  than  normal  individ- 
uals, while  those  suffering  from  paralysis 
agitans  and  exophthalmic  goiter  have  asso- 
ciated therewith  as  characteristic  features  cer- 
tain intervals  of  staring,  as  noted  by  Rosen- 
bach. 

Ptosis  of  the  eyelids,  when  referable  to 
some  general  disease,  is  usually  unilateral, 
and  is  due  to  involvement  of  the  nucleus  of 
the  third  nerve  or  the  tissues  immediately  sur- 
rounding it.  In  this  type  syphilis  heads  the 
list  as  a causative  factor.  Ptosis  may  appear 
at  any  time,  even  decades  after  the  initial 
lesion.  When  due  to  this  cause  it  is  common- 
ly associated  with  paralysis  of  some  other 
branch  of  the  third  nerve.  This  phenomenon 
is  also  observed  in  Basedow’s  disease,  acute 
polio-encepbalo-myelitis,  cerebral  tumors, 
multiple  neuritis,  Landry’s  disease,  polymyo- 
sitis, zona,  encephalitis  lethargica,  simple  sen- 
ility, and  in  toxemias  following  diphtheria, 
ptomaine  poisoning,  lead  poisoning  and  oxide 
of  carbon,  uremia,  eruptive  fevers  and  ty- 
phoid. 

Ptosis  of  sympathetic  origin  was  first  dem- 
onstrated by  Pourfour  de  Petit  in  1712,  and 
later,  in  1859,  by  Claude  Bernard.  In  their 
experimentations  they  demonstrated  the  re- 
lation between  the  sympathetic  and  the  ocular 
apparatus,  namely : any  lesion  or  affection 
that  involves  or  causes  pressure  upon  the 
sympathetic  ganglia  will  produce  a certain 
amount  of  ptosis  of  the  eyelid.  This  demon- 
strated fact  has  been  noted  in  cervical  adeno- 
pathies, goiters,  esophageal  neoplasms,  aortic 
aneurisms,  intrathoracic  tumors,  and  medias- 
tinal abscesses. 

The  inner  portion  of  the  lids  and  the  con- 
junctiva, when  dry  from  hyposecretion  of  the 
lachrymal  gland,  is  seen  (according  to  Mo- 
rax)  in  poorly  nourished  children  under  the 
age  of  two  years.  In  adults,  zerosis  occurring 
in  small  plaques,  is  indicative  of  primary  dis- 
ease of  the  liver.  A general  dryness  of  the 
conjunctiva  is  seen  in  alcoholism,  diabetes, 
cholera,  and  typhoid  fever. 

The  globe,  its  position  and  tension,  is  of 
importance.  Deviation  from  the  normal  in 
the  form  of  paralysis  of  one  or  more  external 
ocular  muscles,  is  most  frequently  due  to  sy- 
philis, but  is  also  noted  in  puncture  wounds 
and  fractures  of  the  orbital  apex,  in  fractures 
of  the  base,  and  in  cerebral  hemorrhage. 

Exophthalmos,  due  to  other  than  local  les- 
ions, as  observed  in  BasedoAv’s  disease,  may 
occur  from  aneurism  of  the  basilar  artery  and 
simulate  true  exophthalmic  goiter,  but  the  as- 
sociated symptoms  are  thase  relating  to  the 
nerve  centers.  Cavernous  angioma  causes  a less 
pronounced  exophthalmos,  while  arterioven- 
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ous  aneurism  produces  marked  exophthalmos 
•which  is  termed  “pulsating  exophthalmos.” 
An  unconscious  patient,  with  soft  eyeballs, 
may  give  a clue  to  the  cause  of  this  condition, 
which  is  characteristic  of,  and  found  in,  dia- 
betic coma. 

The  cornea  best  portrays  the  general  caus- 
ative factor  of  its  abnormality  in  interstitial 
keratitis  due  to  congenital  syphilis.  Phlec- 
tenular  keratitis,  while  long  associated  with 
tubercular  taint,  yet  in  my  own  experience  I 
have  seen  no  case  that  was  not  amenable  to 
treatment,  if  sweets  were  excluded  from  the 
patient’s  diet. 

Unilateral  anesthesia  of  the  cornea  in  mod- 
erate coma  was  noted  by  Friedman  in  hemi- 
plegia, and  he  offers  it  as  a differential  point 
between  this  and  postepileptic  states,  hyper- 
tension and  uremia.  However,  he  calls  atten- 
tion to  the  fact  that  it  is  also  observed  in  basal 
fractures  involving  the  posterior  fossa  with 
injury  to  the  trigeminus  nerve. 

The  so-called  “doll’s  eye’  phenomenon  was 
described  by  0.  Contelli  in  1922,  in  which 
there  is  dissociation  between  movements  of 
the  head  and  the  eyes.  This  is’  seen  as  a 
sequal  to  encephalitis  lethargica.  He  states 
that  if  the  patient  is  told  to  look  far  before 
him,  and  the  head  is  strongly  flexed  upon  the 
chest,  the  eyes  will  be  seen  to  remain  immobile 
during  the  movement. 

Observed  through  the  conjunctiva  the 
sclera  may  appear  very  blue,  and  in  such 
cases  brittle  bones  are  usually  associated. 
Jaundice  of  the  sclera,  as  commented  upon  by 
Friedman-Smith  (Boston  M.  & S.  Jour.,  May, 
1926)  may  suggest  common  duct  obstruction 
or  infection,  hepatic  sclerosis,  cholelithiasis, 
pancreatic  carcinoma,  or  catarrhal  jaundice. 
Attention  is  called  to  the  fact  that  acute  yel- 
low atrophy  is  frequently  not  acute  in  its  on- 
set, and  this  may  be  an  early  symptom ; also 
that  a diagnosis  of  hemolytic  jaundice  may  be 
suggested  and  confirmed  by  an  enlarged 
spleen  and  liver  and  increased  fragility  of 
the  red  blood  cells. 

The  pupil,  so  easily  seen  through  a clear 
cornea,  is  most  significant  as  a symptom  of 
disease  when  abnormal.  There  are  two  fea- 
tures to  be  borne  in  mind:  (1)  that  the  nor- 
mal pupil  in  infancy  is  contracted,  that  in 
youth  and  adolescence  it  is  large,  and  that  in 
old  age  it  is  again  contracted;  (2)  that  nor- 
mally the  pupils  are  equal,  and  as  a rule  any 
change  from  this  indicates  disease. 

G.  H.  Hopkins  has  made  a summary  of  con- 
ditions which  influence  the  pupil  which  I be- 
lieve well  worth  repeating,  namely:  that  the 
pupil,  its  size,  shape,  inequality  etc.,  may  be 
influenced  by: 

(1)  Light  and  shade, 

(2)  Sensory  stimuli, 


(3)  Certain  drugs  either  locally  or  inter- 
nally, 

(4)  Emotional  states, 

(5)  Sleep,  coma,  death, 

(6)  Local  disease  of  the  eye, 

(7)  Disease  of  the  central  nervous  sys- 
tem, 

(8)  Various  other  conditions  of  the  body. 

A dilated  and  partially  fixed  pupil,  either 

alone  or  associated  with  paralysis  of  some 
muscle  of  the  eye,  is  usually  due  to  syphilis. 
The  best  known  sign  of  abnormality  is  a con- 
tracted pupil  which  reacts  to  accomodation 
but  not  to  light,  stimuli,  i,  e.,  the  Argyll-Rob- 
ertson  pupil. 

Dercum  in  speaking  of  inequality  of  the 
pupils  gives  it  as  his  opinion  that  one  of  the 
earliest  phenomena  observed  in  paresis  is  an 
inequality  of  the  pupils,  and  further  states 
that  in  the  early  stages  of  this  disease  a dif- 
ference in  the  response  to  light  between  the 
right  and  the  left  is  the  rule.  In  paresis  the 
response  to  convergence  and  accomodation 
may  be  retained  for  some  time  after  light  res- 
ponse has  vanished,  but  ultimately  this  reac- 
tion is  lost  and  in  that  respect  it  differs  from 
tabes. 

The  pupil  in  cerebial  neoplasms  is  influ- 
enced by  the  location  of  the  growth.  It  has 
been  noted  that  if  the  tumor  is  in  the  front- 
al region  or  above  the  tentorium  there  may  be 
no  change,  but  if  below  the  tentorium  and  in 
particular  above  the  base, — because  of  its  in- 
fluence upon  the  oculomotor,  nerve, — there 
will  be  a dilated  fixed  pupil  on  the  side  in- 
volved. This  has  also  been  observed  in  severe 
injuries  of  the  skull  with  intracranial  hemor- 
rhage. 

The  pupillary  changes  following  diphtheria 
are,  binocular  dilated  pupils  which  are  slug- 
gish to  light  stimulus. 

In  tuberculosis  of  the  lung,  especially  in- 
volving the  apex,  the  pupil  of  the  affected 
side  is  sometimes  found  enlarged.  This  has 
been  explained  in  that  it  may  be  due  to  pres- 
sure upon  the  sympathetic  by  enlarged  bron- 
chial glands.  A similar  condition  has  been 
noted  in  aneurism  of  the  aorta  and  usually  in- 
volves the  left  side. 

The  so-called  “see-saw”  pupil,  where  first 
one  pupil  and  then  the  other  dilates,  is  seen 
in  general  paralysis,  in  isolated  cases  of  mul- 
tiple sclerosis,  chronic  cervical  myelitis,  and 
infantile  cervical  paralysis. 

Bilateral  paralysis  referable  to  the  oculomo- 
tor nerve  is  seen  in  botulism  or  ptomaine  pois- 
oning, and  generally  appears  several  days  af- 
ter ingestion  of  the  offending  food. 

Bilateral  mydriasis  is  frequently  seen  in 
sinus  thrombosis,  cerebral  abscess,  and  menin- 
gitis. It  may  follow  myosis.  Mydriasis  has 
been  noted  in  general  anemia. 
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Myosis  is  seen  in  poisoning  from  morphine, 
nicotine,  chloral,  and  urea.  Thus  in  profound 
coma  a contracted  instead  of  a dilated  pupil 
might  suggest  morphine  or  opium  poisoning. 

Drs.  Wolfner  and  Wiener,  several  years 
ago,  described  the  phenomenon  of  a large  pu- 
pil which  reacts  to  light  stimulus  but  just  as 
quickly  returns  to  its  former  state,  and  con- 
nected it  with  cases  of  arteriosclerosis  with 
hypertension. 

There  are  no  doubt  many  valuable  signs 
which  1 have  failed  to  enumerate,  but  I trust 
the  discussion  will  supply  them.  In  closing 
I would  summarize  the  visual  signs  of  abnor- 
mality of  the  eye  and  its  surrounding  parts  in 
disease  as : 

(1)  The  general  expression, 

(2)  Any  loss  or  disarrangement  of  remain- 
ing hairs  of  the  eyebrows, > 

(3)  Unilateral  anesthesia,  edema,  ecchy- 
mosis,  blepharospasm,  or  lack  of  same,  and 
ptosis  of  the  lids. 

(4)  Dryness  of  the  conjunctiva, 

(5)  Anesthesia,  infiltration  and  ulceration 
of  the  cornea. 

(6)  Deviation  or  protrusion  of  the  globe, 

(7)  Contraction,  dilatation,  fixation  or  in- 
equality of  the  pupil. 

DISCUSSION 

Adolph  O.  Pfingst:  I have  been  very  much  in- 

terested in  everything  the  essayist  has  said.  This 
is  quite  a large  subject.  You  will  recall  that 
last  year  I presented  a paper  on  the  pupil  alone 
in  connection  with  general  diseases.  We  are  all 
accustomed  to  inspecting  the  eye  ball  and  con- 
junctiva in  certain  constitutional  affections. 
The  early  appearance  of  jaundice  over  the  sclera 
before  other  evidences  of  icterus  presented  them- 
selves is  not  uncommon.  The  same  is  true  of 
a slight  chemosis  of  the  conjunctiva  appearing 
early  in  Bright’s  disease  before  other  symptoms 
present  themselves.  Of  all  the  external  ocular 
conditions  there  is  none  more  valuable  than  the 
study  of  the  ocular  muscles.  Of  course  the  oph- 
thalmoscope is  of  greatest  service  as  an  aid  to 
diagnosis  as  far  as  the  eye  is  concerned,  but  if 
one  is  limited  to  external  examination  of  the 
eye  I think  study  of  the  ocular  muscles  is  of  most 
value. 

We  are  all  familiar  with  the  fact  that  in  en- 
cephalitis lethargica  there  is  no  constant  syn- 
drome of  clinical  symptoms  that  we  can  say 
belong  to  this  disease.  In  this  disease  particu- 
larly study  of  the  ocular  muscles  is  helpful  to 
the  internist  in  fixing  the  diagnosis.  Such  pa- 
tients often  consult  the  oculist  before  they  see 
the  internist  on  account  of  involvement  of  the 
ocular  muscles  and  the  associated  diplopia  as 
this  is  frequently  one  of  the  earliest  symptoms 
of  the  disease.  It  is  interesting  to  note  that  in 
encephalitis  lethargica  we  have  involvement  of 
the  adductor  muscle  coincident  with  the  levator 


palpebrarum.  This  is  contrary  to  what  happens 
in  syphilis,  where  usually  one  or  several  of  the 
branches  of  the  third  nerve  is  involved  and  the 
trochlearis  and  abductor  muscles  are  not  in- 
volved. This  is  quite  an  interesting  point.  We 
have  the  abductor  most  frequently  involved  in 
encephalitis  lethargica,  then  the  oculomotor  and 
rarely  the  trachlearis.  Ptosis  is  frequently  one 
of  the  earlier  symptoms  of  this  disease,  owing 
to  easy  paralysis  of  the  levator.  As  in  encephal- 
itis lethargica  the  oculist  is  frequently  the  first 
to  see  the  cases  of  lues  which  have  ocular  dis- 
turbance. In  syphilis'the  muscle  most  frequently 
involved  is  the  motor  oculi,  although  the  levator 
palpebrarum  is  also  frequently  involved.  About 
60  percent  of  the  cases  of  paralysis  of  the  ocular 
muscle  are  due  to  syphilis. 

I wish  to  stress  the  question  of  exophthalmos. 
As  we  know  exophthalmos  is  quite  difficult  t,o 
diagnose  at  times,  especially  the  cases  of  bi- 
lateral exophthalmos  which  entail  considerable 
difficulty  in  early  diagnosis  because  there  is 
nothing  by  which  to  make  a comparative  esti- 
mate. In  unilateral  exophthalmos  there  is  less 
difficulty  because  we  have  the  other  eye  for  com- 
parison. In  these  cases  which  may  be  due  to 
pathology  within  the  orbit  of  the  affected  side  it 
is  not  always  easy  to  determine  whether  the 
proptosis  is  due  to  Basedow’s  disease  or  to  some 
lesion  in  the  orbit  behind  the  eyeball. 

As  an  illustration:  A few  years  ago  I saw  a 

young  woman  who  had  very  pronounced  rapid- 
ly forming  exophthalmos  on  one  side.  The  other 
eye  seemed  to  be  normal.  This  woman  had  no 
tachycardia  or  shortness  of  breath  and  the  meta- 
bolic test  revealed  no  other  evidences  of  Base- 
dow’s diseose.  She  had  the  most  pronounced 
unilateral  exophthalmos . I ever  saw;  several 
times  the  globe  protruded  beyond  the  confines 
of  the  eyelids,  a “paratosis  as  it  were,  and  had 
to  be  replaced  by  manipulation.  Some  months 
later  another  basal  metabolic  test  was  made  and 
it  was  found  she  had  a toxic  goiter,  although  she 
and  never  shown  any  evidence  of  enlargement 
of  the  thyroid.  She  was  operated  upon  follow- 
ing which  there  was  wonderful  recession  of  the 
eye. 

In  the  cases  of  slight  bilateral  exophthalmos 
in  goitre  which  are  difficult  of  diagnosis  the  so- 
called  Von  Graefe  sign  is  an  aid  to  the  diag- 
nosis. When  a normal  dndividual  looks  down- 
ward the  lids  follow  the  eyes,  but  in  exophthal- 
mic conditions  the  lids  do  not  follow,  giving  the 
patient  a staring  expression  and  exposing  the 
sclera.  This  is  the  Von  Graefe  sign  and  is  fre- 
quently present  in  exophthalmic  goitre.  Anoth- 
er symptom  of  some  importance  is  a marked  de- 
crease in  the  frequency  of  winking  or  “batting” 
the  eyes.  This  is  known  as  Stellway’s  sign.  Both 
of  these  signs  may  be  present  very  early  in  tox- 
ic goitres. 

Nystagmus  is  quite  art  important  external  ocu- 
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lar  sign  in  disease.  We  find  it  frequently  in  dis- 
seminated sclerosis,  also  in  brain  lesions,  more 
especially  when  the  cerebellum  is  involved.  It  is 
often  difficult  to  determine  the  exact  site  of  the 
lesion  in  the  central  nervous  system  that  is  pro- 
ducing nystagmus. 

Another  point  I would  like  to  stress  is  the  im- 
portance of  the  Argyll-Robertson  pupil.  This  is 
noted  in  a very  high  percentage  of  cases  of  loco- 
motor ataxia,  more  than  75  percent,  and  prob- 
ably the  percentage  would  be  very  much  higher 
if  we  were  to  include  those  cases  with  sluggish, 
slowly  reacting  pupils.  When  the  pupils  finally 
fail  entirely  to  respond  to  light  and  response  to 
accomodation  remains  we  have  the  typical  Ar- 
gyll—Robertson  pupil. 

A condition  not  so  rare  is  a paralysis  of  the 
intrinsic  ocular  muscles  which  is  known  an  oph- 
thalmoplegia interna.  This  is  usually  unilateral 
and  comes  on  in  young  men  and  girls.  It  is 
characterized  by  a large  pupil,  irresponsive  to 
light  and  accomodation  and  a loss  bf  the  power 
of  accomodation.  Syphilographers  are  want  to 
look  upon  these  cases  as  of  leutic  origin  of  the 
congenital  type.  In  perhaps  six  cases  of  the 
kind  that  I have  seen  none  gave  a history  of  a 
leutic  infection — all  had  negative  Wassermann 
and  none  responded  to  any  kind  of  treatment. 
Quite  frequently  we  see  young  persons — I have 
seen  it  mostly  in  young  men,  never  in  young 
women — who  from  birth  have  had  one  wide  pu- 
pil. 

W.  E .Gardner:  I was  especially  interested  in 

what  the  essayist  said  with  reference  to  involve- 
ment of  the  third  nerve.  This  is  of  great  im- 
portance in  connection  with  lesions  of  the  cen- 
tral nervous  system.  A lesion  about  the  nucleus 
of  the  third  nerve,  especially  if  all  the  fibers  of 
the  nerve  are  involved,  usually  produces  rather 
typical  third  nerve  paralysis,  ptosis  of  the  eye- 
lid, dilatation  of  pupil  and  external  strabismus. 

The  character  of  pupil  which  he  mentioned  in 
paresis  is  also  important.  It  is  quite  true  that 
the  pupil  in  paresis  is  much  likely  to  be  irregu- 
lar in'  outline  than  in  tabes.  In  tabes  we  have 
the  Argyll-Robertson  pupil,  either  sluggish  to 
light  or  giving  no  response,  and  yet  symmetrical 
and  regular  in  outline;  whereas  in  paresis  we 
find  the  pupil  irregular  in  outline,  sluggish  to 
light,  but  responds  to  accommodation. 

An  inequality  of  the  pupils  is  also  an  import- 
ant sign  with  reference  to  involvement  of  the 
cervical  sympathetic  center  of  the  central  ner- 
vous system,  as  denoting  trouble  in  the  cervical 
region,  lung,  mediastinal  space,  etc.  Inequality 
of  the  pupils,  produced  by  pressure  on  the  cer- 
vical sympathetic  center  of  the  central  nervous 
system,  is  often  seen  in  tuberculosis.  Stimula- 
tion of  the  cervical  sympathetic  produces  widen- 
ing of  the  palpebral  fissure  with  dilatation  of  the 
pupil;  whereas  paralysis  of  this  center  produces 
just  the  opposite  effect.  Sometimes  we  are  able 


to  detect  paralysis  of  the  cervical  sympathetic  by 
pinching  the  lateral  aspect  of  the  neck.  If  the 
nerve  is  paralyzed  we  get  no  response  as  indi- 
cated by  dilation  of  the  pupil.  Also  the  ab- 
sence of  sweating  on  one  side  is  indicative  of 
paralysis. 

The  study  of  external  ocular  diseases  is  of 
great  help  in  general  diagnosis,  as  well  as  study 
of  the  internal  ocular  diseases  as  stated  in  a 
paper  read  by  Dr.  Pfingst  not  long  ago. 


REPORT  OF  A CASE  OF  GRANULOMA 
FUNGOIDES  WITH  A BRIEF  RESUME 
OF  THE  DISEASE.* 

By  Joseph  C.  Bell,  M.  D.,  Louisville. 

Granuloma  fungoides — also  commonly 
termed  mycosis  fungoides — is  a chronic  ma- 
lignant disease,  of  which  there  are  two  dis- 
tinct types:  one  having  prefungoid  manifes- 
tations followed  by  the  fungoid  stage,  and  a 
second  type  where  the  prefungoid  period  is 
almost  entirely  or  entirely  absent,  and  in 
which  the  first  manifestation  is  the  appear- 
ance of  fungoid  tumors. 

In  the  first  type  the  initial  evidence  of  the 
disease  is  the  appearance  of  a reddish  scal- 
ing eczema-like  lesion  on  some  part  of  the 
body.  This  may  undergo  spontaneous  in- 
volution, but  it  is  soon  followed  by  similar 
lesions.  These  generally  spread  until  they 
may  involve  the  greater  part  of  the  body  sur- 
face. This  stage  may  last  for  a few  weeks  or 
for  years. 

There  then  follows  the  second  stage  during 
which  the  lesions  become  induiated,  elevated, 
and  their  surfaces  rough,  furrowed,  and  dark 
reddish  in  color.  The  duration  of  this  period 
is  variable.  It  is  folloAved  by  the  third  stage. 

In  this  stage  tumors  appear.  They  may 
vary  from  the  size  of  a pea  to  that  of  a hen’s 
egg,  or  may  be  larger.  Soon  their  surfaces 
begin  to  ulcerate  and  to  exude  serum  and 
purulent  material.  The  tumors  then  present 
a mushroom-like  appearance,  and  the  typical 
clinical  picture  of  the  disease  is  seen.  These 
tumors  increase  in  size  and  number  and  the 
patient  gradually  wastes  away  or  dies  of  an 
intercurrent  infection. 

The  course  of  the  disease  may  be  long,  last- 
ing as  many  as  fifteen  years,  or  it  may  be 
very  brief,  extending  over  only  a few  months. 

Pruritus  is  almost  always  present  in  all 
stages,  and  during  the  first  two  stages  may 
be  the  only  symptom,  the  patient  being  sing- 
ularly free  from  constitutional  manifestations 
other  than  this. 

The  etiology  of  granuloma  fungoides  is  un- 
known. Tt,  bears  no  known  relationship  to 

*Case  reported  and  patient  exhibited  before  the  Jefferson 
County  Medical  Society. 
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syphilis  or  to  tuberculosis,  and  there  is  no 
evidence  of  a hereditary  tendency  or  of  its 
being  contagious. 

The  pathology  of  the  disease  is  a much  dis- 
puted question.  Cases  clinically  typical  of 
this  condition  have  shown  metastatic  lesions  in 
all  parts  of  the  body  which  were  characteris- 
tic of  those  seen  in  lymphosarcoma.  A few 
cases  have  shown  a blood  picture  typical  of 
lymphatic  leukemia;  hut  in  the  majority  the 
blood  picture  has  been  normal  or  a leucocy- 
tosis  has  been  present,  with  a predominance 
of  the  polymorphonuclear  cells.  The  lesions 
of  the  skin  usually  show  a thinning  or  destruc- 
tion of  the  epidermis  and  a dense  round  cell 
infiltration  of  the  corium.  Stellwagen  and 
many  other  students  of  this  disease  consider  it 
a type  of  granuloma.  Others  believe  it  to  be 
a form  of  lymphosarcoma. 

The  diagnosis  in  the  fungoid  stage  offers 
no  great  difficulty  to  one  familiar  with  the  dis- 
ease ; but  during  the  first  and  second  stages 
the  diagnosis  may  be  very  difficult  or  at  times 
impossible.  It  is  frequently  diagnosed  ecze- 
ma, psoriasis,  etc. 

Various  forms  of  treatment  have  been  used, 
including  arsenic,  salves,  arsphenamin,  etc. 
MacKee  says  that  the  roentgen-ray  and  rad- 
ium are  now  recognized  as  the  most  efficac- 
ious measures  at  our  disposal.  No  perman- 
ent cures  have  been  reported  following  this 
form  of  treatment,  but  in  a number  of  cases 
the  disease  has  been  kept  under  control  and 
the  patient  essentially  symptom-free  for  sev- 
eral yeax’s,  one  as  long  as  fifteen.  However, 
in  all  cases  a time  comes  when  the  tumors  re- 
appear and  the  roentgen-ray  'will  no  longer 
cause  their  involution ; when  they  increase  in 
number  and  size  and  the  patient  gradually 
v'astes  away  and  dies. 

MacKee  advises  treating  small  areas  with 
fractional  doses,  as  death  has  occurred  from 
what  appeared  to  be  a toxemia  resulting 
from  very  rapid  involution  of  the  lesions. 
Two  cases  of  permanent  cure  following  the 
administration  of  arsenic  have  been  reported. 

The  following  is  the  report  of  a case  re- 
ferred to  us  by  Dr.  R.  Hayes  Davis:  R.  T., 
a colored  houseman,  aged  fifty  years,  came  to 
us  complaining  of  pruritus  and  ulcerated  tu- 
mors on  various  parts  of  the  body  surface. 
His  past  history  wTas  essentially  negative,  ex- 
cept for  gonori'hea  when  a young  man.  He 
denied  luetic  infection.  Two  and  a half  years 
before  coming  to  us,  he  developed  a small,  red- 
dish, scaling  area  on  his  left  shoulder  accom- 
panied by  intense  pruritus.  Similar  areas 
gradually  appeared  on  all  parts  of  his  body. 
Involution  occurred  at  times,  only  to  be  fol- 
lowed by  similar  and  more  extensive  areas  of 
involvement.  He  was  seen  by  several  phy- 
sicians, and  various  treatments  given  with  no 


noticeable  change  in  his  condition.  The  blood 
Wassermann  reaction  was  negative  upon  re- 
peated examination.  However,  he  was  given 
antiluetic  treatment  without  any  appreciable 
change  in  his  condition. 

During  the  past  year  he  noticed  that  the 
lesions  were  becoming  elevated  and  indurated. 
Pruritus  continued  to  be  the  principle  symp- 
tom, but  a very  annoying  one.  He  lost  no 
weight  and  felt  quite  well  otherwise. 

A cai’diac  lesion  had  existed  for  some  time 
and  he  consulted  Dr.  II.  Hayes  Davis  for 
treatment.  Dr.  Davis  referred  him  to  Dr.  C. 
Brooks  Willmott  for  diagnosis  of  his  skin  con- 
dition. Dr.  Willmott  made  the  diagnosis  of 
“mycosis  fungoides”  (granuloma  fungoides). 
He  was  then  referred  to  us  for  treatment. 

Physical  examination  showed  a middleaged 
colored  male  with  large,  confluent,  indurated, 
reddish  plaques  ixxvolving  the  greatest  part 
of  the  body  surface.  These  were  separated  by 
small  areas  «of  normal  skin.  There  was  an 
area  above  his  left  eyebrow,  another  on  his 
left  thigh,  and  one  on  his  right  arm,  which 
was  nodular,  and  where  the  surfaces  showed  a 
tendency  to  ulcerate.  The  surfaces  of  the 
plaques  were  scaly  and  furrowed.  A leuco- 
cyte count  showed  16,200;  the  polymorphon- 
uclear pei-centage  was  65. 

He  was  given  two  roentgen-ray  ti’eatments, 
using  60  kilovolts,  5 milliamperes,  at  twelve 
inch  distance  with  no  filter,  for  one  minute 
over  each  of  four  ax-eas  on  his  back.  Because 
of  his  heart  condition  further  treatment  was 
not  permissible  for  one  month.  Upon  his  re- 
turn, the  lesions  treated  showed  marked  re- 
duction  in  size,  and  a distinct  line  of  demarc- 
ation could  be  seen  between  the  treated  and 
untreated  areas.  In  the  untreated  portions 
numerous  distinct  tumors  had  developed  and 
in  places  ulceration  was  pi'esent.  He  was 
then  given  three  series  of  treatments,  cover- 
ing only  four  areas  every  second  day. 

Involution  of  the  lesions  was  rapid,  the 
pruritus  ceased,  and  the  patient’s  general 
condition  improved.  Much  of  the  skin  re- 
gained its  normal  appearance.  Large  ulcer- 
ated plaques  on  the  lateral  aspect  of  each 
knee  completely  disappeared,  and  he  was  able 
to  return  to  work.  He  has  been  given  only 
two  short  treatments  during  the  past  month, 
and  now  shows  a large  ulcerated  plaque  on  the 
dorsum  of  his  left  foot,  also  several  small 
areas  where  the  lesions  are  returning. 

Apparently  he  was  entering  the  third  stage 
of  the  disease  when  he  came  to  us,  and  while 
there  is  little  hope  of  effecting  a cure,  it  may 
be  possible  to  control  the  disease  for  some 
time. 

DISCUSSION 

R.  Hayes  Davis:  The  patient  exhibited  by  Dr. 

Bell  was  referred  to  me  by  his  employer  several 
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months  ago.  I understand  he  had  then  been 
treated  foi1  the  cutaneous  lesions  by  various 
methods  for  two  or  three  years.  On  account  of 
the  skin  affection  I referred  him  to  Dr.  C.  B. 
Willmott  who  confirmed  the  diagnosis  of  my- 
cosis fungoides.  It  was  decided  that  roentgen- 
ray  therapy  would  be  advantageous,  and  the  pa- 
tient was  then  sent  to  Dr.  Bell  for  treatment, 
since  which  time  the  skin  lesions  have  markedly 
improved.  When  I first  saw  the  man  almost  the 
entire  body  surface  was  involved  and  he  com- 
plained of  intense  itching. 

It  is  interesting  to  note  that  when  this  pa- 
tient first  came  to  me  there  was  decided  evi- 
dence of  myocarditis  with  cardiac  dilatation. 
There  was  considerable  edema  of  the  feet,  and 
it  was  necessary  to  keep  him  in  bed  for  several 
weeks.  Under  rest  treatment  and  the  adminis- 
tration of  digitalis  he  improved,  but  with  the 
least  exercise  in  the  standing  position  the  edema 
returned.  His  cardiac  condition  was  difficult  to 
control,  but  was  finally  accomplished  under  rest 
and  digitalis  to  the  extent  that  he  was  able  to 
return  to  Dr.  Bell  for  continuation  of  the  roent- 
gen-ray treatment. 

It  is  also  interesting  to  note  that  after  roent- 
gen-ray therapy  was  resumed,  and  the  skin 
lesions  improved,  the  cardiac  condition  showed 
the  most  remarkable  improvement.  The  man 
has  now  returned  to  his  work  and  is  getting 
along  satisfactorily.  So  long  as  the  skin  re- 
mained extensively  involved  the  cardiac  condi- 
tion was  difficult  to  control,'  which  may  suggest 
some  relationship  between  the  toxemia  from  the 
skin  lesions  and  the  myocarditis  which  existed. 

C.  Brooks  Willmott:  I first  saw  the  patient 

before  us  about  a year  ago  and  made  the  diag- 
nosis of  mycosis  fungoides.  Dr.  W.  J.  Young 
also  examined  the  patient  and  concurred  in  the 
diagnosis.  There  were  then  numerous  cutaneous 
lesions  involving  various  parts  of  the  body  sur- 
face. The  largest  lesion  was  on  the  left  leg  and 
this  had  ulcerated;  it  was  the  size  of  a half 
orange, — a typical  fungoid  tumor  of  the  mush- 
room type.  I made  several  applications  of  the 
roentgen-ray,  but  the  ulcerated  lesion  responded 
slowly.  I then  sent  the  patient  to  Dr.  Young 
who  used  radium  after  which  the  fungous  tu- 
mor quickly  disappeared  leaving  only  a small 
scar.  It  is  a fact,  however,  that  lesions  of  this 
type  sometimes  undergo  a similar  stage  of  evo- 
lution without  any  treatment  whatsoever. 

The  patient  was  informed  as  to  the  nature  of 
his  disease,  and  the  prediction  made  that  he 
would  live  not  longer  than  five  years.  I am  glad 
to  see  that  he  has  improved  so  markedly  under 
roentgen-ray  therapy  instituted  by  Dr.  Bell. 
There  is  no  doubt  that  the  roentgen-ray  accom- 
plishes much  good  in  these  cases  by  relieving 
the  pruritus  which  is  so  intense  that  the  indi- 
viduals can  scarcely  sleep  at  night.  While  itch- 


ing is  constantly  present,  it  is  much  worse  at 
night. 

Mycosis  fungoides  is  characterized  by  three 
rather  definite  stages:  (a)  the  stage  of  erythema, 
(b)  the  stage  of  infiltration,  and  (c)  the  stage  of 
tumor  formation.  It  is  not  uncommon  for  les- 
ions of  all  three  types  to  be  present  at  the  same 
time. 

So  far  as  I am  aware  no  method  of  treatment 
yet  devised  will  effect  a permanent  cure  of  myco. 
sis  fungoides.  However,  two  or  three  cures  have 
been  reported  during  the  last  twenty  years  where 
the  disease  coexisted  with  some  other  chronic  af- 
fection. Fifteen  years  is  the  maximum  time 
the  majority  of  patients  have  survived  after  the 
development  of  myocosis  fungoides.  In  many  in- 
stances death  has  occurred  within  five  years. 

It  would  be  interesting  if  Dr.  Bell  would  make 
a further  report  as  to  the  condition  of  his  pa- 
tient six  months  or  a year  froffi  the  present 
time. 

Joseph  C.  Bell  (in  closing):  I fully  agree  with 

what  Dr.  Willmott  has  said  in  regard  to  the  cura- 
bility of  mycosis  fungoides.  It  is  essentially  a 
chronic  affection,  and  few  permanent  cures  have 
been  reported. 

This  patient  was  merely  presented  to  show  the 
remarkable  improvement  that  has  occurred  un- 
der roentgen-ray  treatment.  The  cutaneous  les- 
ions have  disappeared  leaving  areas  of  pigmen- 
tation at  their  former  sites,  and  the  annoying 
pruritus  has  entirely  subsided. 

Dr.  Davis  has  outlined  the  cardiac  condition 
which  existed  when  the  patient  applied  to  him 
for  relief,  and  the  method  of  treatment  employ- 
ed. The  man  has  no  edema  of  the  feet  at  pres- 
ent and  is  able  to  work. 

Under  the  circumstances  we  feel  that  some- 
thing worth  while  has  been  accomplished  in  this 
case,  and  I shall  be  glad  to  make  a further  re- 
port later. 

Ambard’s  Remarks  on  Paulesco’s  Statements. 

— Ambard  analyzes  two  statements  made  by 
Paulesco,  which  he  calls  Paulesco’s  laws.  The 
first  law  states  that  the  urinary  output  is  direct- 
ly proportional  to  the  urea  of  the  blood,  the 
concentration  of  urea  in  the  urine  being  con- 
stant. The  second  law  states  that  the  output  of 
urea  does  not  depend  on  the  volume  of  the  in'ine, 
the  concentration  of  the  blood  urea  remaining 
constant.  Ambard  refers  to  authors  in  various 
countries,  who  confirmed  his  law — namely  that 
the  output  of  urea  increases  with  the  square  of 
the  urea  concentration  of  the  blood. 
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THE  SURGICAL  TREATMENT  OF  VES- 
ICO- VAGINAL  FISTULA,  A REPORT  OF 
THREE  CASES.*  • 

By  John  W.  Price,  M.  I).,  and  R.  Glenn' 

S purling,  M.  D.,  Louisville. 

Probably  the  most  troublesome  complica- 
tions of  pregnancy  are  those  in  which  the  an- 
terior or  posterior  vaginal  septa  have  been 
ruptured  during  the  process  of  child-birth. 
There  are  probably  no  more  gratifying  re- 
sults in  surgery  than  those  in  which  success- 
ful repairs  have  been  possible.  Lesions  of  the 
anterior  vaginal  septa,  i.  e.,  vesico-vaginal 
fistula,  offer  more  technical  difficulties  than 
those  involving  posterior  vaginal  septa.  This 
is  probably  due  to  the  fact  that  there  is  less 
tissue  to  work  with  and  because  of  the  always 
complicating  factor  of  urinary  flow.  Often 
a successful  repair  can  be  made  at  the  first 
sitting,  but  more  often  perhaps  several  at- 
tempts have  to  be  made  before  the  final  re- 
sult is  satisfactory.  The  following  cases  are 
offered  as  examples  of  the  difficulties  incident 
to  the  successful  surgical  treatment  of  these 
lesions. 

Case  I. — This  patient  is  a married  Ameri- 
can housewife  of  twenty-eight  years,  who  first 
entered  the  hospital  March  1,  1923,  complain- 
ing of  loss  of  bladder  control.  The  family 
history  is  negative.  Patient  gives  a past  his- 
tory of  having  had  acute  exanthemata  during 
childhood,  typhoid  fever  at  the  age  of  four- 
teen (from  which  she  made  a good  recovery) 
and  she  has  had  frequent  attacks  of  malaria 
during  her  early  adult  life,  which  have  res- 
ponded promptly  to  quinine  treatment.  The 
remainder  of  the  past  history  is  negative. 

The  present  illness  started  after  the  birth 
of  her  first  child  in  May,  1920.  The  child 
was  full-term  but  was  born  dead.  Forceps 
were  used  for  the  delivery.  During  the  deliv- 
ery, patient  sustained  a severe  laceration,  and 
immediately  afterward  she  had  difficulty  in 
retaining  her  urine  and  has  been  “wet”  con- 
stantly for  the  three  years  prior  to  her  ad- 
mission to  the  hospital.  She  had  used  var- 
ious devices  for  the  control  of  this  condition, 
but  with  no  relief.  She  had  no  operative 
treatment  prior  to  her  entrance  to  this  hos- 
pital. 

The  physical  examination  shows  the  pa- 
tient to  be  obese.  Nothing  of  importance  was 
found  in  the  routine  examination  except  for 
a second  degree  laceration  of  the  perineum, 
bilateral  laceration  of  the  cervix  and  a rent 
in  the  anterior  vaginal  septum  about  1 cm. 
in  diameter.  Urine  was  expelled  through  this 
opening  continually. 
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The  first  attempt  at  repair  was  made  on 
the  sixth  day  in  the  hospital  when  the  fistula 
was  closed  by  separating  the  various  layers  of 
the  vaginal  septum  and  repairing  those  lay- 
ers with  No.  2 chromic  cat-gut.  An  in-dwell- 
ing catheter  was  left  in  the  urethra  for  several 
days ; on  the  thirteenth  day  following  the  op- 
eration, seeping  of  urine  was  again  noted,  al- 
though the  defect  in  the  bladder  was  of  much 
smaller  size  than  before  the  operation.  She 
was  discharged  on  the  fourteenth  day  follow- 
ing the  operation,  somewhat  improved. 

She  returned  to  the  hospital  for  observa- 
tion one  month  later,  when  examination  show- 
ed only  slight  improvement  of  the  original 
condition.  Further  operative  treatment  was 
apparently  refused  at  that  time. 

The  next  admission  to  the  hospital  was 
Dec.  15,  1926,  at  which  time  she  complained 
of  considerable  pain  in  her  lower  abdomen 
and  incontinence  of  urine.  Physical  examin- 
ation on  this  admission  was  essentially  the 
same  as  on  first  entrance  to  the  hospital.  The 
fistulous  tract  was  perhaps  2 to  3 mm.  in 
length,  located  midway  between  the  urinary 
meatus  and  the  tip  of  the  cervix.  Urine  is 
discharged  through  this  opening  continually. 
On  her  sixth  day  in  the  hospital  the  second  at- 
tempt was  made  to  repair  the  fistula.  Under 
ether  anesthesia,  a transverse  incision  was 
made  across  the  anterior  portion  of  the  cer- 
vix and  the  vaginal  wall  and  carried  toward 
the  fistulous  tract.  The  vaginal  mucosa  was 
dissected  free  around  the  fistulous  tract  and 
the  tract  excised  well  into  the  bladder.  The 
sinus  tract  was  inverted  with  a double  row  of 
interrupted  silk  sutures.  The  flap  of  vaginal 
mucosa  was  sutured  into  position  over  the  old 
opening  of  fistula,  with  No.  2 chromic  cat-gut. 
At  this  time  a traehelorraphy  was  performed. 
An  in-dwelling  catheter  was  placed  in  the  ure- 
thra ; this  catheter  was  allowed  to  remain  in 
place  for  five  days  and  was  then  withdrawn 
and  patient  catheterized  every  eight  hours. 
On  the  thirteenth  day  following  the  operation 
the  fistula  again  broke  down  and  she  was 
again  discharging  urine  involuntarily.  Ex- 
amination of  the  repair  showed  a very  small 
opening,  extending  into  the  bladder,  just  large 
enough  to  insert  a fine  probe.  Patient  was 
discharged  to  return  to  the  hospital  after 
three  or  four  weeks,  for  another  attempt  at 
repair  of  Hie  fistula. 

She  re-entered  the  hospital  on  Jan.  25,  1926, 
and  was  operated  on  Feb.  2,  1926,  under  sac- 
ral and  trans-saeral  anesthesia.  No  general 
anesthesia  was  required  and  patient  expressed 
no  discomfort  throughout  the  procedure.  The 
bladder  was  dissected  from  the  vaginal  mu- 
cosa around  the  fistula  and  the  anterior  part 
of  the  cervix.  The  fistulous  tract  was  thor- 
oughly cauterized  by  beating  a very  small 
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probe  and  searing  the  edges  of  the  traet  well 
into  the  bladder.  A purse-string  suture  was 
first  placed  around  the  tract  then  two  layers 
of  chromic-cat-gut  sutures  were  taken  in  the 
bladder  wall.  The  vaginal  mucosa  was  im- 
bricated over  the  fistulous  tract  with  the  same 
suture  material.  An  in-dwelling  catheter  was 
placed  in  the  urethra  and  left  in  place  for  two 
weeks.  Vaginal  douches  were  given  after  the 
sixth  day.  The  bladder  was  irrigated  with 
boric  acid  solution  twice  daily. 

Patient  had  a smooth  convalescence,  and  no 
difficulties  were  experienced  by  leaving  the 
catheter  in  place.  On  the  fourteenth  day  the 
catheter  was  removed  and  patient  allowed  to 
void  spontaneously.  She  left  the  hospital  on 
the  eighteenth  day  following  the  operation  ap- 
parently completely  cured.  Examination  be- 
fore her  discharge  showed  the  repair  to  be 
strong  and  there  was  no  evidence  of  urinary 
incontinence.  Patient  reported  to  the  hos- 
pital for  observation  one  month  following  her 
discharge.  She  has  been  completely  relieved 
and  has  had  no  difficulty  whatever  with  her 
bladder  control.  Vaginal  examination  shows 
the  repair  to  be  strong  and  well  healed.  There 
is  no  evidence  of  urinary  incontinence.  She 
states  that  this  is  the  first  time  in  six  years 
that  she  has  been  free  of  this  troublesome 
symptom. 

Case  IT.  Patient  is  a married  colored  wo- 
man of  thirty-seven  years,  who  entered  the 
hospital  March  16,  1D26,  complaining  of  ina- 
bility to  retain  her  urine.  Family  and  past 
history  are  irrelevant. 

Present  illness  started  about  two  years  ago, 
following  child-birth.  She  was  delivered  of  a 
dead  full-term  baby  after  a long  difficult  la- 
bor, due,  she  states,  to  a contracted  pelvis. 
Following  this  delivery  she  has  'been  unable 
to  control  her  urine.  She  has  worn  a pad 
day  and  night  for  the  past  two  years  and  has 
had  no  urinary  continence  whatsoever. 

The  physical  examination  is  negative  ex- 
cept for  obesity  and  the  vaginal  findings. 
There  is  a constricting  band  partially  occlud- 
ing the  vagina  at  its  mid-portion  on  the  an- 
terior wall  of  the  vagina.  In  the  mid-portion 
of  the  constricting  band  there  is  a urinary 
fistula  about  2 mm.  in  diameter,  through 
which  a probe  can  easily  be  passed  into  the 
bladder.  Urine  flows  from  the  fistula  con- 
tinually. Laboratory  findings  are  negative. 

On  the  seventh  day  in  the  hospital  patient 
was  operated  upon.  Attempt  was  made  to 
secure  regional  anesthesia  by  the  sacral  novo- 
cain block,  but  this  was  unsuccessful  because, 
of  the  obesity  of  the  patient.  A light  gas- 
oxygen  anesthesia  was  given.  A transverse 
incision  through  the  fistulous  tract  was  made. 
The  bladder  was  separated  from  the  vaginal 
wall  by  blunt  dissection  both  anteriorly  and 


posteriorly  to  the  fistula.  Posteriorly  the 
bladder  was  dissected  free  from  the  anterior 
lip  of  the  cervix,  thus  affording  an  abundance 
of  tissue  to  close  over  the  fistulous  tract.  Scar 
tissue  was  met  with  everywhere ; hence,  the 
definition  of  two  distinct  layers  was  very  dif- 
ficult but  finally  accomplished.  The  fistulous 
tract  was  thoroughly  cauterized  with  the  ac- 
tual cautery  and  a purse-string  suture  of  silk 
taken  around  the  tract.  The  walls  of  the  blad- 
der were  closed  over  the  fistulous  opening  by 
a series  of  mattress  sutures  of  silk  then  the 
vaginal  mucosa  was  imbricated  over  the  de- 
fect by  a series  of  silk  sutures.  An  in-dwell- 
ing catheter  was  inserted.  Patient  made  an 
uneventful  convalescence.  Catheter  was  left 
in  place  for  two  weeks  and  the  bladder  was 
irrigated  daily  with  boric  solution.  She  was 
kept  in  bed  for  twenty  days  following  the  op- 
eration. 'On  the  fifteenth  day  she  began  to 
void  spontaneously  and  did  not  leak  urine  at 
any  time  during  her  stay  in  the  hospital  fol- 
lowing the  operation.  At  the  time  of  dis- 
charge the  fistulous  tract  was  well  healed  and 
nothing  but  a puckered  scar  remained  to  mark 
its  former  site.  One  month  following  dis- 
charge from  the  hospital,  she  reported  for  ob- 
servation and  was  found  to  be  completely  re- 
lieved of  symptoms. 

Discussion : These  two  cases  serve  to  illus- 
trate the  difficulties  attending  surgical  treat- 
ment of  vcsico-vaginal  fistula.  Tile  two  un- 
successful attempts  to  repair  in  case  I were 
probably  not  wasted,  some  progress  was  made 
each  time  the  repair  was  attempted.  Wheth- 
er or  not  either  of  the  first  attempts  would 
have  been  successful  with  the  technique  used 
at  the  last  operation,  is  problematical. 

Thei’e  are  two  points  in  our  operative  tech- 
nique to  which  we  wish  to  call  attention.  Per- 
haps neither  of  them  is  new,  but  we  do  not 
believe  that  they  are  in  general  use. 

First : The  greatest  difficulty  experienced 

in  most  of  these  repairs  is  securing  enough 
tissue  with  which  to  work  and  be  able  to  re- 
pair the  fistulous  opening  without  creating 
too  much  tension  on  the  suture  line.  This  we 
think  is  best  accomplished  by  freeing  the 
bladder  from  the  anterior  lip  of  the  cervix  as 
wrell  as  from  the  mucous  membrane  of  the 
anterior  vaginal  wall. 

Second:  Searing  the  fistulous  tract  with 

the  actual  cautery  seems  t<3  be  a rational  pro- 
cedure.  The  walls  of  a fistulous  tract  be- 
tween the  bladder  and  vagina  are  always 
lined  with  epithelieum.  Unless  the  epithel- 
ium is  thoroughly  destroyed,  healing  of  the 
approximated  edges  will  not  occur.  In  the 
classical  Sim’s  operation,  the  epithelieum  is 
removed  by  blunt  dissection,  but  this  involves 
the  creating  of  a much  larger  opening  than 
by  simple  searing  of  the  epithelieum  with  the 
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cautery.  Very  moderate  cauterization  is  ad- 
visable for  if  too  much  heat  is  applied  the 
surrounding  tissues  will  be  devitilized  by  the 
excessive  heat.  We  have  used  a very  fine 
probe,  heating  in  a flame  for  this  purpose, 
rather  that  an  electric  cautery. 

The  important  point  in  the  after-treatment 
is  to  put  the  bladder  at  rest.  This  can  only 
be  done  by  an  in-dwelling  catheter.  Constant 
care  must  be  exercised  to  keep  the  catheter 
functioning  properly.  We  have  seen  no  dif- 
ficulty with  in-dwelling  catheters  provided 
they  are  properly  cared  for.  If  one  depends 
upon  repeated  catherizations  instead  of  the 
in-dwelling  catheter,  two  important  points 
are  missed,  i.  e.,  first,  the  bladder  is  not  kept 
at  rest,  and  second,  the  possibility  of  creating 
a urinary  infection  is  greatly  increased. 

Since  observation  of  the  foregoing  cases, 
one  other  patient  with  vesico-vaginal  fistula 
has  been  treated  in  the  city  hospital,  and  Dr. 
Spurling  will  describe  the  condition  found: 

Case  III.  (By  Dr.  Spurling)  The  third 
ease  was  clinically  quite  similar  to  case  one. 
The  only  important  differences  were:  that 
practically  the  entire  anterior  vaginal  sep- 
tum was  involved,  the  fistula  being  about  the 
size  of  a man’s  thumb,  and  the  amount  of  scar 
tissue  present  was  far  greater.  I might  say, 
in  addition,  that  the  patient  had  a Vesical  cal- 
culus which  could  be  felt  by  palpation  through 
the  vaginal  fistula. 

Dr.  C.  W.  Hibbitt  made  a vaginal  and  cys- 
toacopic  examination  under  general  anes- 
thesia. there  being  so  much  tenderness  that 
a satisfactory  investigation  was  otherwise  im- 
possible. He  identified  the  vesical  calculus, 
which  was  the  size  of  the  distal  phalanx  of  the 
thumb.  This  was  later  extracted  through  the 
fistulous  opening  by  Dr.  Owsley  Grant. 

The  vesico-vaginal  fistula  was  repaired  two 
weeks  ago  by  the  type  of  operation  just  des- 
cribed. An  in-dwelling  catheter  was  intro- 
duced and  remained  in  situ  for  five  days.  The 
patient  Ihen  decided  “it  did  not  belong  there” 
and  proceeded  to  remove  it,  after  which  she 
began  to  urinate  spontaneously.  She  refused 
at  first  to  permit  reinsertion  of  the  catheter, 
and  on  the  seventh  day  urinary  leakage 
through  the  fistula  was  again  noticed.  We 
then  reintroduced  the  catheter  which  remain- 
ed until  today  when  it  was  removed. 

There  undoubtedly  still  exists  a small  fis- 
tulous opening,  although  the  patient  passes 
100  c.c.  of  urine  at  a time  through  the  nor- 
mal channel.  A secondary  operation  will  be 
necessary  to  effect  a complete  cure. 

DISCUSSIONS. 

J.  Garland  Sherrill:  We  have  often  heard  the 

statement  that  Marion  Sims  was  a great  surgeon 
because  he  devised  a procedure  by  which  vesico- 
vaginal fistula  could  be  successfully  closed.  Any 


man  who  can  perform  this  operation  properly 
and  successfully  deserves  great  credit.  It  is 
always  difficult  and  every  case  of  vesico-vaginal 
fistula  is  a law  to  itself.  Sometimes  an  attempt 
at  closure  renders  the  condition  worse  by  mak- 
ing the  opening  larger  than  it  was  before.  More 
frequently,  however,  the  opening  is  made  small- 
er, and  one  or  two  operations,  as  in  the  case  re- 
ported by  Dr.  Price,  will  secure  a beneficial  re- 
sult. 

There  are  two  or  three  important  factors 
which  must  be  remembered  if  proper  healing  is 
to  result:  First,  to  get  the  bladder  clean  and 
keep  it  so  by  frequent  irrigations  with  argyrol 
or  mecurochrome.  Second,  dissection  must  be 
made  carefully  so  that  no  tissue  is  sacrificed, 
because  all  the  tissue  present  is  valuable  in  the 
process  of  repair.  Dr.  Price  prefers  the  method 
of  cauterizing  the  vesical  mucosa  and  secures 
healing  of  the  edges  of  the  opening.  Others  like 
the  older  method  of  incision  and  report  perfect 
healing.  It  is  important  to  dissect  the  bladder 
freely  from  the  vaginal  wall.  This  is  accomplish- 
ed by  elevating  the  parts  and  separating  the  vag- 
ina from  both  the  bladder  and  the  underlying 
fascia.  The  vesical  mucosa  should  be  sutured 
without  tension  if  possible,  because  tension  des- 
troys the  sutures  or  causes  them  to  cut  through 
the  tissues  and  a good  result  is  therefore  not 
obtained.  A line  of  sutures  should  be  placed  in 
the  fascia  below  the  bladder.  The  next  step  is 
to  close  the  vaginal  mucosa.  A catheter  may  be 
left  in  the  bladder  almost  indefinitely  by  careful 
management  and  with  the  co-operation  of  the 
patient. 

The  successful  repair  of  vesico-vaginal  fistu- 
la requires  painstaking  care  with  clean  and  care- 
ful surgery.  Patients  have  come  to  me,  and 
doubtless  also  to  others,  with  a history  of  twen- 
ty and  even  twenty-eight  operations  without 
beneficial  results,  each  time  the  opening  being 
made  larger  perhaps  than  it  was  before.  It  is 
difficult  surgery  and  requires  great  care  and  cor- 
rect technique  if  success  is  to  be  attained. 

John  W.  Price  (in  closing):  I am  sorry  Dr. 

Louis  Frank  did  not  remain  to  discuss  my  re- 
port, because  I want  to  give  him  credit  for  the 
method  of  dissecting  the  bladder  from  the  cer- 
vix, the  method  that  we  now  use  exclusively. 
He  and  I saw  a patient  with  vesico-cervical  fis- 
tula ten  years  ago.  In  that  case  the  fistula  was 
between  the  bladder  and  the  cervix,  and  we  dis- 
cussed the  method  of  approach  before  operating. 
Dr.  Frank  thought  exposure  by  transverse  in- 
cision, dissecting  the  bladder  from  the  cervix 
would  be  the  ideal  method.  That  plan  was  fol- 
lowed and  the  patient  was  successfully  operated 
upon;  the  opening  in  the  bladder  and  also  the 
opening  in  the  cervix  were  closed  and  she  made 
an  uninterrupted  recovery.  I have  not  seen  this 
method  described  in  the  text  books.  They  still 
advise  the  classical  Sims’  procedure.  And  I 
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do  not  recall  seeing  this  particular  type  of  in- 
cision mentioned  in  any  of  the  medical  journals. 
I do  not  know  whether  Dr.  Frank  ever  reported 
the  case  I have  mentioned.  I have  been  using 
the  method  for  at  least  ften  years, — I think  it  wan 
fully  ten  years  ago  that  Dr.  Frank  and  I oper- 
ated first  according  to  this  plan.  Every  year  we 
have  one  or  two  patients  with  vesico-vaginal  fis- 
tula in  our  service  at  the  city  hospital,  and  I 
have  repeatedly  used  the  technique  described. 
Sometimes  we  have  had  to  operate  twice,  as  we 
did  in  one  of  the  cases  reported  tonight,  but  very 
frequently  we  get  primary  closure. 

SEPTICEMIA  COMPLICATING  ACUTE 
BILATERAL  MASTOIDITIS* 

By  A.  L.  Bass,  M.  D.,  Louisville. 

Baby  McQuady,  aged  18  months,  was  first 
seen  by  me  January  11,  1 026,  with  the  follow- 
ing history:  Child  had  fever  for  one  week 

or  more  prior  to  Jan.  3,  1926.  Both  ear 
drums  had  been  incised  by  Dr.  Frank  Pirkey. 
At  8 a.  m.,  Jan.  3rd,  Dr.  Pirkey  operated 
right  mastoid,  that  evening  8 p.  m.  tempera- 
ture went  to  105.4  and  Dr.  Pirkey  operated 
left  mastoid  at  11  P M.  Next  morning,  4 A. 
M.  temperature  was  98:6,  that  evening  12 
P.  M.  temperature  rose  to  105  again.  Child 
was  then  given  3 cc.  mercurochrome  1%  so- 
lution intravenously.  Temperature  ranged 
from  100.2  at  8 A.  M.  to  105  at  8 P.  M.  Jan. 
6th,  temperature  ranged  from  98.6  at  8 A. 
M.  to  102.2  in  the  evening.  Jan.  7th,  tem- 
perature ranged  from  100,  12  noon  to  104  at 
8 P.  M.  when  child  was  given  5 cc.  1%  solu- 
tion mercurochrome  intravenously.  Blood 
culture  taken  at  9 P.  M.  Jan.  7th  was  nega- 
tive after  60  hours.  Culture  and  smear  made 
from  mastoid  wounds.  Smear  was  negative 
for  organisms  but  culture  showed  gram  pos- 
itive cocci  in  clusters, — staphlococcus  aureus. 
Jan.  8th,  temperature  ranged  from  98.6  in 
A.  M.  to  103  P.  M.  Jan.  9th,  temperature 
98.6  to  101  . Jan.  10th,  at  4 A.  M.  tempera- 
ture was  103.8,  and  101.2  at  4 P.  M.  Jan. 
11th,  temperature  was  100.6  at  8 A.  M.,  rising 
to  105  at  8 P.  M.,  this  being  the  afternoon  of 
the  day  I saw  the  case.  Dr.  Barbour  saw 
the  child  the  same  day. 

On  examination,  both  mastoid  wounds  were 
found  well  ventilated  and  antra  draining 
good.  The  right  drum  had  a perforation  but 
pus  was  dammed  behind  it  indicated  by  the 
bulging.  It  was  incised,  and  I adised  dress- 
ing wound  twice  daily  and  watch  for  24  to 
48  hours.  The  next  day  the  mother  became 
dissatisfied  with  the  Hospital  and  took  the 
child  home. 

I did  not  see  the  baby  again  until  Jan. 

•Read  before  the  Jefferson  County  Medical  Society. 


20th,  but  had  frequent  conversations  with  Dr. 
Pirkey  relative  to  its  progress.  The  child 
kept  running  the  intermittent  daily  tempera- 
ture and  I could  not  see  anything  other  than 
a blood  stream  infection.  I told  Dr.  Pirkey 
the  child  couldn’t  last  very  long  the  way  she 
was  going,  that  we  had  better  take  the  wound 
that  wasn’t  healing  so  well  tie  off  the  internal 
jugular  and  open  the  lateral  sinus,  that  we 
couldn’t  do  any  harm  and  might  do  some 
good.  I asked  that  another  physician  see 
the  case  and  Dr.  Dabney  saw  the  baby  and 
advised  operation  with  only  a short  delay. 
On  the  20th  the  temperature  rose  to  105  and 
Dr.  Pirkey  had  the  child  sent  back  to  the 
hospital  for  immediate  operation. 

The  blood  count  was: 

Blood  count  was:  Urinalvsis  was: 


(1-20-26) 

Color  

Straw 

Reaction  .... 

Acid 

Ilgb 

70% 

Sp.  G...Spec.  not  sutf. 

R.  B.  C.  . 

...2.830,000 

Albumin  .... 

...Negative 

W.  B.  C. 

23,000 

Sugar. .Probable  trace 

Polys 

78% 

Acetone  .... 

Negative 

L.  Mono  ... 

7% 

Diaeetic  .... 

...Negative 

S.  Mono  ... 

15% 

Microscopic 

Neg. 

The  left  mastoid  wound  had  practically 
healed  while  the  right  had  made  little  pro- 
gress toward  healing. 


Operation : The  right  internal  jugular  vein 
was  tied  off  below  and  above  the  facial  vein 
and  excised.  The  mastoid  wound  was  re- 
opened and  lateral  sinus  exposed  down  to 
jugular  bulb.  Blood  was  taken  from  sinus 
for  culture.  Sinus  was  opened,  no  clot  found ; 
sinus  immediately  compressed  with  iodoform 
gauze  plugs;  mastoid  cavity,  which  was  large 
enough  for  a child  10  years  old,  was  packed 
and  dressing  applied.  The  child  was  given 
200  c.c.  normal  saline  under  the  breast  on 
the  operating  table.  The  next  afternoon  Dr. 
E.  S.  Allen  gave  200  c.c.  of  the  father’s  blood 
intraperitoneally. 

Blood  culture  from  lateral  sinus  showed 
no  organism  after  six  days  growth.  The 
child’s  temperature  at  8 P.  M.  was  99.8;  the 
21st  it  ranged  from  98.6  to  100.2;  22nd,  98 
to  101.8;  23rd,  98.6  to  100;  24th,  98.6  to  99; 
25th,  98  to  99;  26th,  99  to  102;  27th,  99  to 
99.8;  28th,  98.6  to  99.2.  From  then  on  tem- 
perature remained  normal,  the  child  leaving 
the  hospital  on  Jan.  30th,  ten  days  after  op- 
eration. 

The  elevations  of  temperature  after  opera- 
tion (internal  jugular  resection)  seemed  to 
be  due  to  intestinal  disturbance,  for  every 
time  she  would  have  a little  temperature  she 
would  be  constipated  and  immediately  upon 
relieving  same,  the  temperature  would  de- 
cline. The  wound  was  dressed  on  the  fourth 
day.  The  sinus  was  not  obliterated  and  was 
immediately  packed  again  to  be  dressed  four 
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days  later  when  there  was  no  further  trouble. 

DISCUSSIONS. 

Samuel  G.  Dabney  I want  to  congratulate 
Dr.  Bass  on  the  briHiant  operation  which  he  per- 
formed and  the  excellent  recovery  of  the  pa- 
tient. He  saved  the  child’s  life;  he  did  a beau- 
tiful piece  of  surgical  work. 

Personally,  I am  going  to  express  a little  dif- 
ferent opinion  in  regard  to  the  pathology.  I did 
not  see  the  operation  Dr.  Bass  performed,  how- 
ever, and  for  that  reason  his  opinion  is  of  far 
more  value  than  mine.  I wish  he  would  tell  us 
in  closing  whether  the  conditions  present  did  not 
suggest  to  him  that  there  might  have  been  a 
thrombus  in  the  jugular  bulb.  The.  fact  that 
there  was  return  of  bleeding  from  below  does 
not  disprove  the  theory  of  jugular  thrombosis. 
It  often  happens  that  blood  appears  in  the  wound 
from  the  inferior  petrosal  sinus  or  there  may  be 
a mural  thrombus,  only  partially  occluding  the 
vein. 

When  I saw  the  child  there  was  little  room  for 
doubt  in  my  mind  as  to  the  diagnosis.  Con- 
sidering the  gross  picture,  the  fact  that  bilateral 
mastoidectomy  had  been  performed,  that  one 
mastoid  wound  was  not  healing  as  rapidly  as 
the  other,  there  was  rmly  one  thing  to  be  done, 
viz.,  to  ligate  the  internal  jugular  vein  and  open 
the  lateral  sinus.  Tying  the  jugular  in  my  judg- 
ment was  the  most  important  step.  There  was 
quite  a difference  in  the  two  mastoid  wounds, 
the  right  did  not  look  as  well  as  the  left. 

This  is  the  third  case  I have  seert  where  bi- 
lateral mastoidectomy  was  followed  by  thrombos- 
is. In  the  other  two  cases  thrombi  were  found 
in  the  lateral  sinus  proper. 

The  history  shows  that  infection  had  existed 
for  quite  a long  time  in  this  case.  Infection  in 
these  cases  of  bulb  thrombosis  does  not  come 
from  the  mastoid,  it  is  directly  from  the  floor  of 
the  tympanum  above  into  the  jugular, — that  was 
the  picture  presented  in  this  case. 

I believe  Dr.  Bass  ligated  the  internal  jugular 
vein  himself.  I want  to  congratulate  him  on 
that,  too,  because  it  seems  to  me  the  custom  of 
most  aarists  here  is  to  call  a general  surgeon  to 
perform  this  operation. 

James  S.  Lutz:  This  case  was  very  interest- 

ing to  me.  Of  course  the  child  owes  its  life  to 
Dr.  Bass,  there  is  no  question  about  that.  The 
case  was  a “puzzler”  from  the  beginning.  The 
child  became  ill  on  December  5th,  and  I was 
called  to  see  it  that  day.  It  was  one  of  the  most 
typical  cases  of  pneumonia  that  I have  ever 
seen;  moist  rales,  temperature  104  degrees  F., 
respirations  50,  pulse  135.  I told  the  family 
that  it  was  a plain  case  of  pneumonia.  The  next 
day  the  child  had  a normal  temperature,  was 
bright,  and  eating  well.  I did  not  know  just 
what  had  happened.  The  following  day,  how- 
ever, the  symptoms  returned  and  were  present 
for  two  or  three  days,  the  rales  persisted,  and 


the  child  undoubtedly  had  pneumonic  involve- 
ment. During  the  succeeding  weeks,  as  stated 
by  Dr.  Bass,  the  temperature  varied  from  slightly 
above  normal  to  105.6  degrees  F.  Throughout 
the  latter  part  of  December  I thought  the  child 
had  influenza.  When  evidence  of  ear  involve- 
ment appeared  Dr.  Frank  Pirkey  was  asked  to 
see  the  patient.  Dr.  P.  F.  Barbour  always  told 
us  when  the  lymphatic  gland  just  back  of  the 
sterno  cleido  mastoid  muscle  became  enlarged 
to  always  look  for  pus  in  the  ears.  That  proved 
true  in  this  case.  Both  ears  were  involved  and 
later  a bilateral  mastoidectomy  was  performed 
by  Dr.  Pirkey.  Mercurochrome  was  administered 
two  or  three  times.  The  first  time  we  thought 
some  benefit  resulted,  but  no  effect  was  noted 
from  later  administrations.  I am  of  the  opinion 
that  nothing  was  accomplished  by  the  use  of 
mercurochrome  in  this  case. 

After  the  child  returned  to  the  hospital,  the 
internal  jugular  was  ligated  and  the  lateral  sin- 
us opened,  as  Dr.  Bass  has  told  us.  The  tem- 
perature soon  receded  to  normal  and  the  child 
recovered  although  convalescence  was  rather 
tardy.  Since  then  she  has  had  a series  of  fur- 
uncles five  or  six  of  which  I have  incised  and 
drained  at  various  times.  Staphylococcus  vaccine 
was  given,  but  whether  or  not  any  good  was 
thereby  accomplished  I do  not  know.  I no- 
ticed tonight  that  the  child  has  one  small  fui- 
uncle  on  the  shoulder,  the  first  one  that  has  ap- 
peared for  several  weeks. 

This  patient  certainly  owes  her  life  to  Dr. 
Bass.  I do  not  believe  anyone  could  have  per- 
formed the  operation  of  ligating  the  internal 
jugular  any  more  skillfully  than  he  did.  Dr. 
Allen  began  the  blood  transfusion  into  the  jug- 
ular vein,  but  the  needle  became  obstructed  and 
the  blood  was  then  introduced  into  the  peri- 
toneal cavity.  There  was  little  reaction  and  I 
believe  the  peritoneal  method  -did  just  as  much 
good  as  intravenous  transfusion. 

Phillip  F.  Barbour:  I had  the  opportunity  of 

seeing  this  very  interesting  case.  One  mastoid 
had  been  opened  the  day  I saw  the  patient,  and 
I understand  the  other  mastoid  was  operated  up- 
on the  same  night.  The  child  was  in  a desperate 
condition  and  I was  unable  to  throw  very  much 
light  on  the  case,  excepting  that  the  temperature 
range  made  us  suspicious  of  blood  stream  in- 
fection. 

Ordinarily  sinus  thrombosis  is  accompanied  by 
rather  severe  chills  along  with  fever.  In  this 
case  my  recollection  is  that  on  only  a few  occas- 
ions did  the  child  have  a chill.  I believe  a def- 
inite chill  followed  by  high  fever  (103  to  105 
degrees  F.)  is  rather  characteristic  of  these 
cases.  Children  of  that  age,  however,  do  not  us- 
ually have  definite  chills  even  in  malarial  at- 
tacks. 

I discussed  with  Dr.  Lutz  the  question  of  ad- 
ministering mercurochrome  or  gentian  violet  to 
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try  and  overcome  the  blood  stream  infection,  but 
my  own  opinion  was  that  neither  of  these  agents 
would  prove  very  serviceable.  I did  not  believe 
mercurochrome  “would  reach  the  spot”  in  suf- 
ficient concentration  to  be  of  any  benefit.  Of 
course  the  presence  of  a focus  of  infection  in 
the  jugular  vein  or  other  location  would  entirely 
prevent  mercurochrome  or  any  other  intravenous 
medication  from  being  efficacious  until  the  foc- 
us was  removed. 

Dr.  Bass  did  a beautiful  piece  of  work  in  lo- 
cating the  focus  of  infection,  and  the  method  of 
treatment  he  pursued  undoubtedly  saved  the  life 
of  the  patient. 

Claude  T.  Wolfe:  This  patient  undoubtedly 

had  typical  blood  stream  infection.  In  my  ex- 
perience of  nine  cases  I feel  sure  that  the  symp- 
toms are  such  as  to  make  the  diagnosis  rather 
easy,  and  especially  is  this  true  as  the  disease 
progresses.  If  the  patient  gives  a history  of 
ear  or  mastoid  infection  as  this  one  did,  a morn- 
ing normal  temperature  followed  by  a chill  and 
a rise  of  temperature  to  104-105  degrees  F., 
a decline  the  next  morning  to  normal  with  a 
feeling  of  well-being  on  part  of  the  patient,  if 
this  is  repeated  day  after  day  it  cannot  be  any- 
thing else  but  blood  stream  infection.  Of  course 
it  is  adisable  to  carefully  examine  the  patient  to 
exclude  pulmonary,  renal  and  cardiac  disease, 
etc.,  but  there  cannot  be  any  question  about  the 
diagnosis  especially  when  the  patient  gives  a 
clear  history  of  infection  as  in  the  case  re- 
ported. 

About  a year  ago  Dr.  Dabney  saw  with  me  a 
man  who  gave  the  history  of  a discharging  ear 
for  thirty-five  years.  His  symptoms  were  almost 
identical  with  those  in  the  case  Dr.  Bass  has 
described.  The  mastoid  was  opened  and  later  he 
suddenly  developed  temperature  of  105  degrees 
F.  preceded  by  a chill.  There  was  no  question 
at  that  time  of  the  existence  of  blood  stream  in- 
fection. After  four  or  five  days,  however,  his 
condition  of  well-being  was  such  that  he  was 
disinclined  to  have  further  operative  work  done. 
Finally  he  began  to  lose  weight  rapidly  and  it 
was  evident  something  must  be  done  to  save  his 
life.  The  jugular  vein  was  ligated,  the  lateral 
sinus  opened,  and  a large  blood  clot  removed. 
The  patient  made  an  uninterrupted  recovery. 

These  cases  when  operated  upon  early  offer 
a favorable  prognosis,  but  in  many  instances  the 
patient  procrastinates  until  the  infection  has  ex- 
tended to  other  structures,  particularly  the  joints, 
and  the  prognosis  then  becomes  distinctly  un- 
favorable. 

I wish  to  congratulate  Dr.  Bass  on  the  splen- 
did result  obtained  in  the  case  he  has  reported. 

A.  L.  Bass  (in  closing)  : I want  to  thank  the 

gentlemen  for  their  liberal  discussion. 

Relative  to  the  location  of  the  blood  clot,  I 
made  no  attempt  to  locate  it;  but,  was  satisfied 
that  there  was  an  involvement  in  the  lateral 


sinus  or  the  jugular  bulb;  and  the  trouble  was  on 
the  fight  side  because  the  right  mastoid  wound 
had  made  little  progress  toward  healing  while  the 
left  had  practically  healed.  The  lateral  sinus 
in  the  infant  is  like  the  mastoid  antrum,  that  is, 
about  as  large  at  birth  as  it  ever  is.'  I think 
the  reason  blood  cultures  were  negative  was 
that  the  blood  was  not  withdrawn  until  after 
mercurochrome  had  been  administered. 


MENIERE’S  DISEASE:  CASE 
REPORT* 

By  M.  C.  Baker,  Louisville. 

This  paper  is  meant  primarily  as  a case 
report;  but  as  Meniere’s  disease  or  Meniere’s 
syndrome  is  such  a rare  condition,  a brief  de- 
scription of  its  main  characteristics  will  be 
given. 

In  1861,  Meniere,  a French  physician,  de- 
scribed an  affection  characterized  by  vertigo, 
tinnitus  and  nausea  and  vomiting  due  to  a 
lesion  of  derangement  of  the  semicirculuar 
canals  and  the  cochlea  on  one  side.  A progres- 
sive loss  of  hearing  either  accompanies  or 
precedes  the  condition.  The  attacks  may  be 
short  or  long,  mild  or  severe,  frequent  or  in- 
frequent. 

The  paroxysm,  or  labyrinth  storm,  may  be 
abrupt  or  the  symptoms  may  take  an  hour  to 
reach  their  height.  It  usually  begins  with  a 
low  pitched  tinnitus  or  buzzing  and  roaring 
in  the  ear,  then  comes  a slight  vertigo,  quick- 
ly becoming  severe.  The  vertigo  gradually 
passes  off  and  the  patient  becomes  pale  and 
nauseated,  a clammy  sweat  appears  on  the 
face  and  severe  vomiting  may  follow.  Af- 
ter reaching  their  height  the  symptoms  slow- 
ly decline  in  the  reverse  order  of  their  ap- 
pearance. Along  with  the  vertigo  the  pa- 
tient is  usually  sensible  of  a subjective  move- 
ment of  external  objects,  and  if  the  eyes  are 
examined  during  the  attack  they  will  be 
found  to  exhibit  spontaneous  vestibular  nys- 
tagmus usually  directed  to  the  opposite  side 
from  the  labyrinth  affected. 

The  vertigo  of  Meniere’s  disease  is  dis- 
tressing in  the  extreme,  is  unlike  any  other 
vertigo  and  will  be  described  by  the  patient 
to  the  point  of  exactitude.  The  cause  for  a 
particular  case  of  Meniere’s  disease  is  diffi- 
cult or  almost  impossible  to  determine. 

Some  of  the  moderate  cases  may  be  caused 
by  wax  in  the  meatus  or  some  middle  ear  in- 
fection that  would  give  rise  to  a temporary 
increase  in  the  perilymph  and  intra -labyrinth- 
ine pressure. 

The  severe  forms  may  be  caused  by  hemor- 
rhage in  the  labyrinth,  by  organic  changes  in 
the  auditory  nerves  such  as  in  tumors  and 
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syphilis,  by  progressive  inflammatory  disease 
of  the  labyrinth,  by  high  or  low  blood  pres- 
sure and  by  toxemia. 

Case  Report. 

Sister  Mary  B.,  a sister  of  mercv  of  this 
eity,  fifty-five  years  of  age.  came  for  examin- 
ation in  May,  1924.  She  gave  a mstury  oi 
progressive  deafness  and  slight  tinnitus  in 
the  left  ear  for  the  previous  eight  years.  For 
the  previous  five  years  she  had  had  a vertigo 
that  progressively  grew  worse.  For  the  previ- 
ous two  years  she  complained  of  a double  wave 
of  sound ; in  other  words,  she  would  hear  a 
sound  twice  or  double.  This  was  very  disturb- 
ing. Her  extreme  attacks  of  vertigo  began  in 
January,  1924.  The  second  attack  followed  the 
first  one  in  a week.  After  that  they  came  on 
irregularly.  Sometimes  once  a week,  some- 
times three  times  a week.  They  grew  more 
and  more  severe  and  finally  came  nearly 
every  day.  She  had  to  give  up  her  work  as 
a teacher.  Toward  the  last,  the  attack  would 
continue  about  an  hour  or  until  she  vomited 
everything  in  the  stomach,  and  then  she  would 
lie  in  a sleep  of  exhaustion  for  three  hours  like 
one  dead.  After  the  sleep  she  would  get  up 
and  feel  fairly  normal  again. 

The  paroxysm  would  often  come  on  abrupt- 
ly with  no  warning.  She  would  feel  herself 
reeling  and  staggering  and  objects  around 
her  would  be  doing  the  same  thing.  She 
would  often  fall. 

If  she  were  lying  down  she  would  have  the 
sensation  of  the  bed  sinking  away  from  her 
or  tilting  on  edge,  and  in  a few  minutes  she 
would  have  to  fall  out  on  the  floor. 

Examination  showed  the  left  ear  drum  nor- 
mal except  slightly  fibrous.  The  ear  could 
not  hear  a watch  tick,  was  deaf  to  the  high 
pitched  tuning  forks,  and  the  bone  conduc- 
tion was  almost  nil. 

The  nose,  throat  and  teeth  seemed  to  be 
negative,  and  looking  for  a possible  cause  she 
was  sent  to  Doctor  Morris  Flexner  for  gall 
bladder  drainage  by  mouth.  This  was  done 
on  July  11,  1924.  465  cc.  of  bile  was  recov- 
ered showing  one  pus  cell  to  the  H.  P.  F.  Cul- 
tures showed  colon  bacillus.  An  autogenous 
vaccine  was  made  but  never  given. 

She  improved  in  feeling  at.  once,  has  never 
had  another  attack  of  the  labyrinth  storm  nor 
the  slightest  suggestion  of  it.  Patient  has 
been  teaching  school  wihout  missing  a day 
since  the  fall  of  1924.  She  was  called  over 
the  ’phone  yesterday  and  claims  she  has  nev- 
er felt  better.  A rather  remarkable  feature  is 
that  her  hearing  in  the  affected  ear  has  so 
improved  that  she  can  hear  a watch  ticking 
about  one-half  inch  from  the  ear.  She  still 
has  a slight  tinnitus  but  she  claims  that  it  is 
lessening  and  she  feels  that  her  hearing  is 
still  improving. 


DISCUSSIONS. 

Morris  Flexner:  To  me  the  case  reported  by 

Dr.  Baker  was  very  interesting  and  unusual.  I 
think  it  is  the  only  one  of  the  kind  I have  ever 
seen  in  practice.  There  may  be  some  question 
whether  this  case  should  be  classed  as  Meniere’s 
syndrome  or  as  true  Meniere’s  disease.  The 
symptoms  in  these  cases  are  very  distressing  at 
times.  The  vertigo  in  this  case  was  intense  dur- 
ing an  attack,  and  on  two  or  three  occasions  the 
patient  fell  suddenly  as  happens  in  true  Men- 
iere's disease.  I thought  there  was  probably 
some  gastrointestinal  derangement,  as  she  had 
some  digestive  symptoms,  such  as  sick  headache, 
etc.,  and  therefore  did  gall  bladder  drainage. 
I never  expected  to  get  the  brilliant  result  that 
followed.  If  the  patient  suffered  from  toxemia 
it  was  promptly  relieved  by  gall  bladder  drain- 
age. As  Dr.  Baker  has  stated  we  obtained  be- 
tween 400  and  500  cc.  of  bile  which  contained 
a few  pus  cells.  Cultures  showed  colon  bacilli. 
A vaccine  was  made  but  never  used.  This  is  the 
most  brilliant  result  from  gall  bladder  drainage 
I have  ever  seen.  I consider  this  a case  of  toxic 
labyrinthitis. 

Samuel  G.  Dabney:  I enjoyed  Dr.  Baker’s 

paper  and  congratulate  him  on  the  result  ob- 
tained in  the  case  reported.  Dr.  Flexner  sound- 
ed the  keynote  in  the  case  I think  when  he  said 
it  was  Meniere’s  syndrome  and  not  true  Men- 
iere’s disease. 

Meniere’s  disease  is  rather  uncommon.  I re- 
call having  seen  only  two  or  three  in  my  prac- 
tice. In  all  those  I have  seen  there  was  a his- 
tory that  the  patient  suddenly  fell  and  was  un- 
conscious for  a time.  Vertigo  and  tinnitus  are 
especially  distressing  in  most  of  these  cases. 
These  symptoms  gradually  disappear,  as  do  vomit- 
ing and  nystagmus,  but  deafness  to  greater  or 
less  degree  usually  remains. 

I think  Dr.  Baker’s  patient  had  what  has  been 
correctly  described  as  toxic  neuritis,  that  is  a 
toxemia  with  infection  of  the  auditory  nerve 
which  caused  the  symptoms.  There  is  an  im- 
portant difference  in  the  prognosis  between  the 
two  conditions.  It  is  far  less  favorable  in  Men- 
iere’s disease,  which  is  very  rare,  than  in  toxic 
neuritis  producing  Meniere’s  syndrome,  which  is 
not  so  rare. 

I wish  Dr.  Baker  or  Dr.  Flexner  would  tell 
us  something  more  about  why  they  happened  to 
drain  the  gall  bladder  in  this  case. 

Charles  G.  Lucas:  I would  like  to  ask  Dr. 

Baker  about  the  condition  of  the  patient’s  in- 
testinal functions  in  the  case  reported.  I have 
often  drained  the  gall  bladder  with  good  resultsi 
in  cases  where  similar  symptoms  were  present. 
I have  seen  particularly  good  results  from  this 
procedure  in  cases  of  severe  sick  headache. 
Many  observers  state  that  the  administration  of 
magnesium  sulphate  by  mouth  will  do  just  as 
well  as  the  introduction  of  this  agent  through 
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the  tube  as  is  done  in  gall  bladder  drainage,  but 
such  has  not  been  my  experience.  Most  of  the 
patients  who  come  for  gall  bladder  drainage  have 
already  taken  large  quantities  of  magnesium 
sulphate  and  other  drugs  by  mouth  without  ben- 
eficial results. 

I was  very  glad  to  hear  Dr.  Baker’s  report.  It 
makes  me  more  convinced  than  ever  that  benefit 
may  be  derived  from  gall  bladder  drainage, 
particularly  in  toxic  conditions  due  to  infection. 

M.  C.  Baker  (in  closing):  I might  mention 

that  in  the  case  reported  the  patient’s  first  at- 
tack occurred  after  exposure  on  a bitter  cold 
January  day.  The  onset  was  very  sudden.  From 
„aat  time  on  the  attacks  began  to  occur  with  in 
creasing  frequency. 

Dr.  Lucas  asked  about  the  patient’s  intestin- 
al functions:  She  had  complained  of  digestive 

disturbances  at  intervals  for  which  the  family 
physician  had  prescribed  laxatives  and  various 
other  forms  of  internal  medication  without  im- 
provement; in  fact,  the  patient  constantly  grew 
worse.  Treatment  through  the  intestinal  tract 
did  no  good.  I treated  her  for  several  weeks 
by  repeated  inflation  of  the  Eustachian  tubes 
without  appreciable  benefit. 

Answering  Dr.  Dabney  about  gall  bladder 
drainage:  I have  given  the  gall  bladder  more 

or  less  study  during  the  last  three  or  four  years. 
I believe  it  has  considerable  influence  in  the 
production  of  various  eye  symptoms.  We  fre- 
quently see  people  with  fairly  decided  jaundice 
of  the  sclera  and  slight  ciliary  injection.  I have 
Lad  great  success  in. draining  the  gall  bladder  in 
such  cases.  I believe  infections  of  the  gall  blad- 
der cause  more  trouble  than  we  have  hitherto 
thought. 

Dr.  Dabney  mentioned  the  difference  between 
true  Meniere’s  disease  and  Menier’s  syndrome: 
He  is  quite  correct  in  his  contention  that  the 
case  reported  was  one  of  Meniere’s  syndrome. 
He  says  these  cases  are  not  so  rare.  I think  they 
are,  at  least  cases  parallel  to  the  one  reported. 
I recall  having  seen  only  one  other  case  in  which 
the  symptoms  were  severe.  The  case  reported 
was  not  one  of  true  Meniere’s  disease,  but  it 
was  certainly  one  of  severe  Meniere’s  syndrome. 


Calmette’s  Preventive  Immunization  Against 
Tuberculosis.  — Kraus  injected  comparatively 
large  amounts  (20  mg.)  of  Calmette’s  B.  C.  G 
culture  into  the  peritoneum  of  guinea-pigs.  After 
three  to  four  weeks  he  found  in  the  peritoneum, 
spleen  and  other  organs  nodules  containing  acid- 
fast  bacilli  and  resembling  true  tubercles  except 
for  vascularization  of  the  tissue,  abundance  of 
leukocytes  and  absence  of  caseation.  The 
bacilli  could  be  cultivated  from  the  organs  but 
implantation  of  these  organs  did  not  infect 
other  animals. 


THE  SURGICAL  TREATMENT  OP 
DUODENAL  ULCER* 

By  M.  J.  Henry,  M.  D.,  Louisville. 

The  surgical  treatment  of  peptic  ulcer  has, 
within  the  past  few  years,  become  a most  fer- 
tile field  for  discussion.  The  ever  changing 
trend  of  opinion  makes  it  a most  interesting 
subject,  and  until  the  treatment  has  become 
more  or  less  standardized  the  literature  will 
continue  to  la*  replete  with  papers  dealing 
with  the  various  methods  of  operating  for  the 
relief  of  this  very  common  pathological  con- 
dition. All  surgeons  have,  through  experience 
and  a study  of  the  literature,  adopted  more  or 
less  routine  lines  of  procedure  in  treating  pep- 
tic ulcers. 

In  Ibis  day  of  group  medicine  and  large 
clinics,  with  the  vast  amount  of  clinical  ma- 
terial at  their  disposal,  the  field  of  original 
observation  is  closed  to  the  observer  not  en- 
joying a connection  with  some  such  organiza- 
tion. Consequently  what  I have  to  say  will  be 
based  upon  the  current  literature  influenced 
by  observation  of  a relatively  small  number  of 
cases.  The  personal  experience  of  any  sur- 
geon working  independently  must  of  necessi- 
ty be  small  in  comparison  with  the  combined 
experience  of  men  working  iit  large  clinics, 
and  it  is  usually  of  relatively  small  import- 
ance in  the  moulding  of  opinions  on  t he  sub- 
ject. 

To  my  mind  the  study  of  peptic  ulcer  is 
one  of  the  most  fascinating  in  the  whole  field 
of  medicine.  The  many  theories  advanced  as  to 
its  etiology ; the  various  methods  of  diagnosing 
it ; the  ever  present  controversy  as  to  whether 
it  should  be  treated  surgically  or  not ; and 
when  surgically  treated,  what  mechanical 
measures  are  to  be  followed,  permit  it  to  hold 
the  interest  of  all  who  are  students  of  the  dis- 
eases of  the  gastro-intestinal  tract. 

The  list  of  etiological  factors  assigned  to 
peptic  ulcer  is  a large  one,  and  many  of  them 
are  of  too  technical  a nature  to  be  easily 
grasped  by  a surgeon  unfamiliar  with  re- 
search work.  For  instance,  it  is  difficult  to 
appreciate  the  workings  of  the  sympathetic 
nervous  system  and  its  influence  in  producing 
ulcers  of  the  stomach  and  duodenum.  The 
outstanding  feature  in  the  causation  of  ulcer 
is  infection,  and  possibly  also  hyperacidity. 
Where  does  the  infection  come  from?  is  the 
question  uppermost  in  the  mind  of  the  stu- 
dent of  this  condition.  Dr.  John  B.  Deaver 
thinks  that  in  eighty  per  cent  of  the  cases  it 
comes  from  the  appendix,  the  other  twenty 
percent  from  other  foci,  chiefly  in  the  mouth 
and  facial  sinuses. 

In  the  opinion  of  the  writer,  the  work  of 
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Rosenow  can  not  be  lightly  passed  over.  In 
his  work  on  the  selective  localization  of  strep- 
tococci, he  has  explained  the  formation  of 
peptic  ulcer  as  being  due  to  the  hematogenous 
invasion  of  the  submucosa  by  streptococci. 
After  having  so  frequently  found  streptococ- 
ci in  the  depths  of  ulcers  excised  at  operation, 
and  having  produced  peptic  ulcers  in  labora- 
tory animals  by  the  intravenous  injection  of 
cultures  of  these  streptococci,  he  concludes 
that  “these  facts  constitute  good  evidence  that 
streptococci  are  not  merely  accidental  or  sec- 
ondary invaders  of  the  tissue,  but  are  com- 
monly the  original  cause  as  well  as  an  import- 
ant factor  preventing  the  healing  of  the  ul- 
cer.” The  constant  recommendation  of  most 
writers  on  the  subject  of  peptic  ulcer  in  re- 
gard to  the  elimination  of  foci  of  infection  at- 
tests their  belief  in  this  factor  in  the  produc- 
tion of  ulcer.  Anyone  who  has  seen  Rose- 
now’s  work  in  this  and  other  fields  of  re- 
search will  not  fall  into  the  error  of  attribut- 
ing his  views  to  over-enthusiasm  on  the  sub- 
ject of  the  selective  localization  of  bacteria. 
The  writer  believes  that  the  judgment  of  time 
will  be  favorable  to  Rosenow ’s  theories  that 
streptococci  have  a decided  influence  on  the 
production  of  ulcer. 

The  degree  of  acidity  present  in  the  stom- 
ach has  an  indefinite  place  in  the  production 
of  symptoms  of  ulcer.  The  variability  in  the 
amount  of  free  hydrochloric  acid  found  in 
proven  cases  of  peptic  ulcer  only  tends  to 
complicate  the  study  of  the  condition.  Analy- 
ses of  hundreds  of  cases  of  ulcer  by  the  sta- 
tisticians of  some  of  the  larger  clinics  show 
that  ulcer  does  at  times  exist  in  the  presence 
of  a very  low  acidity,  which  is  contrary  to 
a rather  widely  held  view  that  a more  or  less 
constant  finding  is  an  hyperacidity.  Frac- 
tional estimation  of  the  gastric  acidity  has 
shown  such  a varying  acidity  over  a two  hour 
period,  that  acid  estimations  based  on  a single 
aspiration  of  the  stomach  contents  are  of  lit- 
tle value  in  the  study  of  ulcer. 

Practically  all  surgical  and  medical  pro- 
cedures in  the  treatment  of  this  condition  take 
into  consideration  the  infective  element  and 
the  acidity  of  the  stomach  contents,  endeavor- 
ing to  eliminate  the  former  and  control  the  lat- 
ter. The  foremost  teachers  of  the  surgery  of 
peptic  ulcer  now,  more  than  ever,  are  direct- 
ing their  attention  to  these  features. 

Though  the  symptoms  and  pathology  of  ul- 
cers proximal  to  the  pylorus  are  more  varied 
than  in  duodenal  ulcer,  yet  the  surgical  treat- 
ment is  more  standardized.  This  was  not 
the  case  a few  years  ago  when  the  majority  of 
surgeons  were  treating  duodenal  ulcer  by  gas- 
tro-enterostomy ; the  only  disturbing  element 
to  their  serenity  being  the  advocates  of  pyloro- 
plasty. Recently,  however,  the  consideration 


of  the  role  of  gastric  secretion  in  neptic  ul- 
cer and  its  complications  has  initiated  a new 
controversy  among  gastric  surgeons. 

For  many  years  the  Mayo  Clinic  has  ad- 
vocated the  performance  of  a posterior-gastro- 
enterostomy in  cases  of  duodenal  ulcer,  leav- 
ing but  a small  percentage  of  cases  to  be  treat- 
ed by  the  so-called  plastic  methods.  In  hun 
dreds  of  cases  they  have  been  satisfied  with 
their  results,  so  much  so  that  they  have  been 
slow  to  change  to  other  methods  which  have 
gained  prominence  in  the  past  few  years. 
Other  investigators  have  not  reported  as  hap- 
py results  from  this  operation,  and  have  been 
searching  for  a more  satisfactory  method  of 
eliminating  the  symptoms  of  the  disease,  and 
the  sequelae  of  many  operations  in  which  a 
gastro-enterostomy  was  done. 

As  a gastro-enterostomy  is  more  easily  per- 
formed by  the  average  surgeon,  and  the  limi 
tations  to  its  field  of  usefulness  less  narrow, 
it  was  more  frequently  performed  than  any 
of  the  plastic  operations  which  required  a 
more  keen  appreciation  of  duodenal  pathology 
and  made  more  demands  upon  the 'technical 
skill  of  the  operator. 

Surgeons  now  in  dealing  with  duodenal  ul- 
cer must  choose  one  of  the  three  operations: 
pyloroplasty,  gastro-enterostomy,  and  subtot- 
al gastrectomy. 

Pyroplasty,  except  in  the  opinion  or  a tew, 
has  but  a very  limited  field  of  applicability. 
Its  use  is  practically  confined  to  ulcer  of  the 
anterior  wall  of  the  duodenum,  which  are  not 
accomplished  by  much  induration,  or  by  at- 
tachment to  the  surrounding  tissues.  Finney, 
in  1902,  was  the  first  American  surgeon  to 
advicate  this  operation,  though  in  1886  the 
European  surgeons,  Ileineke  and  Mikulicz, 
working  independently  described  an  operat  ion 
of  similar  principle.  When  indicated,  the 
plastic  operations  on  the  pylorus  have  the  ad- 
vantage of  being  easily  performed,  leaving  the 
stomach  and  duodenum  in  their  normal  rela- 
tion, and  attended  by  fewer  post-operative 
complications.  In  fact,  several  writers  in  ad- 
vocating Ibis  operation  state  that  one  potent 
argument  in  its  favor  is  that  if  it  does  not 
relieve  the  patient  it  has  done  him  no  harm, 
and  should  the  ulcer  symptoms  persist  a sec- 
ondary operation  can  be  easily  performed. 
The  secondary  operation  most  frequently  per- 
formed is  a posterior  gastro-enterostomy 
with  or  without  occlusion  of  the  pylorus,.  The 
advocates  of  pyloroplasty  argue  that  second- 
ary operations  are  much  less  difficult  when  a 
plastic  operation  has  been  done  than  when  a 
posterior  gastro-enterostomy  has  been  per- 
formed. 

The  second,  and  most  discussed  type  of  op- 
eration is  the  gastro-enterostomy.  The  very 
ease  of  its  performance,  its  suitability  to  a 
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display  of  surgical  gymnastics,  and  a too' 
meager  knowledge  of  its  indications  on  the 
part  of  its  employers  have  proven  its  great- 
est drawbacks.  Since  this  operation  was  pop- 
ularized by  Moynihan  and  the  Mayos  many 
surgeons  of  varying  degrees  of  experience, 
judgment,  and  technical  dexterity  have  em- 
ployed this  operation,  oftentimes  when  a 
thorough  knowledge  of  its  indications  would 
have  prevented  its  use  and  the  consequent 
failure  of  the  patient  to  experience  the  ex- 
pected improvement.  The  operation  is  not  100 
percent  perfect,  and  like  all  other  measures  di- 
rected to  the  relief  of  human  suffering  or  dis- 
ability must  be  employed  intelligently  to  pro- 
cure for  it  a just  position  in  the  surgical  ar- 
mamentarium. Until  very  recently  the  lead- 
ing surgical  minds  of  the  world  were  its  advo- 
cates, but  accumulating  failures  have  turned 
many  of  these  minds  into  other  surgical 
courses.  Despite  a widespread  distrust  of  its 
efficiacy  it  still  has  several  champions  of  no 
mean  ability.  < 

The  Mayo  Clinic  which  has  for  years  been 
one  of  the  greatest  users  and  advocates  of 
this  type  of  operation  is  still  its  firm  defend- 
er. though  many  able  men  have  forsaken  it 
and  joined  the  ranks  of  those  advocating  a 
more  radical  course.  The  objections  raised 
to  gastro-enterostomy  in  the  treatment  of 
duodenal  ulcer  are  that  it  does  not  remove 
the  ulcer,  and  it  does  not  eliminate  the  secre- 
tion of  a large  amount  of  acid  by  the  stom- 
ach. As  infection  and  acidity  are  the  out- 
standing factors  in  the  development  of  ulcer 
and  continuance  of  symptoms  from  ulcer, 
these  two  objections  have  a modicum  of  jus- 
tification. AVhile  but  very  few  now  believe 
that  an  hyperacidity  has  any  causative  in- 
fluence in  duodenal  ulcer  it  is  nevertheless 
a frequent  finding  in  this  condition  and  any 
treatment  directed  toward  the  alleviation  of 
ulcer  symptoms  must  not  disregard  this  fac- 
tor. It  would  seem  logical,  also,  to  seriously 
consider  the  failure  of  gastro-enterostomy  to 
remove  the  offending  ulcer.  The  most  im- 
portant manifestations  of  duodenal  ulcer  are 
pain,  hemorrhage,  and  vomiting,  and  any  op- 
eration which  relieves  or  minimizes  these 
symptoms  can  be  classed  as  a successful  one. 

To  my  mind  the  most  convincing  contri- 
bution to  the  literature  on  gastro-enterostomv 
was  made  by  Balfour  at  the  1924  meeting  of 
the  American  Medical  Association.  He  an- 
alyzed one  thousand  cases  of  duodenal  ul- 
cer treated  by  gastro-enterostomy  ten  or  more 
years  ago\  Surely  the  lapse  of  ten  or  more 
years  is  ample  time  for  the  development  of 
unsatisfactory  results.  Nine  hundred  and 
eighty-six  of  Balfour ’s  one  thousand  cases 
had  complained  of  pain  prior  to  operation. 
Following  operation  ninety  reported  a return 
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of  pain  to  some  degree ; but  twenty-two  con- 
sidered it  important  enough  to  return  for 
examination.  Vomiting  was  a symptom  in 
six  hundred  and  eleven  cases  before  opera- 
tion ; following  operation  there  was  a recur- 
rence in  twenty-five  cases.  Hemorrhage  had 
occurred  in  two  hundred  and  eighty-six  cases 
before  operation ; reported  recurrences  fifty- 
seven,  as  bleeding  following  operation  is  us- 
ually ascribed  “to  either  the  retained  ulcer  or 
to  the  stoma,  this  is  a post  operative  hemor- 
rhage percentage  of  5.7.  A.  considei’ation  of 
the  end  results  in  Balfour’s  one  thousand 
cases  shows  that  the  patient  was  relieved  of 
the  symptoms  for  which  he  sought  relief  in 
88  per  cent  of  the  cases.  Balfour  reminds  his 
readers  that  these  figures  are  based  upon  op- 
erations done  ten  or  more  years  ago,  before 
the  surgical  profession  fully  realized  the  ne- 
cessity of  eliminating  all  foci  of  infection, 
and  the  placing  the  patient  upon  a strict 
dietary  regimen.  It  is  easily  conceivable  that 
had  +hese  patients  been  treated  for  focal  in- 
fections and  placed  under  the  care  of  a com- 
petent internist  for  six  months  or  so  following 
the  operation,  an  even  more  satisfactory  re- 
port could  have  been  made.  The  operative 
mortality  in  a group  of  1610  cases  done  dur- 
ing the  period  reported  by  Balfour  was 
1.11%,  as  low  as,  or  lower  than  the  operative 
mortality  usually  attending  operations  in  the 
upper  abdomen. 

Not  all  surgical  clinics  have  been  as  well 
satisfied  with  the  results  of  gastro-enteros- 
tomy as  has  been  the  Mayo  Clinic,  as  the  lit- 
erature of  the  past  three  or  four  years  clearly 
attests. 

The  operation  now  receiving  much  consid- 
eration by  American  surgeons  after  the  visit 
of  Finisterer  to  the  chief  clinics  of  this  coun- 
try, is  that  of  subtotal  gastrectomy.  Its  grow- 
ing popularity  can  be  suspected  when  one  is 
aware  that  now,  Moynihan,  in  England,  and 
Crile,  Deaver  and  Strauss  in  this  country, 
consider  it  the  operation  of  choice  in  the  ma- 
jority of  duodenal  ulcers.  They  recommend 
it  because  in  the  majority  of  cases  the  duo- 
denal pathology  can  be  excised,  and  the  re- 
moval of  the  acid  bearing  portion  of  the  stom- 
ach prevents  the  recurrence  of  spasm  about 
the  stomach  and  prevents  the  formation  of 
stomal  or  jejunal  secondary  ulcerations. 

Finisterer  of  Vienna,  a few  years  ago,  came 
to  this  country  and  visited  many  clinics,  dem- 
onstrating his  technique,  and  the  publica- 
tion of  his  reports  of  over  four  hundred  cases 
treated  by  this  method  has  evidently  greatly 
influenced  American  surgeons.  Finisterer 
recommends  the  resection  of  the  ulcer-bearing 
portion  of  the  duodenum,  provided  it  be  not 
too  near  the  papilla  of  Vater,  and  with  it 
as  much  as  two-thirds  or  three-fourths  of 
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the  stomach.  He  is  not  satisfied  with  a re- 
moval of  the  pylorus  and  antrum  only.  Most 
of  his  operations  were  done  under  morphine 
and  novoeaine  anesthesia.  In  the  three  and 
one-half  years  prior  to  the  publication  of  his 
report  in  April  1923  he  performed  158  sub- 
total gastrectomies  with  three  deaths;  an  ex- 
cellent record  for  any  operation  in  the  upper 
abdomen. 

The  operation  is  too  new  in  America  to 
give  us  any  worth  while  statistics  from  our 
own  clinics,  and  time  alone  will  tell  what  the 
future  will  decide  concerning  this  apparently 
radical  procedure.  In  the  absence  of  statis- 
tics, the  only  concrete  means  we  have  of 
evaluating  any  treatment  instituted  for  the 
relief  of  symptoms  anywhere  in  the  body,  the 
advocacy  of  this  operation  by  men  of  the  cal- 
ibre of  Deaver  and  Crile  is  sufficient  to  stimu- 
late our  interest. 

The  writer  would  be  very  reluctant  to  ad- 
vocate such  a radical  procedure  as  an  initial 
operation  in  the  relief  of  the  symptoms  of 
duodenal  ulcer,  even  though  he  is  deeply  con- 
scious of  the  occasional  unsatisfactory  re- 
sults following  gastro-enterostomy.  In  view 
of  the  known  results  from  the  less  radical 
operation,  it  seems  advisable  for  the  occas- 
ional operator  upon  lesions  of  this  portion 
of  the  digestive  tract,  to  await  the  reports  of 
the  clinics  now  doing  a relatively  large  num- 
ber of  subtotal  gastrectomies.  The  pendulum 
might  then  swing  back  to  the  less  mutilating 
operations.  The  wide  divergence  of  opinions 
as  to  how  peptic  ulcers  should  be  treated 
shows  clearly  that  no  one  operation  is  univer- 
sally applicable.  The  only  features  upon 
which  there  is  an  unanimity  of  opinion  are 
that  all  foci  of  infection  should  be  removed 
and  that  the  patient  should  have  at  least  six 
months  postoperative  guidance,  preferably 
by  a competent  internist,  to  attain  the  max- 
imum benefit  from  an  operation.  As  to  the 
technical  features  of  the  operation  itself  it 
would  be  well  to  remember  Pope’s  advice, 
“Be  not  the  first  by  whom  the  new  is  tried 
Nor  yet  the  last  to  lay  the  old  aside.’’ 
DISCUSSIONS. 

M.  Casper:  The  subject  of  duodenal  ulcer  is 

a live  one  at  all  times.  Nothing  was  said  in  the 
paper  about  the  diagnosis,  which  I think  is  the 
most  important  part  of  duodenal  ulcer  at  the 
present  time. 

A frequent  cause  of  failure  in  treatment  has 
heretofore  been  jejunal  ulcer  following  gastro- 
enterostomy. This  is  being  largely  eliminated 
by  making  the  anastomosis  between  two  branch- 
es of  the  loop.  Many  surgeons  are  claiming  this 
is  very  successful  in  preventing  the  development 
of  jejunal  ulcers  which  formerly  followed  in 
these  cases.  Also  since  Balfour’s  statistics  ap- 
peared even  the  Mayos  have  largely  abandoned 


the  use  of  non-absorbable  sutures  and  are  em- 
ploying to  a large  extent  catgut.  This  has  les- 
sened some  of  the  aggravating  after-effects  of 
gastroenterostomy.  The  operation  of  subtotal 
gastrectomy  has  not  yet  become  popular  in  this 
country. 

European  surgeons  have  a great  many  more 
cases  of  this  kind  than  we  do  here.  I had  the 
pleasure  of  seeing  Pauchet,  in  Paris,  perforin 
five  subtotal  gastrectomies  during  one  morning. 
He  is  a splendid  operator  and  makes  the  proced- 
ure look  very  easy  indeed.  In  this  same  clinic 
is  where  Labat  developed  most  of  his  original 
work  on  local  anesthesia. 

I think  Rosenow  has  practically  proved  his 
case,  that  the  cause  of  duodenal  ulcer  is  strepto- 
coccic infection.  He  has  taken  streptococci  from 
these  ulcers  and  produced  similar  ulcers  in  ani- 
mals, then  from  these  reproduced  ulcers  in  other 
animals,  thus  fulfilling  all  the  requirements  of 
Koch’s  law.  He  has  done  this  time  and  again, 
so  it  looks  very  much  like  he  has  proved  his  case. 
I think,  myself,  that  focal  infection  has  a great 
deal  to  do  with  it,  but  we  must  remember  that 
duodenal  ulcer  may  be  due  to  other  causes.  I 
think  perhaps  Denver’s  statistics  showing  that 
80  per  cent  of  duodenal  ulcers  come  from  the 
appendix  are  rather  high.  I am  inclined  to  think 
the  tonsils,  teeth  and  paranasal  sinuses  have 
about  as  much  to  do  with  it  as  the  appendix. 
Perhaps  the  gall  bladder  is  also  oftentimes  a 
source  of  focal  infection.  We  find  more  and 
more  gall  bladders  being  removed  at  the  time  the 
operation  of  gastroenterostomy  is  performed. 
This,  I think,  has  materially  improved  the  re- 
sults of  the  operation.  More  duodenal  ulcers  are 
being  excised  now  than  heretofore  since  it  has 
been  shown  that  we  can  mobilize  the  duodenum 
to  a much  larger  extent  than  was  formerly  real- 
ized. It  is  possible  to  succssfully  excise  prac- 
tically all  ulcers  situated  on  the  anterior  surface 
of  the  duodenum. 

I thank  Dr.  Henry  for  giving  us  this  splendid 
paper. 

L.  Wallace  Frank:  My  personal  views  are  prac- 
tically in  accord  with  those  expressed  by  the 
essayist.  The  time  has  not  yet  arrived,  nor  has 
our  experience  extended  over  sufficient  length  of 
time,  for  us  to  unhesitatingly  recommend  the 
radical  operation  of  partial  gastrectomy  in  the 
treatment  of  duodenal  ulcer.  In  the  hands  of 
the  occasional  operator  this  is  a most  formidable 
procedure  and  the  mortality  would  be  infinitely 
greater  than  that  following  gastro-enterostomy, 
\ve  must  take  into  consideration  that  the  reports 
from  the  larger  clinics  are  compiled  from  the 
work  of  expetts,  and  while  we  must  teach  the 
profession  the  newer  advances  in  surgery,  we  Go 
not  advocate  their  use  by  inexperienced  or  un- 
trained operators. 

In  the  treatment  of  duodenal  ulcer  simple  ex- 
cision of  the  ulcer  with  or  without  gastro-en- 
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terostomy  offers  us  good  results.  It  is  true  that 
some  clinics  report  recurrences  after  operation 
and  the  occurrence  of  marginal  or  stomal  ulcers 
in  a fair  proportion  of  cases.  By  careful  tech- 
nic and  the  use  of  the  short  loop  and  the  proper 
placing  of  the  new  opening  may  eliminate  some 
of  these  complications. 

In  gastric  ulcer  one  must  bear  in  mind  that 
frequently  carcinoma  may  subsequently  develop 
and  in  the  treatment  of  this  type  of  peptic  we 
would  advise  wide  excision  of  the  ulcer  or  gas- 
tric resection. 

In  either  case,  following  the  surgical  work, 
there  must  be  careful  dietary  regulation  for 
months.  Furthermore  the  possible  source  of 
infection,  which  may  possibly  have  been  the  ex- 
isting cause  of  the  ulcer,  must  be  eliminated, 
whether  it  be  tonsils,  teeth,  gall  bladder  or  ap- 
pendix. 

Charles  G.  Lucas:  As  the  most  of  you  know 

I have  been  especially  interested  in  the  subject 
of  gastric  and  duodenal  ulcers  for  many  years. 
In  discussing  Dr.  Henry’s  excellent  paper  I wish 
first  to  present  an  abstract  of  Dr.  Richard  Lew- 
isohn’s  paper  to  be  read  at  the  forthcoming  meet- 
ing of  the  American  Gastro-Enterological  So- 
ciety. He  says:  “Late  results  following  gastro- 
enterostomy for  duodenal  ulcer,  with  or  without 
pyloric  exclusion  were  now  unsatisfactory. 
Only  50  percent  of  the  patients  were  cured  and 
34  percent  had  a rcurrence  of  symptoms  due  to 
a gastro-jejunal  ulcer.  Gastro-enterostomy  does 
not  effect  any  decisive  reduction  in  gastric  acid- 
ity. A recent  re-examination  of  69  patients  who 
had  been  gastro-enterostomized  for  duodenal 
ulcers  5 to  10  years  ago,  shows  that  3 percent 
only  were  anacid  (absence  of  free  hydrochloric 
acid)  and  that  in  the  vast  majority  of  the  pa- 
tients the  preoperative  hyperacidity  persisted  fol- 
lowing the  gastro-enterostomy.  On  the  other 
hand,  partial  or  sub-total  gastrectomy  causes  an 
immediate  and  permanent  absence  of  free  hydro- 
chloric acid  in  about  80  percent  of  gastric  re- 
sections.” 

As  a result  of  all  this  work  we  can  readily 
see  there  is  yet  no  consensus  of  opinion  upon 
any  phase  of  the  subject.  They  cannot  even 
agree  as  to  the  fate  of  the  ulcers,  that  a large 
proportion  of  them  gradually  diminish  in  size 
until  they  practically  disappear.  They  may  dim- 
inish to  small  size,  then  at  a later  date  there  may 
be  a relapse  and  the  ulcers  resume  their  original 
size. 

One  author  reports  three  cases,  two  of  duo- 
denal and  one  of  gastric  ulcer,  where  gastro- 
enterostomy was  performed.  All  three  of  the 
patients  came  to  second  operation,  when  it  was 
found  that  the  original  ulcers  had  healed.  All 
three  patients  came  to  third  operation  when  the 
original  ulcers  were  again  found  present. 

While  Dr.  Henry  did  not  tell  us  the  cause  of 
duodenal  ulcer,  he  mentioned  that  we  were  all 


convinced  focal  infection  had ' a great  deal  tc- 
do  with  it.  I believe  Smithies  is  right  in  his 
statement  that  in  dealing  with  ulcer  we  arc  deal- 
ing with  the  local  manifestation  of  a constitu- 
tional condition.  In  ulcer  we  have  increased 
vascularity  of  the  mucosa,  plus  infection,  plus 
an  increase  in  hydrochloric  acid,  and  upon  these 
factors  depend  the  type  of  ulcer  present. 

Naturally  I am  interested  in  the  treatment  oi 
ulcer.  I agree  that  many  duodenal  ulcers  get 
well  spontaneously.  Autopsy  statistics  from  one 
of  the  large  German  hospitals  show  from  eight 
to  thirteen  per  cent  of  gastric  or  duodenal  ulcers 
and  the  strange  fact  is  that  they  show  just  as 
many  healed  as  open  ulcers.  Statistics  from 
Leeds  Hospital  during  the  last  ten  years  show 
practically  the  same  thing. 

I regret  Dr.  Louis  Frank  is  not  present  as  I 
want  to  mention  a case  we  saw  together  to  prove 
there  must  be  some  constitutional  cause  cf  gas- 
tric and  duodenal  ulcer  which  we  do  not  under- 
stand. Many  years  ago  Dr.  Frank  and  myself 
saw  a woman  then  about  thirty-five  years  of  age 
who  had  all  the  evidences  of  ulcer.  Under  rest 
in  bed,  modified  diet,  and  the  administration  of 
alkalies,  she  apparently  recovered.  Within  two 
or  three  months  she  had  a recurrence.  This  hap- 
pened quite  a number  of  times.  Finally  her  con- 
dition became  such  that  she  was  removed  to  the 
hospital  and  it  was  decided  an  operation  should 
be  performed.  She  was  seen  in  consultation  by 
several  Louisville  physicians  including  the  late 
Dr.  Ap  Morgan  Vance.  Examination  of  the 
urine  made  in  the  hospital  showed  the  presence 
of  a large  amount  of  albumin  and  many  casts. 
These  had  not  been  present  six  days  before.  The 
patient  was  kept  in  bed  and  treated  by  the  usual 
methods  then  in  vogue,  and  in  the  course  of  five 
weeks  was  able  to  leave  the  city  for  a long  rest. 
She  went  to  Atlantic  City.  While  there  she  had 
another  relapse  and  in  response  to  a telegram  I 
advised  her  to  go  to  New  York  and  consult  Dr. 
Einhorn.  She  was  treated  by  duodenal  feeding 
and  became  very  much  better.  She  returned 
from  the  east  in  very  good  condition.  We  decid- 
ed then  that  if  she  had  any  more  symptoms  we 
would  operate  upon  her.  Two  or  three  weeks 
afterward  she  developed  more  severe  symptoms 
than  she  had  ever  experienced  previously.  She 
was  taken  to  the  hospital  and  Dr.  Frank  resected 
the  pylorus.  She  had  eight  healed  ulcers  and 
five  active  ulcers.  That  patient  then  weighed 
about  eighty  pounds.  She  is  living  today  and 
weighs  one  hundred  and  fifty  pounds.  She  has 
had  no  further  symptoms.  There  are  many 
things  to  be  considered  in  the  etiology  of  duo- 
denal ulcer  as  well  as  in  the  management  of 
these  cases.  On  patient  may  have  a gastric 
or  duodenal  ulcer  without  pain  or  discomfort; 
another  may  have  the  most  intense  pain  and 
other  symptoms. 

Dr.  Henry  and  also  Dr.  L.  W.  Frank  spoke 
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of  the  importance  of  medical  supervision  after 
operation  for  gastric  and  duodenal  ulcers:  I 

agree  with  those  who  believe  the  patient  should 
be  kept  under  observation  for  at  least  six  months 
or  a year  after  the  operation,  and  during  that 
time  the  diet  should  be  carefully  watched  and 
regulated.  It  is  a great  mistake  to  tell  the  pa- 
tient that  he  is  perfectly  well  after  gastroenteros- 
tomy, that  the  cause  of  his  discomfort  has  been 
removed,  and  he  can  safely  eat  anything  he  de- 
sires. Such  patients  ought  to  be  kept  under  con- 
tinuous observation  for  the  time  stated. 

I think  the  most  brilliant  results  seen  in  gas- 
tric surgery  have  been  from  gastroenterostomy. 
I recall  one  man  living  in  this  city  who  had  a very 
large  ulcer  on  the  lesser  curvature  of  the  stom- 
ach. The  middle  third  of  his  stomach  was  resect- 
ed. He  had  a rather  stormy  convale’sence,  but  fin- 
ally made  a satisfactory  recovery.  Within  eigh- 
teen months  his  symptoms  returned  and  he  un- 
derwent a second  operation  for  ulcer  of  the 
pylorus, — this  time  a gastroenterostomy  was 
performed  and  the  result  was  wonderful.  I see 
that  man  every  few  days  and  he  has  no  further 
trouble.  In  other  cases  where  ulcers  were  lo- 
cated near  the  pylorus  the  results  have  been  just 
as  brilliant  after  gastroenterostomy.  I must 
say,  however,  that  I have  seen  cases  where  gas- 
troenterostomy was  performed  for  duodenal  ul- 
cer without  any  improvement  in  the  patient’s 
symptoms. 

M.  J.  Henry  (in  closing)  : I wish  to  thank  the 

gentlemen  for  their  liberal  discussion  of  my 
paper.  In  closing  it  may  be  well  to  emphasize 
that  I am  not  an  advocate  of  subtotal  gastrec- 
tomy for  the  cure  of  duodenal  ulcer,  nor  did  I 
recommehd  this  procedure  in  my  paper.  By  re- 
secting three-fourths,  two-thirds,  or  even  one- 
third  of  the  stomach,  would  mean  the  removal  of 
the  major  portion  of  the  acid  secreting  area. 
Certainly  the  secretion  of  the  stomach  has  a most 
important  function  in  the  human  economy.  Why 
deprive  the  patient  of  this  and  produce  practi- 
cally total  anacidity  when  many  patients  come 
to  us  for  treatment  because  of  the  lack  of  acid 
in  the  stomach?  Distressing  symptoms  are  cer- 
tain to  result  from  the  lack  of  acid. 

I am  still  in  favor  of  gastroenterostomy  for 
relief  of  duodenal  ulcer.  The  statistics  of  Bal- 
four cited  in  the  paper  testify  to  the  efficiency  of 
this  method.  It  is  well  to  remember,  in  discus- 
sing this  subject,  that  Balfour’s  statistics,  pub- 
lished in  1924,  covered  one  thousand  operative 
cases  during  the  previous  ten  years.  The  im- 
portance of  removing  all  foci  of  infection  was 
not  then  recognized  as  it  is  today,  an<J  doubtless 
this  had  some  bearing  on  the  percentages  of  re- 
covery or  relief  of  symptoms. 

Dr.  Lucas  has  mentioned  the  principal  factors 
concerned  in  the  causation  of  ulcer  as  the  matter 
is  now  understood. 


GALL  BLADDER  VISUALIZATION.* 
By  H.  C.  Herrman,  M.  D.,  Louisville. 

The  administration  of  sodium-tetra-iodo- 
phenolphthalein,  to  render  the  gall  bladder 
visible  on  the  roentgenogram,  now  known  as 
cholecystography,  has  become  increasingly 
popular  as  a diagnostic  procedure.  While  the 
oral  method  may  never  be  as  reliable  as  in- 
travenous cholecystography,  yet  its  diagnos- 
tic accuracy  in  expert  hands  has  been  placed 
approximately  75%  efficient  in  gall  bladder 
diseases ; while  the  intravenous  cholescysto- 
grapliy  has  a 96%  efficiency  accurate  diagnos- 
is confirmed  by  operation.  The  method  de- 
vised by  Graham  and  Cole,  of  visualizing  the 
gall  bladder,  by  intravenous  or  oral  adminis- 
tration of  the  above  dye  stuff,  has  proved  to 
be  of  tremendous  advantage  in  visualizing  the 
gall  bladder.  The  effort  of  these  films  is  to 
emphasize  the  fact  that  we  have  a definite 
diagnostic  aid  which  enables  us  to  reach  a 
much  higher  percentage  of  discovered  path- 
ology of  the  gall  bladder  and  also  to  attempt 
to  show  the  relationship  of  the  gall  bladder 
visualized  with  the  surrounding  anatomy. 
This  diagnostic  aid  can  be  classified  as  a pri- 
mary evidence  of  gall  bladder  disease. 

A negative  finding  of  an  intravenous  gall 
bladder  administration  of  dye  is  positive  find- 
ing with  regard  to  a pathological  gall  bladder. 
The  roentgenological  evidences  of  a patholog- 
ical or  calculus  gall  bladder  are  as  follows : 

The  direct  signs  or  evidences  would  be : 

1.  The  shadow  of  stones,  opaque,  or  solid 
shadow,  ring  shaped  or  mosaic  shadow.  The 
question  of  demonstration  of  calculi  is  some 
what  of  doubtful  value  except  teaching  that 
gall  stones  are  visualized  by  positive  or  nega- 
tive findings  in  about  20  to  30%  of  the  cases. 

2.  The  visualization  of  the  gall  bladder  is 
also  questionable.  It  is  a fact  often  proven 
by  operation  and  autopsy,  that  the  normal 
gall  bladder  is  often  visualized.  Nothwith- 
standing  this  fact,  some  authorities  on  the  sub- 
ject claim  that  a gall  bladder  which  is  visual- 
ized on  a roentgenogram  negative,  is  patho- 
logical. 

The  absence  of  a gall  bladder  shadow  when 
the  dye  is  given  intravenously,  is  positive  find- 
ing of  gall  bladder  .pathology. 

The  secondary  or  indirect  signs  are  as  fol- 
lows : 

1.  Pressure  .effect  on  th^,  duodenum  and 
pyloric  part  of  the  stomach. 

2.  Traction  effect,  that  is  pouching  or  dis- 

placement of  the  duodenum  due  to  adhesions ; 
displacement  of  the  colon  and  the  fixity  of  the 
duodenum  and  colon.  ■> 

When  pressure  deformities  are  present  they 
are  of  more  diagnostic  importance  because  ex- 

*Read  before  the  Jefferson  County  Medical  Society, 
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perienee  teaches  that  this  is  never  produced 
by  a normal  gall  bladder.  This  fact  is  easily 
explained  'by  the  theory  that  the  tension  of 
a barium  filled  stomach  and  duodenum  is 
greater  than  the  tension  in  the  normal  gall 
bladder.  The  reverse  is  often  found  in  a 
thickened  gall  bladder  distended  with  bile  or 
stones.  With  the  dye  visualization  of  the  gall 
bladder  in  these  cases,  it  will  be  easier  to  state 
with  very  much  more  accuracy  whether  these 
pressure  deformities  are  caused  by  a deformed 
gall  bladder,  Riedel’s  lobes,  tumors  or  cysts, 
and  no  doubt  will  find  that  the  gall  bladder 
is  not  as  often  responsible  for  these  deformi- 
ties as  was  thought  to  be  the  case. 

If  the  gall  bladder  visualization  does  noth- 
ing more  than  give  the  size,  shape,  position  and 
emptying  time  or  tlie  functioning  of  the  gall 
bladder,  it  will  serve  as  an  important  exper- 
ience in  gall  bladder  diagnosis.  As  to  the 
functional  test  of  the  visualized  gall  bladder, 
it  has  been  observed  that  the  normal  g'all  blad- 
der usually  requires  from  16  to  20  hours  to 
reduce  one-half  in  size,  but  with  the  intro- 
duction of  epsom  salts  directly  into  the  dou- 
denum  of  various  individuals,  the  gall  bladder 
was  reduced  one-half  in  size  within  two  hours. 

In  regard  to  the  interpretation  in  the  find- 
ings in  gall  bladder  visualization,  assuming 
that  the  correct  technique  is  taken  in  each 
case;  the  absence  of  a gall  bladder  plainly  in- 
dicates one  of  three  things: 

1st.  Obstruction  of  the  cystic  duct  by  a 
stone  within  it,  or  in  Hartman’s  pouch,  or 
by  fibrosis ; or  by  catarrh  or  neoplasm. 

2nd.  Or  the  gall  bladder  is  so  filled  with 
stones  that  the  dye  laden  bile  cannot  enter. 

3rd.  Or  that  the  gall  bladder  is  so  diseased 
and  shrunken  as  to  be  functionless. 

In  cases  where  the  preliminary  roentgeno- 
gram has  shown  doubtful  shadows,  suggestive 
of  gall  stones,  the  accurate  localization  of  the 
gall  bladder  gives  confirmatory  evidence. 
The  method  being  thus  comparable  to  pyelo- 
graphy, as  in  cases  of  renal  calculus.  When 
a palpable  lump  is  present  in  the  right  hypo- 
chondriac region,  it  is  possible  by  cholescysto- 
graphy  to  determine  whether  it  is  a new 
growth  in  the  liver  or  a distended  gall  blad- 
der. 

Occasionally,  one  observes  a gall  bladder 
that  does  not  fill  with  the  dye  as  would  a 
normal  gall  bladder.  This  appears  to  me, 
that  an  abnormal  gall  bladder  does  not  fill 
with  the  dye  as  uniformly  as  the  normal  gall 
bladder,  and  with  those  cases  in  which  a pre- 
liminary roentgenogram  lias  showed  the  pres- 
ence of  gall  stones,  the  subsequent  dye  test 
would  either  show  a failure  of  the  gall  bladder 
to  fill  or  would  reveal  a faint  and  incomplete 
visualization  of  the  gall  bladder.  When  the 
gall  stones  block  the  cystic  duct,  the  failure  of 


the  gall  bladder  may  be  purely  mechanical, 
but  in  many  gall  stone  cases  in  which  the 
ducts  are  not  blocked,  the  failure  of  the  gall 
bladder  to  show  in  the  usual  way  must  be  at- 
tributed to  associated  diseases  of  the  gall 
bladder  or  bile  passages.  In  a few  cases 
where  the  oral  method  of  administration  of 
the  dye  was  tried  and  the  results  were  so  in- 
ferior to  those  obtained  by  intravenous  iheth- 
od,  and  the  latter  was  so  much  more  accur- 
ate and  certain,  that  the  intravenous  method 
in  my  point  of  view  is  the  method  of  choice. 

In  conclusion,  I wish  to  emphasize  the  im- 
portance of  the  findings,  visualization  of  the 
gall  bladder  with  relation  to  the  adjacent  or- 
gans and  to  say  that  no  gall  bladder  examin- 
ation is  complete  without  examination  of  the 
stomach  and  duodenum  because  of  the  filling 
defects  which  may  be  caused  by  adhesions  or 
pressure  from  a distended  gall  bladder.  The 
stomach  and  duodenum  examination,  plus  the 
dye  examination  of  the  gall  bladder,  helps 
markedly  to  increase  the  diagnosis  of  the  gall 
bladder  pathology. 

DISCUSSIONS. 

D.  Y.  Keith:  We  have  had  some  experience 

in  gall  bladder  visualization,  and  our  impres- 
sion is  that  the  oral  administration  of  the  sod- 
iumphthalein  preparation  is  to  be  preferred  be- 
cause the  reaction  is  much  less  than  following 
the  intravenous  method,  and  there  is  no  injury 
to  the  blood  cells. 

The  question  has  been  raised  about  the  cap- 
sules not  dissolving  in  the  intestinal  tract:  That 
depends  entirely  upon  how  the  dye  is  given. 
About  a month  ago  I saw  a series  of  one  hun- 
dred cases  in  which  sodiumphthalein  was  given 
by  Stewart,  of  New  York,  and  in  only  eight  of 
these  was  the  gall  bladder  not  visualized.  Six  of 
these  eight  patients  were  operated  upon  and  the 
gall  bladder  was  found  occluded.  He  used  the 
intraoral  method  exclusively. 

At  the  present  time  we  are  using  dye  that  is 
marketed  in  sealed  glass  ampoules.  After  the 
patient  arrives  the  dye  is  placed  in  a capsule  and 
administered  orally.  This  plan  insures  a fresh 
capsule  for  each  administration.  Since  using 
this  method  we  have  not  had  a single  instance 
in  which  the  capsule  failed  to  dissolve  in  the 
alimentary  tract. 

There  is  no  question  in  the  world  but  the 
intravenous  method  gives-  better  visualization 
of  the  gall  bladder,  but  the  reaction  is  some- 
times rather  severe.  In  other  words,  the  roentgen- 
ogram presents  a better  picture  of  the  gall  blad- 
der after  the  intravenous  method  because  none 
of  the  dye  is  lost.  After  the  oral  method  the 
plate  may  show  that  half  the  capsules  are  not 
dissolved,  still  the  outlines  of  the  gall  bladder 
may  be  perfectly  seen.  Probably  only  a small 
percentage  of  the  dye  given  intraorally  reaches 
the  gall  bladder,  but  it  is  sufficient  generally  to 
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give  a very  good  shadow. 

From  a strictly  radiographic  point  of  view  the 
intravenous  method  is  preferable  because  a bet- 
ter shadow  is  obtained,  but  from  a clinical 
standpoint  this  should  not  be  given  too  much 
consideration  because  of  the  intense  reaction 
that  occurs  from  intravenous  injection. 

We  have  had  several  cases  in  which  the  gall 
bladder  failed  to  fill  even  when  the  dye  was 
administered  intravenously.  Operation  later  in 
these  cases  showed  occlusion  of  the  cystic  duct. 
We  have  had  no  greater  percentage  of  accurate 
diagnoses  by  the  intravenous  method  than  by  in- 
traoral administrations. 

We  had  four  cases  last  week  in  which  the  dye 
was  given  intraoraliy.  In  three  of  them  the  gall 
bladder  failed  to  fill,  and  it  was  in  these  that 
operation  revealed  occlusion  of  the  cystic  duct. 

In  the  other  case  the  diagnosis  of  gall  blad- 
der disease  was  made  by  a genito-urinary  sur- 
geon. The  internist  and  general  surgeon  thought 
the  patient  had  kidney  involvement,  because 
there  was  a tumor  low  in  the  abdomen.  Fol- 
lowing the  administration  of  sodiumphthalein 
the  patient  had  four-  or  five  alvine  evacuations, 
that  is  diarrhea  was  produced  by  the  dye.  The 
gall  bladder  was  perfectly  visualized.  She  was 
given  a fatty  meal  and  one  hour  later  the  gall 
bladder  was  completey  empty.  The  patient  was 
operated  upon  and  it  was  found  she  had  an  ab- 
scess which  came  from  the  appendix.  I merely 
mention  this  case  to  show  the  value  of  sodium- 
phthalein as  a diagnostic  agent.  I think  it  rep- 
resents a distinct  advance  so  far  as  gall  bladder 
diagnosis  is  concerned. 

My  impression  at  the  present  time,  and  I think 
it  is  the  impression  of  a great  many  men  of  na- 
tional reputation,  is  that  the  intraoral  method 
of  administering  the  dye  will  sometimes  fail  but 
should  be  used  in  preference  to  the  intravenous 
method  simply  because  we  do  not  get  the  mark- 
ed general  reaction  that  comes  from  the  intra- 
venous method. 

Virgil  E.  Simpson:  The  profession  welcomes 

anything  that  will  advance  the  diagnosis  of  dis- 
ease of  the  gall  bladder.  It  has  always  been  a 
difficult  matter  to  evaluate  the  symptoms  and  to 
determine  the  degree  of  involvement,  if  any,  of 
the  gall  bladder,  and  with  the  advent  of  a 
reasonably  satisfactory  method  of  visualization 
by  means  of  roentgen-ray  study  and  the  dye 
mentioned  by  Dr.  Herrmann,  we  have  advanced 
our  position  considerably  with  reference  to  this 
particular  group  of  diseases. 

One  of  the  things  that  has  been  of  interest 
to  me  in  the  study  of  gall  bladder  conditions  and 
the  appearance  in  the  gall  bladder  of  dyes,  has 
been  the  action  of  the  gall  bladder  with  refer- 
ence to  its  emptying  time  after  the  administra- 
tion of  some  agency,  either  a fatty  meal  or  the 
administration  of  a solution  such  as  magnesium 
sulphate.  As  you  know  there  has  been  a con- 


siderable war  of  words  going  on  in  the  litera- 
ture of  the  past  three  or  four  years  brought 
about  as  a consequence  of  Lyon’s  efforts  to  de- 
termine the  presence  or  absence  of  disease  of 
the  gall  bladder  by  means  of  what  is  known  as 
transduodenal  drainage  based  on  Meltzer’s  orig- 
inal observation.  Some  clinicians  still  contend 
that  the  gall  bladder  is  uninfluenced  by  any  such 
effort,  that  drainage  of  the  gall  bladder  is  pure- 
ly a matter  of  state  of  mind  on  part  of  the  clin- 
ician; but  when  orre  can  visualize  the  gall  blad- 
der that  has  been  filled  with  bile  containing 
dye,  make  a series  of  pictures,  and  then  admin- 
isters a solution  of  fatty  meal  and  sees  the 
rapidity  with  which  it  diminishes  in  size,  ii  seems 
to  me  there  is  hardly  any  question  that  we  have 
an  agency  of  considerable  importance  in  gall 
bladder  diagnosis. 

Another  point  of  interest  pertaining  to  this 
question  is  the  ease  with  which  the  gall  bladder 
is  visualized  under  certain  circumstances  with 
the  ordinary  technique.  We  have  come  to  the 
conclusion  that  any  gall  bladder  which  can  be 
seen  under  the  ordinary  technique,  with  the 
Bucky  diaphragm,  etc.,  is  not  a normal  gall  blad- 
der. We  have  let  that  become  axiomatic  in 
guiding  us  with  reference  to  not  only  our  clin- 
ical procedures  with  our  own  patients  but  with 
reference  to  our  therapeutic  advice  in  cases  seen 
in  consultation.  It  is  a well  known  fact  that  cal- 
culi in  the  gall  bladder  are  not  visualized  to  a 
satisfactory  percentage  by  means  of  the  ordinary 
roentgen-ray  technique.  The  use  of  dyes  may 
or  may  not  enable  us  to  determine  that  gall 
stones  are  present.  Even  if  the  dye  enters  the 
gall  bladder  the  calculi  may  not  be  visualized 
then  but  the  percentage  of  positive  findings  is 
higher  with  the  dye. 

As  to  the  choice  of  methods  of  administra- 
tion of  the  dyes:  There  is  no  question  that  the 

intravenous  method,  is  the  one  of  choice  from 
the  standpoint  of  x-ray  reading,  hence  the  meth- 
od of  choice  from  the  standpoint  of  diagnostic 
effort.  It  is  true,  on  the  other  hand,  that  the  in- 
travenous administration  of  the  sodium  salt  or 
any  of  the  preparations  that  have  been  used,  the 
object  being  the  same  in  all,  produces  in  an  un- 
satisfactorily large  percentage  of  cases  symp- 
toms of  discomfort  1,0  the  patient.  home  of 
these  symptoms  are  rather  severe.  There  has 
been  no  fatality  reported.  How  much  damage 
is  inflicted  upon  the  hepatic  cell  structure  re- 
mains also  a question  to  determine  in  the  fu- 
ture. 

If  we  could  devise  means  that  would  permit 
of  satisfactory  disintegration  and  absorption  of 
dyes  when  administered  orally,  I think  there 
could  be  no  question  or  difference  of  opinion 
among  clinicians  and  roentgenologists  as  to 
which  method  should  be  universally  adopted,  be- 
cause it  is  true  that  the  oral  method  of  admin- 
istration presents  far  less  likelihood  of  disturb- 
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ances  and  distress  to  the  patient  than  the  in- 
travenous method. 

There  are  at  present  two  methods  ordinarily 
resorted  to  for  the  purpose  of  coating  the  dye 
for  oral  administration:  One  is  coating  it  with 

salol,  which  as  you  know  does  not  dissolve  in  the 
stomach  ordinarily,  but  passes  into  the  intestin- 
al tract  with  its  alkaline  medium  and  is  there 
dissolved  but  always  with  more  or  less  varia- 
tion as  to  time.  As  can  be  seen  in  any  series 
of  observation  some  of  the  capsules  do  not  dis- 
solve, yet  they  may  have  been  freshly  made. 
The  other  method  ordinarily  adopted  is  to  use 
keratin  coated  pills.  That  perhaps  is  the  bet- 
ter method,  because  keratin  dissolves  more  read- 
ily in  an  alkaline  medium  than  does  salol. 

The  manufacturing  pharmacists  of  this  coun- 
try have  been  singularly  backward  in  the  man- 
ufacture of  high  class  pharmaceuticals.  The 
English  excel  all  other  countries  in  that  respect. 
Some  of  the  most  beautiful  pharmaceutical  prep- 
arations I have  ever  seen  were  made  by  one  par- 
ticular English  concern.  The  American  manu- 
facturing houses  have  never  been  able  to  ap- 
proach in  solubility,  appearance  and  accuracy 
of  dosage  the  agents  made  by  this  particular 
English  concern. 

If  we  could  get  our  dye  coated  with  something 
that  would  dissolve  fairly  rapidly  and  fairly 
certainly,  I think  we  would  all  be  of  one  accord 
regarding  the  oral  method  of  administration  be- 
ing the  one  of  choice.  Since  that  does  not  ob- 
tain it  must  follow  that  the  method  which  will 
certainly  carry  enough  dye,  in  the  dosage  you 
have  determined  as  being  desirable,  through  the 
hepatic  structures  and  permit  the  gall  bladder 
an  opportunity  at  least  of  being  visualized,  must 
remain  the  method  of  choice.  The  dosage  that 
one  uses  and  the  time  that  elapses  from  admin- 
istration to  the  time  of  complete  filling  and 
the  completeness  with  which  the  gall  bladder 
does  fill,  constitute  in  large  measure  the  yard 
stick  from  a diagnostic  standpoint.  To  what- 
ever extent  one  cuts  down  the  degree  with  ref- 
erence to  the  time  or  absorption  or  minimizes 
the  chance  of  absorption  of  the  dosage  as  de- 
termined upon,  just  to  that  extent  must  he  cut 
off  his  yard  stick. 


Lipoids  in  the  Contents  of  a Gallbladder  Con- 
taining a Calculus. — Bergeret  and  Dumont  de- 
scribe a case  of  gallstone,  in  which  the  gallblad- 
der contents  presented  the  aspect  of  mucopus. 
The  fluid  proved  to  be  free  from  bacteria.  There 
was  diffuse  sclerosis  of  the  organ  and  a super- 
ficial ulcer  in  the  fundus.  At  the  site  of  the 
ulcer,  the  connective  tissue  was  infiltrated  with 
macrophages  containing  liquid  corpuscles.  The 
cell  reaction  was  manifest  not  only  in  the  mu- 
cosa and  submucosa,  but  also  in  the  epithelium. 
It  could  not  be  established  whether  the  ulcer  or 
the  calculus  was  primary. 


REPORT  OF  CASE  OF  FATAL  HEMOR- 
RHAGE FROM  STOMACH  AND  BOWELS 
FOLLOWING  AN  APPENDECTOMY.* 
By  A.  David  Willmoth,  M.  D.,  Louisville. 

In  the  report  of  this  case,  and  the  study  of 
hemorrhage  from  the  stomach  following  op- 
erations, no  reference  is  meant  to  those  cases 
where  from  faulty  suturing,  in  making  an 
attachmeht  to  the  duodenum  or  jejunum, 
bleeding  follows  in  the  next  few  hours.  Post- 
operative haematemesis  follows  far  more  fre- 
quently upon  operations  involving  the  open- 
ing of  the  abdomen  than  all  other  operations 
combined.  It  is  true,  however,  that  fatal 
hemorrhage  from  the  stomach  has  followed 
operations  done  on  the  urinary  bladder,  ure- 
thra, head  and  even  the  extremities. 

In  the  majority  of  cases  the  haematemesis 
follows  within  the  next  twenty-four  hours  af- 
ter the  operation.  The  blood  has  as  a rule 
remained  in  the  stomach  a sufficient  length 
of  time  to  be  partly  digested,  and  is  of  course 
when  vomited  black  in  color.  It  does  not 
necessarily  follow  in  those  patients  having 
nausea  and  vomiting  after  the  anesthesia,  and 
in  such  cases  there  is  in  most  all  an  interval 
between  the  time  of  such  sickness  and  the 
vomiting  of  the  blood. 

The  quantity  is  not  as  a rule  large,  seldom 
being  more  than  four  or  five  ounces,  and  is 
intensely  acid.  The  general  appearance  of  the 
patient  is  one  of  collapse.  The  facial  expres- 
sion is  anxious,  pulse  rapid,  and  small.  Skin 
(-old  and  clammy.  Like  many  cases  of  hem- 
orrhage, the  mental  alertness  is  remarkable, 
until  the  patient  becomes  exhausted.  During 
my  surgical  career  I have  seen  five  eases  of 
hamiatemesis  following  operations  on  some 
part  of  the  abdominal  contents. 

Three  cases  followed  appendectomy,  one 
case  where  the  gall  bladder  had  been  drained, 
and  one  following  myomectomy  for  the  re- 
moval of  a small  fibroid  from  the  uterus.  The 
first  four  cases,  while  alarming,  all  recovered, 
but  the  fifth  case  which  is  here  reported 
proved  fatal  within  twelve  to  fourteen  hours 
after  the  onset  of  symptoms. 

Causes. 

In  a study  of  the  causes,  it  is  interesting  to 
note  that  for  some  time  the  anesthetic  was  as- 
signed as  the  causative  factor,  until  some  cas- 
es were  reported  where  local  anesthesia  was 
used. 

Second  it  was  thought  that  rough  hand- 
ling of  the  walls  of  the  stomach  was  followed 
by  ulceration,  lienee  the  bleeding.  To  this, 
Kronlein  has  shown  that  ulceration  could  not 
lake  place  for  several  days,  so  that  thought 
had  to  be  abandoned. 


*Read  before  the  Jefferson  County  Medical  Society, 
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Thirdly  Yon  Eiselsberg  came  forward  with 
the  suggestion  that  the  rough  handling  of 
the  omentum,  by  producing  a thrombus  in  its 
vessels,  would  explain  the  cause,  since  they 
lie  at  right  angles  to  one  another,  a piece  of 
clot  being  swept  off  and  finding  its  way  to 
the  epiploic®  causing  finally  an  ulcer,  with 
its  bleeding. 

In  the  first  volume  of  Moynihan’s  “Abdom- 
inal Surgery”  which  was  published  in  190b, 
in  discussing  1 he  probable  causes  of  post  op- 
erative hannatemesis,  he  believed  it  most  like- 
ly due  to  a reflex  nervous  influence. 

In  the  same  volume  he  gives  a former  Louis- 
ville surgeon  credit  for  the  suggestion  that  it 
might  be  due  to  some  form  of  sepsis,  this  sug- 
gestion coming  from  the  late  Dr.  W.  L.  Rod- 
man  of  Philadelphia,  who  was  present  when 
Dr.  Monynihan  discussed  this  very  important 
subject.  To  this  idea  Purves  dissented,  be- 
lieving if  it  did  influence  the  condition  it  was 
an  irritation  by  the  infection  that  brought 
about  the  reflex  nervous  influence. 

In  the  more  recent  Avork  of  Moynihan  (in 
two  volumes)  while  discussing  the  above 
causes,  adds  the  study  of  24  fatal  cases  in  the 
London  Hospital  following  operations  of  var- 
ious kinds  on  the  abdominal  viscera.  Of  these 
21  cases  were  acute  appendicitis  with  septic 
complications,  localized  abscess,  or  diffuse 
peritonitis.  In  the  remaining  three  cases,  ul- 
cers Avere  found  in  the  stomach  in  two,  and  in 
the  duodenum  in  one.  As  early  as  1902 
Purves  in  a report  of  29  cases  (Edin,  Med. 
Jour.,  March,  1902)  placed  the  mortality  at 
69%,  and  states  that  other  writers  place  it  at 
about  the  same.  Moynihan  dissents  from  this 
and  says  it  is  loAver,  but  fails  to  state  what  he 
thought  it  should  be. 

In  1917  Eusterman  called  attention  to 
hemorrhage  in  connection  with  acute  appendi- 
citis, and  said  that  about  2%  of  those  having 
well-marked  gastric  symptoms,  Avoid d show 
stomach  hemorrhage  in  their  history  at  some 
time.  The  thought  is  suggested  that  the  sep- 
tic foci  may  be  in  the  liver,  and  the  blood  go- 
ing from  this  organ  causes  erosions  of  the  gas- 
tric mucosa.  In  the  case  under  discussion, 
due  to  the  long  continued  septic  process, 
which  kept  repeating  itself,  and  further  the 
fact  that  the  streptococcus  was  the  prevailing 
organism,  makes  it  likely  that  both  the  liver 
and  spleen  may  have  been  involved,  if  not 
foci  of  infection,  at  least  gastro-toxic,  from 
disturbed  chemistry. 

Report  of  Case. 

Patient,  white,  male,  age  26,  married,  farm- 
er by  occupation,  seen  in  consultation  with  his 
family  physician  on  October  24th  1925  at  St. 
Anthony’s  Hospital,  where  he  was  admitted 
two  hours  previously  by  suffering  with  what 
had  been  diagnosed  as  acute  appendicitis. 


The  family  history  was  negative  except  that 
one  cousin  developed  insanity  following  an  at- 
tack of  typhoid  fever.  There  Avas  no  tubercu- 
losis or  any  of  the  so-called  hereditary  dis- 
eases that  could  be  recalled. 

Patient’s  personal  history  Avas  as  folloAvs: 
He  had  the  usual  diseases  of  childhood.  Had 
influenza  some  years  ago,  and  during  the 
year  1916,  had  an  attack  of  what  Avas  called 
acute  articular  rheumatism  and  Avas  unable 
to  move  any  of  the  joints  for  about  six  months. 
Some  few  weeks  previous  to  this  attack  had 
acute  tonsillitis  which  lasted  for  several  days, 
but  made  a complete  recovery  as  far  as  he 
was  able  to  judge. 

The  present  illness  began  the  previous  day 
(October  23rd)  with  severe  pains  in  the  right 
side  of  lower  abdomen.  Pains  radiated  to  the 
region  of  the  stomach  and  into  the  shoulder  of 
the  same  side.  These  pains  Avould  last  for 
something  like  thirty  minutes  then  gradually 
subside,  and  again  renew  themselves.  He 
Avould  be  more  or  less  relaxed  during  the  in- 
terval of  pain. 

At  time  of  admission,  pulse  Avas  120,  tem- 
perature 101,  and  respirations  22.  Tongue 
was  dry  and  carried  a heavy  coat.  Abdomen 
very  tender  on  right  side  over  McBurney’s 
point,  with  muscles  rigid,  and  pain  produced 
at  this  site  by  pressure  anyAvhere  over  the  ab- 
domen. 

Blood  count  shoAved  an  increase  of  leuco 
cytes  to  14,000;  a differential  ivas  not  made. 
The  urinary  examination  Avas  negative  as  to 
blood,  pus,  casts,  albumin,  and  sugar. 

The  original  diagnosis  of  acute  appendicitis 
Avas  confirmed  and  operation  advised,  Avhich 
was  accepted,  and  patient  given  a preliminary 
hypodermic  of  morphine  1-6,  atropine  1 150. 
The  field  of  operation  being  prepared,  the  pa- 
tient was  taken  to  the  operating  room  at  3:40, 
the  operation  was  started  at  3:50,  and  ended 
and  4 :05. 

The  appendix  Avas  found  very  much  in- 
flamed, but  not  ruptured.  The  area  sur- 
rounding the  appendix  Avas  covered  with 
lymph,  as  Avas  also  a portion  of  the  appendix. 
A small  amount  of  thin  sero-pus  Avas  seem- 
ingly localized  surrounding  the  offending  or- 
gan. This  was  removed  by  gentle  SAvabbing 
Avith  gauze,  and  painted  Avith  2 1-2  per  cent 
iodj.ne.  One  cigarette  drain  Avas  left  in  the 
wound,  the  remaining  portion  being  closed  by 
the  tier  method  of  sutures,  reinforced  by  silk- 
worm gut  relaxation  stitches. 

When  patient  left  the  operating  table  his 
pulse  was  124;  when  he  began  to  arouse  his 
pulse  Avent  to  160  but  Avas  of  fair  volume. 
Skin  Avas  covered  with  free  perspiration,  but 
Avas  warm,  and  color  good. 

Proctoclysis  of  glucose  and  soda  bicarbon- 
ate Avas  started  and  ordered  continued.  Mor- 
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phine  in  one  sixth  to  one-fourth  grain  was  or- 
dered to  be  given  at  the  discretion  of  the  nurse 
to  keep  patient  quiet.  The  Fowler  position 
was  prescribed,  and  only  one  ounce  of  hot 
water  by  mouth  was  ordered  every  thirty  min- 
utes during  the  night. 

At  half  past  nine  that  night  pulse  was  124, 
temperature  in  axilla  was  100°  F.,  respira- 
tions 24.  Patient  passed  a comfortable  night 
and  was  apparently  in  good  condition  next 
day,  with  pulse,  temperature  and  respirations 
about  the  same  as  above. 

On  October  25th  patient’s  condition  was 
much  improved,  and  bowels  moved  from  the 
proctoclysis.  Temperature  101°  F.,  pulse 
1.18,  respirations  20.  On  October  26th  patient 
was  allowed  water,  and  symptoms  had  sub- 
sided to  the  normal  point.  Wound  was  fre- 
quently dressed  as  there  was  a free  pus  dis- 
charge. The  wound  looked  well  and  patient 
continued  to  improve  until  the  18th  day  of 
his  stay  in  the  hospital,  and  was  told  that  he 
could  think  of  returning  home,  and  to  notify 
his  family  to  come  for  him. 

In  the  afternoon  of  this  day  (the  18th  in  the 
hospital),  and  after  he  had  complained  of 
some  burning  sensation  on  urination  for  the 
previous  twenty-four  hours,  he  complained  of 
being  nauseated  and  shortly  thereafter  vom- 
ited a large  amount  of  bilious  fluid,  and  tem- 
perature rose  to  104°  F.,  and  pulse  to  140, 
respiration  to  26.  lie  was  given  calomel  3 
grains  and  followed  with  milk  of  magnesia 
the  next  morning. 

After  twenty-four  hours  the  temperature 
still  being  high  and  the  incision  becoming 
tender,  the  scar  was  “teased”  open,  as  it  by 
this  time  had  entirely  closed.  No  pus  was 
found  at  time  of  opening  the  incision,  but  on 
November  14th,  two  days  later,  and  the  2 1st 
day  in  the  hospital,  there  discharged  a large 
amount  of  pus  from  the  wound,  and  small 
amounts  of  fecal  matter.  On  November  18th, 
the  fourth  day  after  the  rise  in  temperature, 
and  the  25th  day  in  the  hospital,  he  again  had 
a normal  temperature  and  pulse,  and  the  dis- 
charge had  almost  ceased. 

His  progress  from  this  time  until  the  6th 
day  of  December,  which  was  the  43rd  day  in 
the  hospital,  was  uneventful  and  his  full  re- 
covery seemed  assured.  On  this  day  in  the 
afternoon  he  'again  complained  of  pain,  but 
this  time  in  his  chest,  and  for  which  he  was 
given  a lotion  by  the  sisters  to  apply  locally, 
and  when  seen  by  the  writer  it  was  thought 
that  neuritis  of  the  intercosal  nerve  was  the 
cause  of  his  distress.  There  was  very  little 
disturbance  in  his  temperature  or  pulse,  and 
he  again  was  told  to  have  his  family  come  for 
him,  that  he  might  return  home. 

His  appetite  was  fairly  good  and  his  wound 
had  again  healed.  On  the  45th  day  in  the  hos- 


pital, and  the  following  day  from  the  one  re- 
ferred to,  early  in  the  morning,  after  a quiet 
fore  part  of  the  night,  he  was  seized  with 
violent  vomiting,  and  when  the  nurse  came  to 
assist  him  it  was  noticed  that  the  vomitus  was 
bright  red  blood.  He  soon  expressed  a desire 
for  the  bowels  to  move  and  the  discharge  was 
also  noticed  to  be  bright  red  blood.  The  writ- 
er was  called  and  when  his  bedside  was  reach- 
ed he  was  found  to  be  weak,  pulse  rapid,  cov- 
ered with  clammy  perspiration  and  frequent- 
ly vomiting  blood,  and  passing  blood  by  the 
bowel. 

During  the  fifteen  hours  he  lived  after  the 
onset  of  hemorrhage,  he  was  given  morphine 
to  quiet,  cold  applications  to  the  abdomen, 
plain  serum  for  its  effect  on  blood  clotting, 
emetine  hydrochloride  by  venous  route,  cal- 
cium, etc.  Nothing  seemed  to  do  any  good 
as  the  frequent  bowel  discharges  were  seem- 
ingly  pure  blood  as  was  also  the  material  vom- 
ited on  numerous  occasions.  His  condition 
grew  steadily  worse  and  patient  died  about 
fifteen  hours  after  the  first  showing  of  the 
hemorrhage. 

The  conclusion  drawn  from  this  case  is, 
that  at  least  two  bleeding  points  were  active  ' 
in  the  viscera  at  the  same  time.  It  does  not 
seem  possible  that  bright  red  blood  from 
the  stomach  could  pass  entirely  through  the 
intestinal  tube  and  emerge  unchanged.  Neith- 
er does  it  seem  possible  for  blood  from  the  in- 
testinal side,  even  though  just  outside  the 
pvlorous,  to  be  carried  back  into  the  stomach 
and  be  ejected  bright  red. 

The  young  wife  and  father  both  refused  to 
consider  a post  mortem  examination,  hence 
the  case  has  to  be  reported  incomplete. 

Determination  of  the  Number  of  Living  Bac- 
teria in  a Suspension  of  Tubercle  Bacilli. Lange 

suspended  in  a solution  of  sodium  chloride  from 
60  to  100  mg.,  moist  weight,  of  tubercle  bacilli 
taken  from  a glycerin  broth  or  egg  serum  cul- 
ture less  than  three  weeks  old.  Suspensions  were 
prepared,  containing  from  0.1  to  0.000,000,01 
mg.  of  bacteria  per  cubic  centimeter  of  sodium 
chloride.  Of  these  suspensions  0.2  cc.  was  di- 
luted with  sodium  chloride  and  inoculated  sub- 
cutaneously or  intracutaneously  into  guinea- 
pigs.  Four  hundredths  cubic  centimeter  of  the 
suspensions  was  sown  on  the  surface  of  an  egg 
serum  medium  and  the  growing  colonies  were  ob- 
served for  four  weeks.  The  number  of  colonies 
corresponded  with  sufficient  exactness  to  the 
number  of  living  tubercle  bacilli  present  in  the 
suspension.  Infection  occurred  in  the  animals 
not  only  after  subcutaneous  or  intracutaneous, 
but  also  after  tracheal  inoculation,  although,  ac- 
cording to  this  culture  procedure,  only  one  liv- 
ing tubercle  bacillus  was  present  in  the  suspen- 
sion. 
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ACUTE  CORONARY  OCCLUSION.* 

By  Emmet  F.  Horine,  M.  D.,  Louisville. 

Only  within  the  last  decade  has  acute  oc- 
clusion of  the  coronary  arteries  attracted 
much  attention.  Previously  such  a condition 
^ad  been  diagnosed  antemoDen  but,  by  urns'1 
observers,  it  was  considered  rare.  While  the 
pathologists  reported  the  occasional  finding 
of  a recently  occluded  coronary  artery  no 
one  had  connected  this  with  a definite  clin- 
ical picture.  Thanks  to  the  work  of  Dock, 
Osier,  Krehl  and  Herrick  particularly  the 
classical  clinical  features  are  now  well  known. 

With  a clear  description  of  the  symptoms 
of  an  acute  coronary  occlusion  before  us  we 
now  recognize  the  fact  that,  in  the  past,  we 
saw  such  cases  but  did  not  differentiate  them 
from  so-called  angina  pectoris.  We  also  real- 
ize that  acute  occlusion  is  relatively  common. 

It  should  be  undei’slood  that  gradual  cor- 
onary occlusion  is  usually  unattended  with 
symptoms  until  the  process  is  quite  advanced 
when  myocardial  failure  slowly  supervenes. 

It  is  my  purpose  to  briefly  report  three 
cases  of  acute  coronary  occlusion,  selected 
from  a group  of  twenty-one  which  I have  seen 
during  the  past  three  years.  With  these  re- 
ports before  us  the  clinical  picture  will  prob- 
ably stand  out  more  strikingly. 

Case  1.  (a)  Acute  coronary  occlusion;  (b) 

Arterio-sclerosis.  Death  in  six  months. 

0.  M.,  male,  married,  aged  48,  movie  thea- 
tre and  restaurant  owner,  referred  by  Dr.  0. 
S.  Kash,  Carlisle,  Ky.  on  April  6,  1925. 

Family  history:  Father  died  at  35,  acci- 

dent; mother  lixdng  and  well,  being  seventy 
years  of  age;  one  brother  and  one  sister,  both 
living  and  well. 

Previous  illnesses:  Measles  aged  8,  mumps 


*Read  before  the  Louisville  Medico-Chirurgical  Society, 
Louisville,  September  24,  1926. 


followed  by  pleurisy  aged  12.  Was  thin  and 
delicate  until  his  lifteentli  year  but  since 
then  has  always  been  overweight.  He  has 
never  taken  much  exercise  nor  has  he  ever 
done  any  hard  manual  labor. 

Present  illness:  In  good  health  but  -work- 

ing quite  hard  until  five  weeks  ago  he  sud- 
denly experienced  a severe  pain  in  the  left 
arm  which  seemed  to  run  to  the  heart.  This 
pain  was  noticed  intermittently  for  a week 
when  he  had  a very  severe  attack  of  precord- 
ial pain  lasting  fourteen  hours.  Since  then 
has  been  so  short  of  breath  he  has  been  una- 
'ble  to  really  attend  to  his  business. 

Physical  findings : The  radial  and  bra- 

chial arteries  showed  moderate  infiltration. 
Moderate  pretibial  oedema  was  present.  The 
heart  was  moderately  emarged  to  the  left. 
No  murmurs  were  present  but  a most  typical 
gallop  rhythm  was  noted.  His  blood  pres- 
sure was  104-84  mm.  Hg.  with  a ventricular 
rate  of  120,  an  occasional  premature  contrac- 
tion being  noted.  His  vital  capacity  was  3150 
c.c.  being  55  per  cent  of  his  calculated  nor- 
mal. His  urine  was  entirely  negative.  His 
blood  Wassermann  was  negative. 

Electrocardiograms:  The  abnormalities 

present  are : inverted  T and  upward  convex- 
ity of  the  S-T  interval  of  lead  I,  low  voltage 
oi  the  Q-R-S  group,  ventricular  premature 
contraction. 

Course : Rest,  diet  regulated  for  reduction 

in  weight,  digitalis  in  a maintenance  dosage 
and  strontium  iodide  were  advised.  No  im- 
provement was  noted  and  he  gradually  grew 
weaker  dying  six  months  later. 

Case  2.  Acute  coronary  occlusion.  Recov- 
ery. 

P.  R.  A.,  aged  30,  married,  lumber  sales- 
man by  occupation,  was  inferred  for  exam- 
ination by  Dr.  C.  S.  Goodman  on  June  1, 
1925. 

He  had  never  been  ill  until  May  25,  1925, 


Figure  1 (easel).  Note  the  upward  convexity  of  the  S-T  interval  with  inverted  T in 
Lead  I.  A single  ventricular  premature  contraction  Is  present  in  Lead  I. 
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of  breath  on  slight  exertion. 

Upon  physical  examination  no  precordial 
thrills  were  found,  the  heart  was  not  enlarged 
nor  were  any  murmurs  detected.  However, 
the  sounds  were  of  a tick-tack  type.  Ilis 
blood  pressure  was  116-70  mm.  Hg.  with  a 
ventricular  rate  of  81.  Ilis  orthodiagram  is 
shown  in  Figure  3.  His  blood  Wassermann 
was  flatly  negative. 

Electrocardiograms:  The  first  record,  “A” 
of  Figure  2 was  obtained  six  days  after  his 
initial  attack  of  severe  precordial  pain. 
There  will  be  noticed  an  upward  convexity 
of  the  S-T  interval  and  inverted  T in  lead  I, 
very  slight  inversion  of  T in  lead  II  and  low 
voltage  of  T-III  with  slight  diphasism.  Re- 
cord “B”  was  obtained  twenty -seven  days 
after  the  first  one  while  “C”  was  made  twelve 
months  after  “B”. 

Course:  He  was  placed  in  bed  for  four 

weeks  and  twenty  minims  of  tincture  of  dig- 
italis given  daily.  At  the  termination  of 
this  period  he  was  able  to  walk  slowly  with- 
out noticeable  dyspnoea.  His  blood-pressure 
was  then  104-66  with  a pulse  rate  of  92. 
Gradual  improvement  has  continued  and  at 
the  last  examination  on  July  2,  1926,  his 
blood-pressure  was  122-88.  With  the  excep- 
tion of  slight  reduction  in  intensity  of  the 
first  heart  sound  no  other  abnormality  was 
discoverable.  He  stated  that  he  is  able  to  do 
anything  he  desires  if  he  goes  slowly  but  that 
“excitement,  undue  exertion  or  overeating 
will  lead  to  some  discomfort  in  the  region  of 
the  heart.” 

Case  3.  (a)  Acute  coronary  occlusion;  (b) 

Diabetes  mellitus.  Recovery. 

J.  M.  R.,  male,  single,  aged  58,  executive, 
referred  by  Dr.  Frederick  G.  Speidel  for  elec- 
trocardiographic examination  on  Jan.  11. 
1926. 

For  fifteen  years  he  has  known  he  had  a 
mild  diabetes  but  has  experienced  no  incon- 
venience from  it.  Otherwise  he  has  been  in 
good  shape  until  three  weeks  ago,  while  dress- 
ing, he  first  experienced  substernal  and  op- 
pressive pain  lasting  a few  minutes.  Almost 
daily  since  then  he  has  had  recurrences  of  the 
same  type  of  pain  lasting  a few  moments  and 
in  addition  some  shortness  of  breath  is  notice- 
able. On  the  early  morning  of  the  day  be- 
fore I saw  him  he  awoke  suffering  from  “con- 
siderable” pain  in  the  precordial  region  run- 
ning into  the  left  arm  and  down  to  the  left 
hand.  He  localized  this  pain  exactly  mid- 
sternallv  at  the  level  of  the  fourth  rib  and 
stated  that  from  this  point  it  radiates  di- 
rectly to  the  left  shoulder  and  down  the  left 
arm  only.  This  pain  lasted  without  intermis- 
sion for  eight  hours  and  even  since  then  he 
has  experienced  discomfort  in  the  left  arm. 


when  he  suffered  a severe  attack  of  pain  in 
the  region  of  the  heart  running  into  the  left 
arm.  lie  stopped  only  a few  minutes  while 
dressing  for  golf  and  then  went  on  the  links. 
He  now  became  aware  of  decided  shortness 
of  breath  and  after  thirteen  holes  had  to  stop 
and  lie  down  for  half  an  hour  because  of  the 
severe  precordial  pain.  On  the  following  day 
he  had  an  attack  of  severe  pain  lasting  fif- 
teen minutes.  On  the  same  evening  at  six 
he  again  suffered  a severe  attack  which  last- 
ed the  whole  night  and  was  unrelieved  by  mor- 
phine. The  pain  was  described  as  of  a sharp, 
oppressive  type  which  ran  into  the  left  arm. 
Since  the  last  attack  he  has  been  very  short 


Figure  2 (cete  2).  The  upeerd  corweeity  of  the  &-T  Intervel  «lth  Inverted  T The  heart  W3S  nOl'mal  ill  size  and  sllOWcd 

•n  lead  I of  Records  "A"  end  "3"  has  disappeared  In  Reoord  *C".  „ 

only  an  accentuation  ot  the  second  pulmonic 
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Figure  3.  The  orthodiagrarae  hare  been  reduced  to  approximately  half  their  original  size 


sound.  His  orthodiagram  is  shown  in  Figure 
3.  His  blood-pressure  was  132-80  with  a 
pulse  rate  of  100  and  a temperature  of  99.6. 
The  urine  which  had  been  sugar  free  with 
diet  now  showed  immediate  reduction  with 
Benedict’s  solution.  The  specific  gravity  was 
1.042  with  a trace  of  albumin  but  no  casts 
though  numerous  leucocytes  were  present  and 
a rare  calcium  oxalate  crystal.  His  blood- 
sugar.  which  Dr.  Speidel  had  previously 
found  to  be  120  mgms.,  was  now  280  mgms. 
per  100  c.c.  The  leucocyte  count  was  20,000. 
His  electrocardiogram.  Figure  4,  showed  the 
following : frank  inversion  of  the  T wave  in 
leads  II  and  III  with  upward  convexity  of 
the  S-T  interval. 

Gradual  recovery  has  taken  place  with  rest 
in  bed,  theobromine  sodium-salicvlate  for  four 
weeks,  weighed  diet  and  insulin.  At  present 
he  goes  to  his  office  daily  but  is  limited  as  to 
physical  exercise. 

Acute  coronary  occlusion  is  encountered 
oftener  among  men  than  among  women, 
roughly  in  the  proportion  of  five  to  one. 
More  cases  occur  in  the  sixth  decade  of  life 
though  one  of  my  patients  was  only  thirty 
years  of  age.  Seasonal  influences  play  some 
part  for  more  cases  are  met  with  during  the 
winter  than  during  the  summer  months.  Pre- 
vious heart  symptoms  may  or  may  not  have 
been  noticed  The  patient  is  seized  with  a sud- 
den attack  of  severe,  oftentimes  agonizing,  sub- 
sternal  pain  which  may  radiate  upward  into 
the  neck  or  into  the  shoulders  more  partic- 
ularly the  left  and  down  the  left  arm.  Such 


radiation  of  the  pain  is  not  always  present 
and  at  times  the  pain  may  appear  to  be  local- 
ized in  the  upper  abdomen.  The  characteris- 
tic feature  of  the  pain  is  not  only  the  loca- 
tion and  severity  but  also  its  persistence  last- 
ing from  fifteen  to  thirty  minutes  Avith  the 
shorter  attacks  to  hours  or  even  days  with  the 
longer  ones.  Morphine  administered  in  large 
doses  relieves  the  pain  only  partially  if  at  all. 
The  patient  appears  critically  ill  and  fre- 
quently the  face  presents  an  ashen  gray  col- 
or. 

Occasionally  no  pain  will  be  noted  as  re- 
ported elseAvhere  with  one  of  my  cases,  there 
being  only  marked  prostration,  a fall  in 
blood -pressure,  electrocardiographic  changes 
and  at  times  some  of  the  other  signs. 

FolloAving  the  attack  considerable  prostra- 
tion is  present  and  shortness  of  breath  be- 
comes noticeable.  Frequently  gross  oedema 
soon  becomes  manifest  with  an  enlarged  and 
tender  liver.  For  a few  days  immediately  af- 
ter the  attack  slight  increase  in  temperature 
(99°  to  100°)  will  be  present.  Moderate  leu- 
cocytosis  appears  early,  the  white  cells  usual- 
ly ranging  from  15,000  to  25,000  per  cubic 
mm. 

If  hypertension  has  been  present  previous- 
ly the  blood-pressure  will  often  drop  to  nor- 
mal levels.  In  those  patients  with  normal 
blood-pressures  prior  to  the  attack  decided 
hypotension  will  be  practically  always  found 
shortly  after  the  acute  occlusion. 

The  heart  may  or  may  not  be  enlarged  this 
being  dependent  upon  previous  lesions.  Some- 


June,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


307 


Figure  4 (case  3)»  Note  the  frank  inversion  of  the  T wave  In  Leads  II  and  III 


with  upward  convexity  of  the  S-T  interval 

times  a soft  apical  systolic  murmur  may  make 
its  appearance  this  being  clue  to  relaxation  of 
the  musculo-membranous  ring  of  the  mitral 
orifice.  Usually  the  first  sound  and  at  times 
both  sounds  are  faint.  Gallop  rhythm  may 
make  its  appearance.  A friction  rub  may  of- 
ten be  heard  if  the  patient  is  seen  early  and 
examined  frequently.  While  such  a friction 
rub  is  of  value  at  times,  it  is  so  elusive  and 
evanescent  that  its  absence  need  not  cause  one 
to  hesitate  about  making  a diagnosis. 

Electrocardiographic  abnormalities  have 
been  encountered  in  all  patients  I have  seen 
up  to  the  present  time.  The  chief  features 
have  been  inversion  of  the  T wave  in  lead  I, 
in  both  I and  II,  or  in  both  II  and  III  and 
even  in  all  three  leads.  A still  more  strik- 
ingly electrocardiographic  feature  has  been 
an  upward  convexity  of  the  S-T  interval 
coupled  with  the  inverted  T (“coronary  T”). 
Changes  in  the  Q-R-S  group  such  as  low  volt- 
age, notching  and  slurring  have  been  encount- 
ered. The  various  arrhythmias  mav  also  be 
found. 

In  doubtful  cases  I am  led  to  believe  that 
electrocardiographic  studies  are  of  great  val- 
ue. Particularly  in  younger  individuals  hav- 
ing precordial  pain  or  in  those  suspected  of 
having  had  an  acute  coronary  occlusion  of 
the  painless  type  will  the  electrocardiogram 
prove  extremely  valuable. 

There  should  never  be  any  great  difficulty  in 
differentiating  so-called  angina  pectoris  from 
acute  coronary  occlusion.  The  location  and 
radiation  of  the  pain  is  identical  in  the  two 
conditions.  However,  with  angina  pectoris 
the  attacks  of  pain  are  of  short  duration  re- 
lieved ordinarily  iby  rest  or  the  nitrites.  With 
acute  coronary  occlusion  the  attacks  are  per- 
sistent and  ordinarily  of  an  agonizing  sever- 
ity lasting  even  for  hours.  The  pain  is  not 
relieved  to  any  degree  by  rest,  morphine  or 


any  other  anodyne.  With  angina  pectoris 
the  blood-pressure  either  remains  at  the  usual 
level  for  the  individual  or  is  elevated,  where- 
as with  acute  coronary  occlusion  a marked 
fall  in  blood-pressure  soon  occurs.  This  fact 
of  a fall  in  blood-pressure  should  be  remem- 
bered and  when  acute  coronary  occlusion  is 
suspected  or  has  been  diagnosed  the  nitrites 
are  contraindicated.  In  angina  pectoris  neith- 
er increase  in  temperature,  leucocytosis  nor 
a friction  rub  is  encountered. 

The  prognosis  of  acute  coronary  occlusion 
naturally  is  dependent  upon  the  size  of  the 
vessel  occluded  and  upon  the  condition  of 
the  myocardium  in  general.  With  occlusion 
of  the  main  stem  of  one  of  the  coronaries, 
ventricular  fibrillation  usually  supervenes 
and  death  is  practically  instantaneous.  When 
smaller  branches  are  occluded  there  may  be 
rapid  or  slow  myocardial  failure  and  even- 
tually death  after  a period  of  hours  or 
months.  Also  the  infarctecl  area  may  soften 
to  such  an  extent  that,  days  or  weeks  after 
the  acute  occlusion,  death  suddenly  occurs 
from  rupture  of  the  heart.  In  still  other  cases 
the  collateral  circulation  is  able  to  cope  with 
the  situation  and  the  infarcted  area  is  repair- 
ed by  scar  formation.  Of  the  twenty-one  re- 
cent cases  I have  seen  twelve  are  dead.  At 
times  full  recovery  seems  to  ensue. 

In  the  treatment  of  acute  coronary  occlu- 
sion the  first  thing  to  insist  upon  is  absolute 
rest. for  from  four  to  eight  weeks.  Time  must 
elapse  before  a sufficient  collateral  circula- 
tion can  be  established  and  repair  of  the  in- 
farcted area  can  be  effected.  Aside  from  mor- 
phine during  the  acute  attack,  drugs  are  not 
used  at  all  by  some  physicians.  I have  given 
moderate  sized  doses  of  digitalis  either  alone 
or  combined  with  theobromime  sodium-sali- 
cylate in  some  cases.  In  other  cases  I have 
not  used  any  drugs  and  1 have  been  unable 
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to  see  any  great  difference  between  the  ones 
receiving  digitalis  and  those  not  so  treated. 
When  congestive  failure  is  present  1 am  sure 
that  digitalis  is  of  value  and  in  addition  cal- 
cium lactate  seems  to  work  well.  At  present 
I am  using  euphyllin  which  is  supposed  to  he 
a better  coronary  dilator  than  theobromine. 
After  the  patient  is  permitted  to  get  out  of 
bed  I usually  advise  the  iodides. 

I desire  to  express  my  appreciation  to  the 
gentlemen  referring  these  cases  for  their  kind 
permission  to  report  them. 

DISCUSSIONS. 

Wm.  Redin  Kirk  (Hendersonville,  N.  C.)  : I 
hardly  feel  competent  to  discuss  Dr.  Horine’s  pa- 
per, as  I have  had  no  experience  whatever  with 
cardiographic  work.  The  heart  cases  that  come 
under  my  observation  are  usually  those  heart 
conditions  that  we  find  associated  with  tubercu- 
lar changes  and  other  changes  of  pulmonary 
character. 

I do  not  believe  the  essayist  stated  whether  or 
not  a Wassermann  reaction  was  made  in  the 
cases  reported.  I think  we  are  ascertaining 
more  every  day  about  the  effect  of  syphilis  on 
the  heart,  and  it  is  very  interesting  to  see  these 
changes,  especially  in  the  aorta,  that  syphilis 
produces. 

Sturat  Graves:  In  our  autopscy  work  at 

the  University  of  Louisville  Medical  School  we 
have  found  several  cases  of  the  type  Dr.  Horine 
has  reported  which  seemed  to  be  true  end-re- 
sults. I recall  one  case  in  which  the  cardiac  mus- 
cle was  destroyed,  the  occlusion  being  such  that 
the  circulation  could  not  be  made  complete.  In 
two  other  cases  coronary  occlusion  was  discov- 
ered incidentally  and  apparently  had  nothing  di- 
rectly to  do  with  the  cause  of  death. 

J.  Rowan  Morrison:  The  subject  of  coronary 

occlusion  is  very  'interesting,  and  especially  in- 
sofar as  to  what  relation  it  bears,  if  any,  to- 
ward the  so-called  angina  pectoris.  We  must 
differentiate  between  cases  of  coronary  occlusion 
and  certain  types  of  angina  pectoris.  As  Dr. 
Horine  has  said,  in  coronary  occlusion  there  is  a 
sharp  attack  of  precordial  pain  which  is  not  re- 
lieved by  the  administration  of  opiates.  In  an 
ordinary  attack  of  angina  pectoris  morphine 
gives  relief.  Then  there  is  usually  more  marked 
dyspnea  than  one  would  expect  with  the  physical 
findings  about  the  heart.  In  coronary  occlusion 
one  sees  leutocytosis  persisting  for  a considera- 
ble length  of  time.  If  the  occlusion  involves  the 
main  branch  of  the  artery,  the  prognosis  is 
usually  unfavorable.  Occlusion  of  the  smaller 
branches  is  attended  by  less  danger  and  the  in- 
dividual may  live  for  a greater  length  of  time. 
The  electrocardiograph  and  a carefully  taken 
history  give  us  much  information  in  cases  of 
this  kind. 

The  treatment  of  coronary  occlusion  means 
rest  in  bed  for  a considerable  period,  and  then 


careful  guidance  of  the  patient  for  a much 
longer  time  as  regards  rest,  care,  freedom  from 
anxiety,  emotions,  etc.  The  electrocardiograph 
is  at  the  present  time,  as  much  as  it  has  been 
developed  so  far,  is  of  distinct  advantage  in  the 
practice  of  medicine. 

We  are  quite  well  aware  that  everything  can- 
not be  told  by  the  electrocardiograph,  because 
some  people  have  a practically  normal  cardio- 
gram and  yet  may  be  very  ill,  and  we  cannot 
always  tell  what  is  the  matter  with  them  or 
with  the  heart  by  the  electrocardiographic  trac- 
ing. However,  the  changes  which  Dr.  Horine  has 
shown  us  indicate  that  there  is  something  wrong. 

So  far  as  making  the  prediction,  based  upon 
the  cardiographic  tracing,  that  the  patient  is 
going  to  die  next  week  or  within  two  or  three 
months,  I do  not  believe  we  can  tell  these  things. 
At  the  same  time  we  know  that  the  changes  in 
cardiac  function  as  shown  by  Dr.  Horine  are 
grave  signs.  Sometimes  the  patients  do  not  die 
within  a year  or  two,  but  no  definite  prognosis 
can  be  given.  I believe  the  electrocardiographic 
study  in  all  heart  cases  is  extremely  advan- 
tageous. 

Emmet  F.  Horine  (in  closing)  : The  leucocy- 

tosis  in  acute  coronary  occlusion  is  due  to  the 
fact  that  protein  material  is  absorbed  from  the 
infarcted  area.  The  effect  is  the  same  as  when 
a foreign  protein  is  administered  for  any  pur- 
pose, there  is  usually  a definite  increase  in  the 
leucocytes  and  a moderate  elevation  of  the  tem- 
perature. In  cases  such  as  described  I have  seen 
the  leucocyte  count  range  from  12,000  or  14,000 
to  32,000. 

With  reference  to  the  changes  found  in  the 
heart:  If  merely  a small  branch  of  the  main 
vessel  is  occluded,  there  will  be  temporary  ob- 
struction of  the  circulation,  then  the  establish- 
ment of  collateral  circulation  and  scar  forma- 
tion. That  was  well  illustrated  in  a patient 
whom  I saw  three  years  ago,  but  unfortunately 
no  electrocardiographic  tracings  were  made  be- 
cause the  woman  was  in  the  hospital  and  the 
electrocardiograph  could  not  be  moved  there. 
But  from  the  clinical  history,  slight  fever,  and 
increase  in  leucocytes,  we  felt  definitely  certain 
that  coronary  occlusion  w'as  present.  The  pa- 
tient was  about  55  years  of  age  and  had  been  in 
good  health,  prior  to  the  sudden  attack  of  pre- 
cordial pain.  However,  the  history  showed  that 
three  years  previously  she  had  an  attack  of  chest 
pain  quite  severe  in  type  from  which  she  recov- 
ered. In  the  second  attack,  death  occurred  with- 
in four  days  and  at  autopsy  a new  occlusion  was 
found  and  in  the  wall  of  the  right  ventricle 
there  was  a fibrous  area  evidently  the  site  of  the 
previous  infarct.  This*  case  history  is  interest- 
ing and  shows  definitely,  as  indicated  also  by 
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many  other  case  records,  that  coronary  occlusion 
is  not  necessarily  immediately  fatal.  It  may  be 
immediately  fatal  though  not  necessarily  so. 

We  are  all  familiar  with  the  case  of  a gentle- 
man who  recently  died  in  Louisville  who  for 
many  years  had  extremely  high  arterial  tension 
and  the  hypertensive  type  of  cardiac  disease.  His 
systolic  pressure  was  always  between  220  and 
250  and  his  diastolic  pressure  140  to  160  mm 
Hg.  He  was  fairly  careful  about  his  diet  and 
habits  and  existed  in  comparative  comfort  until 
suddenly  one  day  about  eleven  o’clock  he  exper- 
ienced severe  pain  in  the  precordial  region.  He 
was  conscious  for  five  minutes  and  then  became 
unconscious,  dying  within  eight  hours.  The  point 
I want  to  make  is  that  while  this  man  for  many 
years  always  had  a systolic  pressure  of  220  to 
250  and  a diastolic  pressure  of  140  to  160,  when 
I saw  him  shortly  after  his  seizure  he  had  a sys- 
tolic pressure  of  138  and  a diastolic  pressure  of 
80,  the  previous  high  pressure  being  immed- 
iately lowered  by  the  intracardiac  event. 

In  regard  to  the  Wassermann  reactions  in  the 
cases  reported,  negative  reports  were  obtained 
in  all.  Also  in  the  other  cases  I have  seen  thus 
far  sypihlis  has  apparently  played  no  part  what- 
ever. 

Many  of  these  patients,  of  course,  have  pre- 
ceding coronary  sclerosis.  It  is  interesting  to 
consider  the  relationship  between  diabetes  mel- 
litus  and  changes  in  the  coronary  vessels.  Sev- 
eral years  ago  Wilder  reported  before  the  South- 
ern Medical  Association  sixty  cases  of  diabetes, 
and  in  this  group  of  individuals  he  found  coron- 
ary sclerosis  and  marked  myocarditis  in  eigh- 
teen. One  of  the  patients  included  in  my  report 
had  diabetes  for  a number  of  years  prior  to  de- 
velopment of  the  cardiac  affection. 

I believe  we  all  agree  with  Dr.  Morrison  that 
the  electrocardiograph  is  of  value  in  cardiac 
cases'.  Occasionally  a patient  may  have  pre- 
cordial pain  of  moderate  severity  and  when 
electrocardiographic  tracings  are  made  nothing 
abnormal  may  be  noted.  However,  in  the  cases 
where  I have  been  able  to  say  or  guess  from  the 
clinical  history  that  the  patients  had  coronary 
occlusion  electrocardiographic  changes  have 
been  present.  Therefore,  I think  differential 
diagnosis  by  the  electrocardiograph  is  of  inesti- 
mable value. 


SOME  UNSOLVED  PROBLEMS  OF 
OTOLARYNGOLOGY* 

By  James  Peabody,  M.  D.,  Louisville. 

Although  we  have  made  considerable  pro- 
gress in  this  specialty  during  the  past  fifteen 
years,  there  remain  many  ear,  nose  and  throat 
diseases  which  present  problems  not  satisfac- 
torily solved  in  the  minds  of  most  of  us. 

The  object  of  this  paper  is  to  bring  before 
you  for  discussion  many  questions  which  arise 
in  the  practice  of  otolaryngology  concerning 
which  there  are  conflicting  opinions,  and  to 
tell  you  about  many  conditions  which  we  fail 
to  cure. 

Dr.  Harris  P.  Mosher  (Annals  of  Otology, 
Hhinology  and  Laryngology,  March,  1925) 
has  written  a paper  on  this  subject  in  which 
he  mentions  many  diseases  about  which  we 
should  know  a great  deal  more  than  we  do  at 
the  present  time. 

In  otology,  as  Dr.  Mosher  sees  it,  the  two 
major  unsolved  problems  are : chronic  pro- 
gressive deafness,  and  otitic  meningitis.  As 
far  as  I am  able  to  determine,  we  have  not 
achieved  very  much  in  curing  our  chronic 
hard-of-hearing  patients,  although  advances 
have  been  made  in  the  treatment  of  the  deaf 
by  determining  in  many  cases  the  causative 
factors,  and  by  being  able  to  make  more  spe- 
cific diagnosis;  but  we  must  build  our  hopes 
on  the  prevention  rather  than  the  cure  of 
deafness.  There  is  still  a wide  diversity  of 
opinion  in  regard  to  the  conditions  that  have 
preceded  the  chronic  stage,  and  as  to  the 
treatment  necessary  to  arrest  the  disease  or 
improve  our  patients  with  impaired  hearing. 

We  can  classify  our  cases  of  defective  hear- 
ing into  two  kinds:  (1)  congenital,  and  (2) 
acquired.  About  the  only  hope  we  can  offer 
the  congenital  cases  is  through  the  American 
Federation  of  Organisations  for  the  Hard  of 
Hearing,  and  referring  the  patients  to  a 
school  for  lip  reading.  We  recognize  at  least 
four  types  of  acquired  deafness:  first,  and  by 
far  the  most  frequent,  chronic  catarrhal  or 
hyperplastic  otitis  media  associated  with  vary- 
ing degrees  of  involvement  of  the  inner  ear 
and  auditory  nerve;  second,  chronic  suppur- 
ative otitis  ;■  third,  otosclerosis,  and  fourth, 
cases  of  inner  ear  and  nerve  deafness  without 
otitis  media. 

It  is  a well  known  fact  that  we  cannot  de- 
termine the  degree  of  deafness  by  the  appear 
a nee  of  the  ear  drum ; also  we  see  cases  where, 
following  suppurative  otitis  media,  the  ossi- 
cles have  partly  necrosed,  the  membrana  tyin- 
pani  almost  entirely  destroyed,  and  yet  the 
patients  hear  very  well.  On  the  other  hand, 
many  cases  of  catarrhal  deafness  or  oto.sc.le- 

*Read  before  the  Louisville  Medico-Chirurgical  Society, 
Louisville,  September  24,  1926. 
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rosis  may  show  but  little  change  in  the  drum 
membrane,  but  the  loss  of  hearing  may  be 
considerable. 

In  the  chronic  catarrhal  otitis  eases  we  re- 
move the  tonsils,  nasal  spurs,  or  correct  a sep- 
tum deviation,  Politzerize  or  eatheterize  the 
Eustachian  tube,  combined  with  local  treat- 
ment to  the  nose  and  throat,  and  still  in  many 
of  our  patients  there  is  not  only  no  improve- 
ment but  the  deafness  becomes  worse.  They 
go  the  rounds  from  one  otologist  to  another, 
besides  taking  a chance  with  the  chiropractor, 
naturopath,  osteopath,  the  deafness-cure 
quacks  with  their  many  mechanical  devices 
and  brands  of  ear  oils,  but  it  is  not  often  that 
the  Christian  scientists  undertake  to  cure  a 
long  standing  case  of  deafness.  1 do  not  mean 
to  give  you  the  impression  that  we  always  fail 
to  help  our  cases  of  impaired  hearing,  because 
even  the  quacks  are  often  successful  since  the 
deaf  individual  is  easily  fooled  and  has  an  in- 
tense desire  to  rid  himself  of  his  infirmity. 

What  is  the  etiology  and  pathology  in 
chronic  nonsuppurative  otitis  media?  Dr. 
Francis  P.  Emmerson,  of  Boston,  states  that 
“we  find  our  etiology  to  consist  in  a chronic 
infection  sometimes  the  sequela  of  acute  in- 
fectious diseases  or  influenza  subject  to  acute 
exacerbations  with  varying  degrees  of  viru- 
lency  constantly  tending  to  invade  contiguous 
as  well  as  remote  structures  by  continuity  or 
through  the  lymphatics  or  blood  stream.”  He 
believes  that  we  are  dealing  with  a focal  in- 
fection and  a toxin  which  cause  tissue  reac- 
tions in  the  tympanum,  especially  about  the 
ossicular  joints,  just  the  same  as  the  reac- 
tion in  arthritis  in  other  parts  of  the  body. 
Also  Dr.  Emmerson  believes  that  this  toxin 
has  at  times  a selective  action  on  the  cochlear 
and  vestibular  branch  of  the  auditory  nerve. 

In  otosclerosis  there  are  many  problems  still 
unsolved,  but  it  is  fairly  well  established  that 
various  and  widely  divergent  factors  can  ex- 
cite the  appearance  of  otosclerosis  in  a pre- 
disposed person,  and  that  in  a large  percent- 
age of  cases  the  endocrine  glands  are  direct 
etiologic  factors  through  their  influence  on 
normal  metabolism. 

Speaking  of  the  ductless  glands : I do  not 

believe  we  know  enough  about  their  actions  to 
come  to  any  definite  conclusions  as  to  the 
possible  relationship  between  the  endocrines 
and  certain  ear,  nose  and  throat  diseases 
whose  etiology  is  doubtful.  Success  has  been 
reported  in  otosclerosis  with  the  pituitary  and 
ovarian  extracts,  also  some  cases  of  hay  fever 
and  asthma ; but  the  tendency  at  present  is  to 
give  polyglandular  extracts,  just  as  we  used 
to  give  “shotgun”  prescriptions. 

What  are  we  doing  about  the  other  major 
problem  in  otology,  namely,  otitic  meningitis? 
Dr.  W.  P.  Eagleton,  of  Newark,  N.  J.,  in  a 


recent  issue  of  the  Journal  of  the  American 
Medical  Association  reports  thirty-three  con- 
secutive eases  with  ten  operative  and  one 
spontaneous  recovery.  Ten  patients  were  not 
operated  upon  because  they  were  seen  in  the 
terminal  stage.  It  will  be  impossible  for  me  to 
describe  the  technique  of  his  operation,  but 
he  emphasizes  the  fact  that  operation  should 
be  performed  while  the  inflammation  is  lim- 
ited to  an  area  adjacent  to  the  primary  focus 
of  infection  or  an  adjoining  basal  cisterna. 

Dr.  Mosher  states  that  there  are  two  places 
in  meningitis  where  pus  accumulates,  namely, 
beneath  the  pia  arachnoid  quilted  into  the  sul- 
ci of  the  brain  and  at  the  base  of  the  brain,  es- 
pecially in  front ; and  he  reminds  us  that  we 
cannot  wash  the  sides  and  the  base  of  the 
brain,  also  that  the  arachnoid  lakes  of  pus 
cannot  be  removed  by  any  single  surgical  pro- 
cedure. Fortunately  meningitis  complicating 
otitis  media  is  rare.  When  spinal  puncture 
shows  pus  and  bacteria  the  mortality  is  very 
high.  It  seems  to  me  that  our  hopes  will  be 
with  sera  and  mercurochrome. 

There  are  many  other  problems  in  otology, 
some  of  which  I will  briefly  mention.  How 
much  help  do  we  get  in  our  work  with  the 
Barany  tests?  In  my  opinion  this  subject  is 
still  in  the  experimental  stage,  and  so  far  we 
have  gotten  but  little  practical  assistance. 
During  my  training  in  Vienna  I saw  Dr.  Neu- 
man perform  several  operations  on  the  laby- 
rinth, but  I do  not  believe  there  are  many 
labyrinth  operations  performed  in  this  coun- 
try. 

Our  handling  of  acute  mastoiditis  is  very 
satisfactory,  but  it  is  not  always  easy  to  de- 
cide when  to  operate ; and  >vhile  roentgen-ray 
examination  of  the  mastoid  helps  us  at  times, 
it  often  confuses  us  so  that  we  must  rely  chief- 
ly on  the  clinical  findings.  A few  good  op- 
erators— like  Dr.  Barnhill— continue  to  do 
the  blood  clot  operation  in  acute  mastoiditis, 
but  I have  never  tried  this  technique  and  as 
far  as  I am  able  to  determine  no  one  in  Louis- 
ville has  adopted  the  method.  When  it  suc- 
ceeds the  healing  time  is  shortened  and  the 
scar  is  scarcely  noticeable,  but  I feel  sure  that 
there  are  a certain  number  of  failures  which 
would  cause  great  embarrassment  and  in 
crease  the  danger  to  the  patient. 

As  to  the  radical  mastoid  operation:  We 

have  never  solved  the  problem  of  being  al- 
ways able  to  decide  when  to  do  the  radical  or 
the  simple  operation  in  many  cases  of  chronic 
suppurative  otitis  without  cholesteatoma  or 
complications,  and  there  is  some  difference  in 
technique.  Some  operators  use  the  Thiersch 
grafts,  while  others  employ  a flap  from  the 
meatus. 

Thrombosis  of  the  lateral  sinus  does  not 
present  any  big  problem  to  the  otologist  if 
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the  patient  is  seen  in  time  and  has  not  been 
under  treatment  too  long  by  the  general  prac- 
titioner for  typhoid  fever,  malaria  or  endocar- 
ditis. The  operation  is  fairly  well  standard- 
ized, although  there  is  a division  among  otol- 
ogists as  to  ligation  or  resection  of  the  jugu- 
lar vein.  It  seems  to  me  that  the  result  from 
ligation  are  just  as  good,  besides  being  simp- 
ler more  quickly  performed  and  less  scarring. 

What  problems  have  we  yet  unsolved  in 
rhinology?  If  we  can  believe  all  that  enthus- 
iastic specialists  write  about  nasal  reflex 
neuroses,  we  have  very  few  problems  to  solve. 
One  prominent  rhinologist  claims  that  he  has 
“seen  no  single  case  of  spasmodic  asthma  in 
which  the  source  could  not  be  traced  to  the 
existence  of  some  disease  in  the  nasal  cavity.  ’ ’ 
Other  specialists  cure  all  headaches,  neural- 
gias,  heart  and  stomach  diseases  and  dysmen- 
orrhea by  treating  the  hypersensitive  spots 
on  the  septum,  or  by  some  form  of  nasal  sur- 
gery, particularly  the  submucous  resection  of 
a slightly  bent  septum,  or  a small  nasal  spur. 
We  all  get  some  brilliant  results  from  our  sur- 
gery in  the  nose,  but  operations  on  the  nasal 
septum  are  done  too  frequently,  especially  the 
ten  minute  operation  on  a slight  deviation. 

The  big  problem  in  our  work  on  the  nasal 
accessory  sinuses  is  in  making  a correct  diag- 
nosis. We  have  very  little  trouble  with  acute 
sinusitis,  but  in  the  chronic  cases  we  have  to 
call  on  the  roentgenogologist  to  help  us.  One 
x-ray  man  writes  that  a complete  examination 
of  the  sinuses  requires  at  least  seven  roent- 
genograms. This  makes  it  very  expensive  to 
the  patient,  and  even  then  we  are  sometimes 
left  in  doubt.  We  do  fairly  well  with  our  op- 
erations on  the  sinuses,  but  the  ethmoid  sinus 
presents  more  difficulties  than  the  others  as  it 
is  very  difficult  to  exenterate  all  of  the  eth- 
moid cells  without  subjecting  the  patient  to 
the  danger  of  meningitis.  We  get  better  re- 
sults after  operations  on  the  maxillary  an- 
trum, because  of  its  ease  of  accessibility,  al- 
though we  still  hear  of  deaths  or  profound 
shock  following  what  should  be  a simple  pro- 
cedure, namely,  puncture  and  irrigation  of 
the  antrum.  When  this  accident  happens,  in 
my  opinion,  the  point  of  the  needle  is  not  in 
the  antrum,  but  is  either  buried  in  the  in- 
flamed mucous  membrane,  or  it  has  stripped 
the  membrane  away  from  the  underlying  bone 
and  undue  force  was  used  which  caused  a cer- 
ebral air  embolus  or  some  disturbance  of  the 
vagus  through  its  connection  with  the  second 
branch  of  the  trigeminal  nerve. 

Are  we  overlooking  a diseased  antrum  when 
we  fail  to  demonstrate  real  pus  after  irri- 
gating? We  know  now  that  polypoid  degen- 
eration of  the  antral  mucous  membrane  can 
exist  and  yet  no  pus  can  be  seen.  The  path- 
ology here  is  the  same  as  in  hyperplastic  eth- 


moiditis  associated  very  often  with  nasal 
polyps. 

Another  large  problem  is  the  prevention 
and  cure  of  the  so-called  common  cold.  The 
Public  Health  Service  recently  announced 
that  ninety  per  cent  of  the  population  of  the 
United  States  has  a cold  once  a year  and 
eighty  per  cent  of  all  illness  is  due  to  common 
respiratory  infection,  in  spite  of  the  fact  that 
therp  are  numerous  cold  vaccines  and  many 
patients  willing  to  try  them.  Prom  all  ac- 
counts it  appears  that  the  chlorine  gas  advo- 
cates were  going  to  cure  every  cold,  but  there 
are  only  a few  supporters  of  this  method  at 
present. 

In  recent  years  much  progress  has  been 
made  in  the  prevention  of  anaphylactij  dis- 
eases, such  as  hay  fever  and  asthma,  especial- 
ly since  we  now  recognize  several  types  which 
can  be  differentiated  by  the  cutaneous  test; 
but,  our  results  are  not  always  perfect  and  we 
fail  to  relieve  many  sufferers.  We  used  to 
think  that  some  kind  of  pollen  Avas  the  only 
etiologic  factor,  but  now  it  is  well  established 
that  a Avide  variety  of  protein  agents,  includ- 
ing not  only  those  of  foods  but  also  epidermal 
proteins  of  the  loAver  animals,  as  well  as  sub- 
si  anees  of  vegetable  origin,  as  tobacco,  orris 
root,  cotton,  etc.,  must  also  be  considered;  in 
fact  the  treatment  of  hay  fever  and  bronchial 
asthma  is  fast  becoming  a speciality  in  medi- 
cine. 

The  cause  of  atrophic  rhinitis  or  ozena  has 
never  been  determined.  Some  think  this  dis- 
ease originates  in  the  nasal  sinuses  in  child- 
hood causing  changes  in  the  bone  and  mucous 
membrane  of  the  nose ; others  think  it  is  due 
to  a food  deficiency  in  early  life.  Several 
years  ago  we  thought  we  had  a specific  bacil- 
lus— the  coceo-bacillus  of  Perez — but  jiatients 
Avere  treated  with  a vaccine  from  this  organ- 
ism Avithout  any  appreciable  result.  Dr. 
Halle,  of  Berlin,  has  devised  an  operation 
which  brings  the  lateral  nasal  wall  in  con- 
tact with  the  septum  and  reports  Avonderful 
results. 

In  laryngology  we  have  with  some  patients 
difficulty  in  making  a differential  diagnosis 
between  tuberculosis,  cancer  and  syphilis  of 
the  larynx  by  inspection  alone,  and  mistakes 
are  being  made  by  many.  We  knoAV  now  that 
tuberculosis  of  the  larynx  is  often  cured,  but 
there  is  no  consensus  of  opinion  as  to  the  best 
means  of  treating  this  condition.  Rest  of  the 
larynx  is  the  most  important  measure.  Some 
laryngologists  report  good  results  from  the 
use  of  chaulmoogra  oil  injected  into  the 
larynx  and  trachea,  Avhile  others  condemn  its 
employment.  Dr.  Oscar  0.  Miller  at  Waverlv 
Hills  still  holds  to  the  opinion  that  exposure 
of  the  tubercular  larynx  to  sunlight  is  the  best 
treatment. 


312 


KENTUCKY  MEDICAL  JOURNAL 


[June,  1927 


Cancer  of  the  larynx  is  still  almost  a hope- 
less condition,  although  cures  are  reported  by 
extirpation  of  the  larynx  and  the  use  of  rad- 
ium. 

There  are  two  conditions  in  the  oropharyn- 
geal cavity  which  may  worry  the  laryngolo- 
gists, namely,  Vincent’s  angina  and  cases  of 
fulminating  septic  infection  of  the  pharynx 
and  larynx.  1 have  been  reliably  informed 
that  there  have  been  at  least  four  reported 
deaths  from  Vincent’s  angina  in  Louisville 
in  the  past  sixty  days  in  spite  of  the  fact  that 
we  believe  neoarsphenamin  is  almost  a spe- 
sific  for  this  disease,  and  the  differential  diag- 
nosis between  Vincent’s,  diphtheria,  strepto- 
coccic sore  throat  and  syphilis  should  not  pre- 
sent any  difficulty  with  the  assistance  of  a 
competent  laboratory  man. 

Regarding  septic  pharyngitis:  We  do  not 

know  why  in  an  apparently  simple  infection 
of  the  tonsil  or  lateral  pharyngeal  wall  there 
will  suddenly  develop  an  extensive  inflamma- 
tory infiltration  of  one  or  both  sides  of  the 
pharynx,  followed  by  edema  of  the  uvuela, 
possibly  of  the  glottis,  with  no  pus  focus  ap- 
parent, and  this  accompanied  by  difficult  res- 
piration, profound  exhaustion  and  all  the 
symptoms  of  general  sepsis. 

About  two  years  ago  I had  a patient  who 
started  with  a simple  pharyngitis  but  ended 
with  a tracheotomy  in  spite  of  many  unsuc- 
cessful efforts  to  find  pus  somewhere  in  the 
throat.  There  will  always  be  a doubt  in  my 
mind  that  it  was  absolutely  necessary  to  tra- 
chetomize  this  patient,  as  I felt  the  symptoms 
were  abaling,  hut  I was  unwilling  to  shoulder 
the  entire  responsibility  of  opposing  the  con- 
sultants in  this  ease. 

Dr.  Chevalier  Jackson  knows  about  all  there 
is  to  know  concerning  the  use  of  the  broncho- 
scope in  removing  foreign  bodies  from  the 
trachea  and  bronchi,  also  he  is  successfully 
draining  lung  abscesses;  but  there  is  much  to 
he  learned  about  the  diagnosis  of  chest  con- 
ditions with  the  bronchoscope. 

Last,  but  not  the  least  in  the  minds  of  the 
medical  profession  and  the  laity,  is  the  tonsil 
problem.  It  has  been  my  observation  that 
every  time  and  every  phase  of  the  tonsil  ques- 
tion is  mentioned  before  a medical  society, 
there  is  always  a lively  and  sometimes  a too 
lengthy  discussion ; but  the  time  will  never 
come  when  we  are  in  perfect  accord  as  to  the 
indications,  contraindications  and  technique 
of  tonsillectomy.  There  are  many  methods  of 
removing  the  tonsils  and  all  have  their  ad- 
vantages and  disadvantages,  but  regardless  of 
the  operation,  or  type  of  operation,  accidents 
might  happen  to  anyone,  such  as  hemorrhage 
primary  or  secondary,  death  from  anesthetics 
general  or  local,  abscess  of  the  lung,  and 
sepsis.  When  an  operator  feels  sure  that  lie 


has  a technique  which  completely  removes  the 
tonsils  with  the  greatest  degree  of  safety  to 
the  patient  and  the  least  trauma,  discomfort 
and  distortion  to  the  throat  afterward,  then  he 
should  not  change  his  method.  We  have  yet  to 
decide  whether  a lung  abscess  after  tonsil- 
lectomy is  inspiratory  or  embolic.  Although 
the  majority  of  writers  favor  aspiration  as 
the  cause,  I believe  it  usually  is  embolic,  but 
I cannot  prove  it. 

As  regards  the  anesthetic : There  are  spec- 
ialists who  refuse  to  perform  tonsillectomy 
under  local  anesthesia  because  they  think  it  is 
too  dangerous,  and  others  state  that  an  adult 
should  never  be  given  a general  anesthetic  for 
tonsillectomy.  Some  use  suction,  others  say 
it  predisposes  to  hemorrhage.  AVe  do  not  even 
know  the  function  of  the  tonsil.  Does  it  have 
anything  to  do  with  the  production  of  lympho- 
cytes for  the  blood  stream?  Does  it  have  an 
internal  secretion  ? Does  it  serve  as  a protec- 
tion against  bacterial  invasion?  Are  the  en- 
docrines  a factor  in  causing  adenoids  and  ton- 
sils to  hypertrophy?  How  young  should  we 
remove  the  tonsils?  How  old  is  it  safe  to  op- 
erate? After  being  able  to  answer  all  these 
questions,  we  will  still  have  the  main  prob- 
lem: Is  the  tonsil  the  cause  of  the  disability 
in  question?  Or,  in  other  words,  does  it  har- 
bor the  focus  of  infection  for  which  we  are 
looking  ? 

Just  let  me  mention  a few  of  the  conditions 
justifying  removal  of  the  tonsils  where  a focus 
of  infection  is  suspected:  Arthritis,  acute  or 
chronic ; endocarditis,  myocarditis,  pericardit- 
is, chorea,  nephritis,  pyelitis,  colitis,  neuritis, 
infectious  jaundice,  osteomyelitis,  even  ap- 
pendicitis, peritonitis,  ulcer  of  stomach,  pul- 
monary gangrene,  cervical  adenitis,  paranasal 
sinus  disease,  predisposition  to  common  colds, 
chronic  toxemias  without  localized  lesions,  as 
well  as  certain  endoctrine  disorders;  besides 
we  have  the  local  conditions  in  the  pharynx, 
namely,  tonsillitis,  one  or  more  attacks  of 
quinsy,  ATincent’s  angina,  tuberculosis,  can- 
cer of  the  tonsil,  otitis  media,  diphtheria  acr- 
riers,  and  simple  hypertrophy  causing  ob- 
struction to  breathing  or  impairing  speech. 

With  the  knowledge  that  any  one  of  the 
conditions  just  mentioned  is  often  cured  by 
the  removal  of  tonsils  and  adenoids,  and  be- 
cause pressure  is  often  brought  to  bear  upon 
us  by  the  family  and  the  patient,  I feel  sure 
you  will  agree  with  me  that  the  otolaryngolo- 
gist is  excusable  if  occasionally  he  does  a good 
tonsillectomy  without  entirely  relieving  the 
patient  of  all  of  his  symptoms. 

DISCUSSIONS. 

Samuel  G.  Dabney:  Dr.  Peabody  has  touched 

upon  so  many  points  that  it  would  be  quite  im- 
possible to  discuss  all  of  them.  I suppose  the 
laryngologist  to  whom  he  referred,  when  he 
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spoke  of  a distinguished  worker  in  this  line  who 
had  claimed  there  were  few  cases  of  asthma 
that  could  not  be  relieved  by  nasal  treatment, 
was  Bosworth.  As  probably  all  of  you  know, 
Bosworth,  thirty  years  ago,  wrote  one  of  the 
best  text  books  in  the  English  language  on  the 
nose  and  throat.  He  devoted  one  volume  to  dis- 
eases of  the  nose  and  nasopharynx,  and  another 
to  the  pharnyx  and  larynx.  He  was  the  first  in 
America  to  direct  attention  to  the  importance 
of  free  nasal  passages.  I am  not  certain  that 
Bosworth  would  have  the  same  idea  of  curing 
nearly  all  cases  of  asthifia,  if  living  now,  as  he 
had  when  his  original  statements  were  made. 

Another  author  Dr.  Peabody  seems  to  have 
read  is  Shambaugh,  of  Chicago.  Shambaugh, 
’ike  myself,  is  perhaps  rather  conservative  in  his 
opinions  concerning  many  things,  and  his  arti- 
cles have  always  appealed  very  strongly  to  me. 
In  the  latest  number  of  the  Laryngoscope  he  has 
a paper  in  which  he  calls  attention  to  some  of 
the  fads  and  fancies  in  laryngology  and  rhin- 
ology.  Some  of  these  were  mentioned  by  Dr. 
Peabody  when  he  spoke  of  applications  to  the 
nasal  septum.  Shambaugh  alludes  to  cases  in 
which  nothing  was  done  except  to  apply  water  to 
the  septum,  and  the  patients  recovered! 

Reverting  for  a moment  to  Dr.  Peabody’s  re- 
marks about  the  nose:  I am  going  to  make  some 
very  unorthodox  statements.  I do  not  believe 
nasal  obstruction  is  often  the  cause  of  ear  dis- 
ease. It  appears  that  nearly  everyone  who  does 
work  in  this  line  is  prone  to  speak  of  nasal  poly- 
pi and  practically  every  other  type  of  nasal 
obstruction,  existing  for  any  length  of  time,  as 
ultimately  resulting  in  disease  of  the  ear.  I have 
seen  a great  many  people  with  obstruction  from 
polypi  deflections  of  the  nasal  septum,  etc.,  and 
a very  small  proportion  of  them  had  disease  of 
the  ear.  I think  this  opinion  is  held  to  greater 
extent  by  English  writers  than  others.  Nasal 
obstruction,  per  se,  is  not  a frequent  cause  of 
ear  disease.  I refer  strictly  to  obstruction  with- 
in the  nasal  passages.  No  one  can  deny  the  re- 
lationship between  diseases  of  the  ear  and  those 
of  the  nasopharynx,  and  it  is  true  that  in  some 
cases  nasal  obstruction  produces  disease  of  the 
nasopharynx,  and  in  that  case  there  may  occur 
extension  through  the  Eustachian  tube  to  the 
middle  ear;  but  this  is  not,  in  my  judgment,  the 
rule.  Of  course  removal  of  the  nasal  obstruc- 
tion is  indicated  for  other  reasons, — I am  not 
disregarding  the  importance  of  that  for  a mom- 
ent, I am  speaking  simply  of  the  relationship  of 
obstruction  within  the  nasal  passages  to  dis- 
ease of  the  ear. 

Dr.  Peabody  spoke  of  a problem  with  which 
we  are  often  confronted,  and  that  is  chronic  ca- 
tarrhal inflammation  of  the  middle  ear.  It  is 
not  always  possible  to  determine  whether  the 
condition  is  one  of  otosclerosis,  nor  to  what  ex- 
tent the  nerve  of  the  ear  is  involved.  Quite  fre- 


quently there  are  mixed  cases.  As  a result  of 
my  personal  experience,  when  a deaf  person  ap- 
plies for  advice,  unless  there  has  been  some  re- 
cent change,  I give  him  three  to  five  treatments, 
and  if  he  is  no  better  by  that  time,  I tell  him 
“good-bye!”  In  the  strictly  catarrhal  cases 
where  deafness  is  only  partial,  I have  the  patient 
report  for  treatment  once  a month  or  every  two 
months.  The  usual  measures  are  employed,  in- 
cluding the  Eustachian  catheter.  I believe  many 
of  these  patients  can  be  prevented  from  getting 
worse  by  a few  visits  at  intervals  of  several 
weeks  or  even  months,  especially  when  the  first 
two  or  three  treatments  produce  some  improve- 
ment. Some  of  the  cases  are  hopeless  and  pro- 
gressive from  the  beginning. 

Concerning  the  tonsil  problem:  I agree  with 
Dr.  Peabody  that  the  question  remains  unset- 
tled, and  there  is  no  prospect  of  our  settling  it 
at  this  time.  I do  not  agree  with  him,  however, 
that  all  of  the  systemic  and  local  diseases  he 
enumerates  are  caused  by  the  tonsils.  I doubt 
very  much  whether  such  a position  can  be  sub- 
stantiated. However,  tonsillectomy  is  so  infre- 
quently followed  by  serious  consequences  that,  as 
Dr.  Peabody  has  stated,  its  performance  may 
sometimes  be  justified  experimentally. 

In  atrophic  rhinitis,  I believe  a certain  propor- 
tion of  cases, — unfortunately  not  all, — with  dry, 
crusty  inflammation  of  the  nasal  mucosa,  attend- 
ed by  offensive  odor,  may  be  helped  by  treating 
the  accessory  nasal  sinuses. 

In  regard  to  accessory  sinus  disease:  Person- 

ally I do  not  regard  the  roentgen-ray  as  being  of 
great  value  in  diagnosis.  There  are  two  things, 
however,  for  which  it  is  absolutely  essential. 
One  is  for  outlining  the  frontal  sinus  preceding 
external  operation.  I have  such  a case  under 
observation  just  now.  Under  these  circum- 
stances the  roentgen-ray  gives  an  accurate  out- 
line of  the  frontal  sinus,  its  size  and  direction, 
etc.  and  is  therefore  of  the  greatest  value.  The 
other  instance  in  which  the  roentgen-ray  is  of 
inestimable  value  is  in  showing  the  relation  be- 
tween the  teeth  and  the  antrum  of  Highmore. 
Occasionally  it  is  of  value,  also,  in  cases  to  which 
at  first  we  may  not  attach  very  much  import- 
ance. Three  weeks  ago  a lady  in  the  late  thir- 
ties consulted  me  because  of  persistent  pain  ov- 
er the  right  eye.  She  was  supposed  to  have 
frontal  sinus  disease;  the  anterior  end  of  the 
middle  turbinate  had  been  resected  and  the 
frontal  sinus  treated,  first  one  side  then  the 
other,  but  only  slight  temporary  relief  had  been 
obtained.  Roentgen-ray  examination  was  made 
by  Dr.  B.  W.  Bayless  who  reported  slight  cloudi- 
ness of  the  right  antrum  of  Highmore,  and  on 
transillumination  I thought  the  right  antrum  was 
a little  darker  than  the  left.  I informed  the  pa- 
tient that  first  I would  irrigate  the  antrum,  as 
it  was  not  an  uncommon  experience  that  disease 
of  the  antrum  of  Highmore  caused  pain  over 
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the  corresponding  eye.  That  was  three  weeks 
ago.  Pain  in  the  brow  subsided  within  a few 
hours.  I saw  her  twice  afterward  and  she  com- 
plained of  no  discomfort.  The  irrigation  re- 
moved some  grumous  masses  yellowish  in  color 
and  that  was  all.  Of  course  I am  unable  to  say 
whether  or  not  relief  from  pain  will  be  perman- 
ent. 

Dr.  Peabody  alluded  to  acute  septic  sore 
throat:  The  present  trend  of  opinion  is  that  all 

cases  of  so-called  septic  sore  throat  are  due  to 
streptococcic  infection,  whether  the  condition 
manifests  itself  as  Ludwig’s  angina,  whether  it 
involves  merely  the  pharynx,  the  aryepiglotic 
folds,  or  whether  the  glands  of  the  neck  are  in- 
filtrated. Occasionally  the  disease  is  associated 
with  deepseated  cervical  abscesses.  All  these 
manifestations  are  due  to  streptococcic  infec- 
tion. The  pharynx  is  first  attacked,  and  in- 
volvement of  the  other  structures  depends  large- 
ly upon  the  severity  of  the  process.  St.  Clair 
Thompson  calls  attention  to  the  fact  that  tra- 
cheotomy is  sometimes  necessary  to  obtain  re- 
lief in  these  cases,  but  lays  greater  emphasis  on 
other  forms  of  treatment,  especially  stimulants 
and  supportive  measures. 

Claude  T.  Wolfe:  When  Dr.  Peabody  reads  a 

paper  he  covers  the  subject  so  thoroughly  that 
little  is  left  for  us  to  discuss.  However,  there 
are  a few  points  I would  like  to  mention.  I be- 
lieve a combination  of  three  factors  can  be  held 
responsible  for  many  of  the  cases  continued 
and  progressive  deafness,  namely,  chronic  catar- 
rhal otitis  media,  chronic  suppurative  otitis,  and 
otosclerosis. 

I have  recently  been  in  communication  with 
Richardson,  of  Washington,  who  is  claiming 
much  relief  in  deafness  from  otosclerosis  by 
means  of  roentgen-ray  exposures.  In  a letter 
received  today  he  mentions  fifteen  cases  in 
which  marked  improvement  in  hearing  was  ob- 
tained by  means  of  the  roentgen-ray.  Exposures 
are  made  with  the  head  of  the  patient  in  differ- 
ent positions  that  the  rays  may  penetrate  the 
parts  he  believes  to  be  principally  involved. 

Last  year  I had  occasion  to  talk  with  quite  a 
number  of  English  specialists  in  regard  to  the 
Barany  chair:  The  consensus  of  opinion  seems 
to  be  that  the  Barany  chair  has  not  fulfilled  ex- 
pectations, in  other  words  it  is  not  dependable 
and  is  being  gradually  relegated  to  a minor  place 
in  the  diagnosis  of  lesions  for  which  it  was  rec- 
ommended. 

As  to  the  blood  clot  method  in  mastoiditis:  I 
have  not  employed  the  blood  clot  method,  per 
se,  but  rather  one  of  the  modifications  now  in 
common  use.  The  mastoid  wound  is  closed  with 
two  rows  of  sutures.  The  first  includes  the 
deeper  structures  and  the  second  embraces  the 
skin,  leaving  a small  opening  at  the  lower  mar- 
gin of  the  wound.  I formerly  left  an  opening 
above  and  below  with  a small  wick  of  gauze 


inserted,  so  that  in  the  event  of  suppuration  fol- 
lowing the  operation  the  benefit  of  through-and- 
through  irrigation  could  be  obtained  with  mer- 
curochrome  or  some  other  solution.  It  is  my 
present  custom  to  only  leave  an  opening  below 
with  a small  gauze  wick  inserted  which  is  al- 
lowed to  remain  for  two  or  three  days.  This 
plan  is  followed  whether  the  mastoid  is  exten- 
sively opened  or  not.  In  a recent  case  the  pro- 
cess subsided  within  less  than  three  weeks  un- 
der this  plan  of  management  although  a very 
extensive  mastoid  operation  was  performed. 

In  regard  to  atrophic  rhinitis:  Last  summer 

I had  the  opportunity  of  seeing  Beck  use  his 
dental  wax  implantation  method.  He  dissects 
the  mucosa  from  the  septum  over  an  area  one 
and  a half  by  two  inches  and  places  a wax  im- 
plant one  inch  in  width  and  one  and  a half  inch- 
es in  length  underneath.  This  plan  is  followed 
on  each  side  of  the  septum.  I have  used  the 
method  in  three  cases,  but  am  able  to  say  noth- 
ing about  the  final  result  as  only  one  side  was 
subjected  to  operation;  in  any  event  no  con- 
clusions could  be  drawn  from  these  cases. 

Dr.  Peabody  mentioned  Vincent’s  angina:  I 
have  seen  quite  a number  of  cases  of  this  dis- 
ease during  the  last  two  years,  and  have  tried 
all  the  arsenical  preparations,  trichloracetic 
acid,  etc.,  but  my  best  results  have  been  secured 
from  silver  nitrate  in  50  per  cent  solution.  I 
have  seen  some  very  remarkable  results  from 
this  method  of  treatment  particularly  when  the 
tonsillar  area  was  involved. 

Phillip  F.  Barbour:  Dr.  Peabody’s  paper  in- 

terests the  pediatrician  almost  as  much  as  the 
otolaryngologist.  At  the  last  meeting  of  the 
pediatric  section  of  the  American  Medical  As- 
sociation a well  known  specialist  reported  forty 
cases  of  intestinal  trouble  in  children  treated  by 
opening  and  draining  the  mastoid.  This  method 
of  treatment  was  introduced  several  years  ago 
by  Marriott,  of  St.  Louis,  Mo.,  who  reported 
quite  a number  of  similar  operations.  This  par- 
ticular paper  did  not  meet  with  a very  hearty 
acceptance  among  pediatricians.  The  cases  de- 
scribed were  in  children  with  extreme  dehydra- 
tion, presumably  due  to  intestinal  disturbances, 
without  any  localizing  symptoms  about  the  ear. 
It  was  only  because  of  the  dehydration,  prostra- 
tion, etc.  of  the  child,  and  the  lack  of  evidence 
of  an  inflammatory  cause  of  the  intestinal  trou- 
ble, that  these  men  were  led  to  operate  upon  the 
mastoid.  They  got  their  idea  from  the  fact  that 
a great  many  mastoid  inflammations  were  found 
at  necropsy  on  children  dying  from  various  in- 
testinal disturbances.  I was  told  by  one  of  the 
members  of  the  American  Pediatric  Society,  who 
was  present  at  the  meeting  I have  mentioned, 
that  they  were  all  very  much  opposed  to  the  pro- 
cedure as  routine  in  the  treatment  of  ileocolitis, 
summer  diarrheas,  etc.  The  point  I cannot  quite 
understand  is  how  benefit  accrues  when  no  pus 
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is  found  in  the  mastoid  and  it  could  not  there- 
fore be  a focus  of  infection. 

We  know  that  in  most  cases  of  well-defined 
mastoid  disease  with  an  abundance  of  pus  pres- 
ent, it  is  infrequent  to  find  the  child  suffering 
from  intestinal  derangements.  If  known  defin- 
ite pus  in  the  ear  does  not  cause  colitis,  in  gen- 
eral experience,  it  is  hard  to  believe  that  colitis 
is  the  result  of  a mastoid  infection  which  is  not 
characterized  by  any  symptoms.  It  is  rather  dif- 
ficult to  persuade  yourself  to  advise  putting  a 
child  through  such  an  operation  when  there  are 
no  symptoms  except  a certain  dimpling  of  the 
drum  on  its  superior  aspect.  Certainly  the  indi- 
cations for  an  operation  are  not  clean-cut  enough 
as  yet  to  make  it  a general  procedure.  The  great 
majority  of  mastoid  cases  do  not  present  col- 
itis as  a symptom,  and  a great  number  of  colitis 
cases  present  no  evidence  of  mastoid  disease  at 
first  sight.  In  autopsy  on  such  cases  there  has 
been  found  a gelatinous  material  in  the  antrum 
which  was  thought  to  be  pus,  but  which  was  not 
pus.  Helmholz,  of  the  Mayo  Clinic,  has  found 
a grumous  material  in  the  mastoid  on  autopsy 
that  is  believed  not  to  be  abnormal. 

The  question  of  disease  of  the  nasal  acces- 
sory sinuses  is  interesting  to  me,  as  I hav:  had 
some  cases  in  children  where  cure  was  obtained 
by  treatment  of  the  nasal  condition  alone.  I 
believe  there  are  definite  symptoms  in  children 
due  to  sinus  involvement.  I was  taught  at  med- 
ical school  that  children  did  not  have  any  nasal 
accessory  sinuses.  However,  I heard  Arbucle 
say  he  had  seen  a definite  sphenoid  sinus  in  a new 
born  baby  and  that  he  had  aspirated  material 
from  the  sinus.  It  was  a case  of  cleft  palate  in 
which  the  whole  area  was  exposed  and  he  insert- 
ed a needle  into  the  sphenoid  sinus.  So  he  claims 
that  the  sphenoid  sinus,  at  least,  is  present  from 
the  time  of  birth.  Among  other  things  Arbuckle 
suggested  that  in  the  nasal  troubles  of  children 
we  should  pay  due  attention  to  the  condition  of 
the  accessory  sinuses. 

Some  of  the  most  interesting  experiments  in 
the  study  of  the  sinuses  have  been  made  by  Shea, 
of  Memphis,  Tennessee.  They  have  devised  cer- 
tain positions  in  which  roentgenograms  are  to 
be  taken  and  claim  remarkable  results  in  decid- 
ing whether  sinus  disease  is  present  or  not. 
They  spoke  of  this  particularly  with  reference  to 
the  frontal  sinus.  In  some  instances,  however,  it 
was  impossible  to  determine  whether  the  maxil- 
lary, sphenoid  or  ethmoid  sinuses  were  present  or 
absent.  It  seems  to  me  some  plan  should  be  de- 
vised by  which  the  diagnosis  of  sinus  disease  can 
be  made  without  resort  to  the  roentgen-ray.  I 
have  found  this  method  exceedingly  unsatisfac- 
tory. When  sinus  disease  exists  the  symptoms 
should  be  sufficient  to  prove  it. 

Regarding  the  tonsil  question : I agree  with 

Dr.  Peabody  that  no  one  has  as  yet  said  the  last 
word  about  the  indications  for  tonsillectomy.  I 


think  it  is  largely  a matter  of  the  judgment  and 
opinion  of  the  individual  physician.  Personally, 
I believe  that  the  question  of  tonsillectomy  is 
going  to  depend  largely  upon  whether  the  ton- 
sils are  really  the  source  of  infection.  Many 
times  I find  enlarged  tonsils  without  any  evi- 
dence of  infection,  without  involvement  of  the 
lymph  glands  in  the  tonsil  area,  although  the 
tonsils  protrude  into  the  throat.  I do  not  re- 
gard such  tonsils  as  dangerous  to  the  child  ex- 
cept so  far  as  the  size  of  the  tonsils  and  possible 
toxic  condition  may  be  concerned.  In  other  in- 
stances the  tonsils  are  small,  contracted  and  sub- 
merged. Many  operators  advise  tonsillectomy  in 
either  case.  We  know  that  a small  tonsil  may 
be  the  source  of  greater  danger  than  an  enlarged 
one.  There  may  be  involvement  of  the  glands 
which  drain  the  tonsil  area,  although  the  sur- 
face of  the  tonsil  itself  may  show  little  or  no 
evidence  of  infection.  I am  decidedly  of  the 
opinion  that  tonsillectomy  should  be  performed 
where  the  glands  draining  this  area  show  evi- 
dence of  involvement.  If  they  do  not,  I advise 
against  tonsillectomy,  as  under  such  circum- 
stances I do  not  believe  the  tonsils  are  contribut- 
ing anything  to  the  patient’s  illness.  That  is  my 
criterion  in  advising  for  or  against  tonsillectomy. 
I do  not  believe  the  nose  and  throat  men  are 
paying  quite  as  much  attention  as  they  should  to 
the  deep  and  superficial  lymph  glands  of  the 
neck  in  making  some  of  their  diagnoses.  I have 
found  this  a wonderful  help  to  me,  especially  the 
postcervical  lymph  glands.  I have  found  them 
enlarged  many  times,  and  know  they  do  not  be- 
came enlarged  unless  there  is  infection  in  the 
source  which  they  drain.  If  these  glands  are  noc 
involved,  the  patient  most  likely  has  no  serious 
nasopharyngeal,  postnasal  or  ear  disease.  If 
there  is  the  least  amount  of  pus  in  the  Eustach- 
ian tube,  there  is  certain  to  be  involvement  of 
the  postcervical  lymph  glands. 

Charles  G.  Lucas:  Dr.  Peabody  has  given  us 

one  of  the  most  interesting  papers  I have  ever 
heard  read  before  a medical  society.  I wish  to 
speak  of  only  two  points.  The  essayist  men- 
tioned tuberculosis  of  the  larynx.  I always  re- 
member the  suggestion  of  our  old  friend  Dr.  H. 
Horace  Grant,  to  do  a gastrostomy  in  such  cases, 
and  can  see  the  real  relief  from  its  use.  The 
other  point  is  in  regard  to  pulmonary  abscess. 
One  afternoon  at  Jackson’s  clinic  in  the  Univer- 
sity of  Pennsylvania  I saw  eighteen  cases  of  ab- 
scess of  the  lung  under  treatment  by  broncho- 
scopic  methods.  I have  wondered  how  many 
cases  of  pulmonary  abscess  we  are  overlooking 
here. 

I am  in  full  accord  with  what  Dr.  Barbour 
said  about  involvement  of  the  postcervical  glands 
as  an  indication  for  tonsillectomy. 

Oscar  O.  Miller  I wish  some  of  the  other  gen- 
tlemen had  discussed  the  question  of  chronic  tu- 
berculosis otitis  media.  We  have  had  a number 
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of  cases  of  this  type  at  Waverly  Hill  Sanator- 
ium which  had  been  discharging  for  many 
months,  and  even  years.  In  a few  cases  occur- 
ring in  adults . considerable  relief  has  been  ob  - 
tained by  reflecting  sunlight  with  a special  mir- 
! or  into  the  auditory  canal. 

Patients  with  advanced  tuberculosis  of  the 
larynx  present  a distressing  picture,- — one  that 
is  not  likely  to  be  forgoten.  I believe  that  near- 
ly all  cases  of  far  advanced  pulmonary  tubercu- 
losis have  at  some  time  had  damage  to  the 
larynx.  Mild  cases  of  laryngeal  tuberculosis  :n 
a moderate  number  of  instances  get  well  without 
treatment.  On  the  other  hand,  other  patients 
with  acute  tuberculosis  of  the  larynx  invariably 
die  despite  anything  we  can  do  fcr  them.  There 
is  another  type  in  which  the  process  is  more  cr 
less  chronic,  and  in  which  ideal  results  are  ob 
tained  with  appropi’iate  treatment,  and  where 
resistance  is  good. 

Of  thirty-seven  cases  of  tuberculosis  s>f  the 
larynx  occurring  at  Waverly  Hill  Sanatorium 
during  1925,  nineteen  were  males  and  eighteen 
females.  In  nine  of  these,  the  pulmonary  lesion 
was  moderately  advanced,  and  in  twenty-eight 
far  advanced.  Eighteen  succumbed  to  the  dis- 
ease, seven  were  greatly  improved,  and  in  five 
there  was  complete  healing  of  the  tuberculous 
lesion  in  the  larynx. 

Thg  method  employed  in  treating  these  cases 
was  heliotherapy.  This  is  applied  by  means  of 
a special  set  of  mirrors.  The  patient  conducts 
his  own  treatment  and  .is  taught  to  reflect  sun- 
light with  a laryngoscope  onto  the  diseased 
areas.  Many  of  these  patients  receive  relief 
from  pain  within  a few  days,  in  a number  of 
cases  after  three  treatments.  The  patient  be- 
gins with  an  exposure  of  one  minute  a day, 
and  increases  the  exposure  a minute  a day  un- 
til he  reaches  ten  minutes.  Over  exposure  of 
the  larynx  to  heliotherapy  results  in  irritation 
and  edema.  In  a few  cases  where  the  larynx 
tolerates  heiiotheraphy,  a second  exposure  may 
be  given  in  the  afternoon  beginning  with  one 
minute  and  increasing  it  slowly  to  five  minutes. 
In  none  of  our  cases  have  we  exceeded  fifteen 
minutes  per  day.  In  addition  to  the  foregoing, 
.silence  is  enjoined  which  is  a necessary  adjunct 
to  the  treatment. 

In  the  absence  of  sunlight,  ultraviolet  radiation 
from  the  mercury  lamp  is  used  by  reflection  in- 
to the  larynx.  This  will  hold  the  process  tem- 
po’arily,  but  if  sunlight  is  absent  for  several 
weeks,  the  lesion  begins  to  progress  as  the  mer- 
cury quartz  lamp  is  not  capable  of  holding  the 
process  stationary,  neither  is  it  able  to  bring 
about  improvement  in  the  average  tuberculous 
larynx. 

James  Roytlen  Peabody  (in  closing)  : I have 

little  to  say  in  closing  except  to  thank  the  gen- 
tlemen for  their  kind  remarks.  I wish  to  partic- 


ularly thank  Dr.  Miller  for  coming  here  and  tell- 
ing us  about  the  success  he  has  had  with  helio- 
therapy in  tuberculosis  ot  the  larynx.  It  has 
been  but  a few  years  since  we  regarded  laryn- 
geal tuberculosis  as  a more  or  less  hopeless  con- 
dition, although  there  were  early  cases,  as  we 
know,  that  recovered  by  rest  of  the  voice. 

When  I was  in  Colorado  Springs,  Colo.,  fif- 
teen years  ago  there  was  a great  deal  of  surgery 
being  done  for  tuberculosis  of  the  larynx,  ana 
especially  around  the  epiglottis,  both  the  cautery 
and  the  curette  being  used.  Lockhard  wrote  a 
book  on  tuberculosis  of  the  larynx — he  is  in  po- 
sition to  see  a great  many  more  cases  than  we 
see  in  this  part  of  the  country— and  his  treat- 
ment was  principally  surgery.  He  reported  some 
biillianl  results,  but  in  the  hands  of  other  men 
in  other  parts  of  the  country,  as  Dr.  Miller  says, 
surgery  has  been  rather  unsuccessful. 

Dr.  Dabney  spoke  of  the  work  of  St.  Clair 
Thompson.  He  is  a very  prominent  man  and  has 
written  a splendid  text  book  on  laryngology.  He 
reported  before  one  of  the  medical  societies  a 
ease  of  tuberculosis  of  the  larynx  that  had  been 
cured  by  prolonged  rest  of  the  voice,  and  then 
astonished  the  members  present  by  announcing 
the  fact  that  the  case  he  reported  was  his  own 
case,  that  he  had  tuberculosis  of  the  larynx  and 
had  been  cured. 

Referring  to  Dr.  Miller’s  remark  about  tuber- 
cular otitis:  We  are  sometimes  unable  to  make 

a positive  diagnosis  of  tubercular  otitis.  These 
children  suddenly  have  a discharge  frem  the  ear 
without  very  much  pain.  We  know  that  they  are 
very  low  in  resistance  on  account  of  existing  tu- 
berculosis, probably  they  are  ill-nourished,  and 
when  infection  occurs  there  may  be  a great  deal 
of  destruction  of  the  bone.  It  is  very  difficult 
to  cure  these  cases. 

Like  Dr.  Barbour,  I am  very  much  opposed  to 
the  plan  of  opening  and  draining  the  mastoid  for 
the  cure  of  intestinal  disturbances  in  children. 
Children  with  bona  fide  cases  of  mastoiditis  sel- 
dom have  any  intestinal  symptoms,  and  there  are 
few  cases  in  which  mastoid  symptoms  occur  in 
the  course  of  intestinal  troubles.  In  my  opinion 
it  requires  a very  enthusiastic  or  unscrupulous 
surgeon  to  subject  a child  to  mastoidectomy  un- 
less there  are  legitimate  indications  for  the  op- 
eration, and  intestinal  disturbances  alone  would 
not  seem  to  me  to  be  one  of  these  indications. 
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AFTER  DINNER  SPEECH  BEFORE 
BELL  COUNTY  MEDICAL  SOCIETY. 
By  O.  P.  Nuckols,  M.  D.,  Pineville.* 
Anotiieh  Year 

Again  we’ve  met  ai’ound  this  banquet  board, 

To  toast  away  the  passing  year: 

To  greet  each  other  as  friend  to  friend, 

And  drink  again  the  cup  of  cheer. 

Another  year  has  swiftly  slipped  through  the 
noose  of  time, 

And  history  again  has  claimed  its  own; 

And  what  e’er  we’ve  done  in  deed  amiss, 

May  time  with  all  its  past  our  acts  condone. 

Then  let’s  drop  a clod  around  this  passing  year, 

And  leave  it  forever  unto  its  fate; 

Except  to  profit  by  the  joys  and  deeds  wherein 
we’ve  wrought, 

Which  for  all  our  sorrows  will  fully  compensate. 

Our  faces  now  to  the  future  we  with  all  our 
courage  turn, 

, To  pitch  our  tent  upon  death’s  relentless  battle 
ground; 

And  every  cause  unworthy  to  our  name  we’ll 
spurn, 

And  work  until  the  shouts  of  victory  from  every 
hilltop  doth  resound. 


I would  like  to  say  in  parenthesis  that  after 
listening  to  the  flattering  words  of  introduc- 
tion I think  it-  nothing  short  of  a real  tragedy 
that  we  cannot  live  up  to  the  full  measure  of 
our  introductions  and  our  obituaries.  Mr. 
President,  I want  to  say  in  the  very  begin- 
ning of  my  talk  here  this  evening  that  I have 
both  a word  of  congratulation  as  well  as  a 
word  of  sympathy  to  offer  to  our  retiring 
president.  I want  to  congratulate  and  at  the 
same  time  thank  him  for  his  honest  and  im- 
partial leadership,  but  he  has  had  a rather 
hard  task  to  perform  here  this  evening  and 
has  had  my  sympathy. 

My  reason  for  saying  this  is  that  I am  re- 
minded at  this  time  of  the  good  old  southern 
negro  mammy  who  was  entertaining  some  of 
her  rather  aristrocratic  friends  one  evening 
and  was  noticed  to  keep  calling  to  one  of  her 
little  boys  and  addressing  him  by  the  name  of 
prescription.  Every  now  and  then  she  would 
call  out  to  prescription  to  do  this  and  to 
do  that,  until  finally  one  of  her  visitors  had 
her  curiosity  so  much  aroused  that  she  asked 
the  old  negro  mammy  why  on  earth  it  was 
that  she  ever  named  one  of  her  little  boys 
prescription.  Iler  reply  was;  “Why  er  the 
reason  I call  that  er  boy  prescription  is 
cause  he  is  everlastin’  hard  to  git  filled.” 


So,  my  friend;  Hoskins  has  had  quite  a 
number  of  hard  prescriptions  to  fill  here  this 
evening  and  has  had  my  sympathy;  but  as 
usual  in  his  Chesterfield  way  lie  has  done 
the  job  exceedingly  well  and  I am  sure  to  the 
entire  satisfaction  of  all  present,  and  1 can 
answer  for  one  of  his  prescriptions  by  say- 
ing that  1 myself  feel  very  much  like  the  old 
negro  man  1 once  heard  of,  who  was  sueing 
for  divorce  from  his  third  or  fourth  wife. 
When  the  Judge  asked  him  the  following 
question.  “Rastus,  are  you  asking  for  this 
divorce  just  in  order  that  you  may  go  and 
get  married  again  right  away?  “Rastus  said 
Ah,  Judge  Certainly  not,  I’se  not  goin  to  git 
married  no  more.  If  1 gits  this  here  divorce 
frum  that  ar  nigger,  1 withdraws  entirely 
frum  circulation.” 

iSo  after  partaking  so  freely  of  this  bounti- 
ful dinner  i myself  feel  very  much  like  with- 
drawing from  circulation,  but  presume  1 will 
feel  different  a year  from  now. 

I must  confess,  Mr.  President,  that  I was 
at  quite  a loss  to  know  just  what  best  to  talk 
to  you  about  here  this  evening  and  I could 
think  of  no  bigger  nor  better  subject  than 
that  of  the  Bell  County  Medical  Society  it- 
self, and  you  know  we  always  like  to  talk 
about  ourselves  anyway. 

It  has  always  been  a big  subject  but  when 
we  added  another  150%  to  it  two  or  three 
years  ago  by  the  addition  of  our  better  halves, 
we  have  now  one  of  the  biggest  and  best 
societies  in  the  state,  with  a radio  attachment. 
And  with  this  new  broadcasting  attachment 
as  an  addition,  1 feel  that  we  should  now  be 
heard  from  unto  the  uttermost  parts  of  the 
earth. 

To  me  it  seems  but  yesterday  since  we 
gathered  around  this  banquet  board,  hut  if 
we  look  up  at  the  great  clock  of  time  we  will 
see  its  massive  hands  pointing  toward  the 
late  afternoon  of  1926 ; and  we  find  that 
another  year  has  rapidly  slipped  through  the 
noose  of  time,  and  we  ourselves  are  speeding 
onward  toward  that  bourne  from  whence  no 
traveler  ever  returns. 

We  thoroughly  enjoy  these  annual  din- 
ers with  their  renewal  of  friendships  and 
also  the  renewal  of  professional  obligations 
and  allegiances.  We  also  thoroughly  enjoy 
the  reminiscenses  of  the  past  as  well  as  tin* 
hopes  and  the  allurements  of  the  future;  for 
it  is  ours  to  he  social  and  professional 
friends,  to  work  together,  to  play  together, 
and  sometimes  to  banquet  together.  And  we 
should  be  exceedingly  thankful  and  happy 
tonight,  that  none  from  among  our  ranks 
have  been  taken  from  us  during  the  year,  and 
that  we  have  had  a year  of  much  good  work 
and  of  reasonable  prosperity. 

For  some  of  us  the  bloom  of  young  man- 
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hood  and  young  womanhood  still  linger  as  a 
fresh  and  fragrant  flower  which  might  just 
have  been  dropped  into  the  lap  of  spring. 
For  some  of  us  the  high  noon-day  of  life  has 
just  been  reached  with  its  harvest  of  golden 
fruitage  to  warm  and  comfort  the  heart  and 
the  soul  of  ambition.  For  some  of  us  the  sun 
has  just  past  the  meridian  and  the  shadows 
begin  to  lengthen  and  the  way  ahead  seems 
to  lead  along  the  downward  slope  toward  the 
valley  where  all  is  quiet  and  still  and  where 
every  traveler  soon  falls  asleep. 

Soon  my  place  will  be  taken  by  someone 
else;  soon  the  places  of  us  all  will  be  vacant 
and  the  Bell  County  Medical  Society  of  this 
day  and  of  this  generation  will  have  passed 
into  the  hands  of  others  unknown  to  us.  So 
tonight  with  these  forebodings  and  with  these 
prophesies  which  will  all  too  soon  become  real- 
ities, our  message  is,  to  let’s  enter  upon  an- 
other year  with  a hope  and  a zeal  to  do  still 
better  things;  to  help  each  other  more,  to  love 
each  other  more,  and  to  steep  our  souls  with 
a tender  and  an  abiding  faith  in  each  other, 
and  in  our  profession  and  in  the  nobility  of 
our  work. 

After  all,  the  practice  of  medicine  is  an  art 
as  well  as  a science,  and  the  most  humble  doc- 
tor may  have  a peculiar  art  in  doing  some 
things  that  would  be  a revelation  and  an  eye- 
opener  to  some  of  the  more  highly  specialized 
doctors.  So  it  goes  without  question  that  we 
can  all  learn  something  by  fraternizing  with 
each  other  and  by  exchanging  experiences  and 
views  upon  the  various  topics  that  arc  brought 
out  in  our  society  meetings. 

In  this  age  of  advancement  when  science  has 
been  able  to  send  the  human  voice  through 
the  air  to  a million  listeners,  and  when  medi- 
cine has  been  able  to  bring  under  its  control 
so  many  of  the  most  death-dealing  diseases, 
and  has  learned  the  cause  and  the  means  of 
prevention  of  so  many  of  the  more  serious 
contagious  and  infectious  diseases  we  may  not 
stand  in  doubt  about  what  may  be  accom- 
plished in  the  near  future.  And  the  part  we 
play,  and  what  our  medical  society  is  in  the 
years  to  come  is  just  what  we  make  of  it;  and 
we  will  get  out  of  it  just  in  proportion  to 
what  we  put  into  it.  If  we  do  not  attend 
upon  its  meetings  and  participate  in  its  pro- 
grams we  will  get  nothing  and  will  be  en- 
titled to  nothing.  Or  if  we  become  selfish  and 
self-complacent  and  feel  that  we  do  not  need 
the  benefits  which  derive  from  our  society 
we  not  only  rob  om'selves,  but  rob  the  society 
as  well. 

We  have  very  just  reason  to  be  proud  of 
our  society,  to  be  proud  that  there  has  never 
been  the  least  smirch  of  dishonor  attached  to 
its  name  or  to  its  history.  We  should  be 
proud  also  of  what  we  have  accomplished  in 


the  past  and  while  we  may  not  have  so  much 
in  the  lime  light  or  in  the  glare  and  glamour 
of  the  medical  world  but  among  ourselves  we 
have  worked  quietly  and  peacefully  and  have 
accomplished  much  that  was  good  for  us  and 
for  our  profession.  And  I dare  say  that  most 
of  us  have  been  in  the  practice  of  medicine 
long  enough  to  remember  when  we  had  no  or- 
ganization of  our  profession  of  any  conse- 
quence and  were  working  along  in  a ver> 
chaotic  way  with  no  understanding  among 
ourselves  and  every  doctor  jealous  and  sus- 
picious of  every  other  doctor  and  seeking  to 
get  any  little  advantage  that  presented  itself. 
There  Avas  no  understanding  about  fees  and 
every  doctor  was  a law  unto  himself. 

Under  such  a regime  there  was  neither 
pleasure  nor  profit  in  the  practice  of  medi- 
cine and  it  did  lower  the  dignity  of  an  honor- 
able, profession  for  doctors  to  be  casting  slurs 
and  criticising  each  other  in  the  presence  of 
their  patrons.  However,  we  may  this  evening 
congratulate  ourselves  that  that  day  has  pass- 
ed never  to  return,  and  that  by  our  medical 
societies  and  our  more  decent  conduct  to- 
ward each  other  we  have  made  the  practice  of 
medicine  pleasant  and  more  profitable  and 
have  elevated  ourselves  in  our  own  estimation 
and  in  the  estimation  of  the  public. 

In  concluding  my  remarks  upon  this  partic- 
ular phase  of  my  subject,  let  me  suggest  that 
we  be  very  careful  of  our  thoughts,  for  in  the 
loom  of  life  thoughts  are  woven  into  deeds. 
Let  us  hope  that  the  warp  and  the  woof  of 
our  Aveaving  may  be  mingled  with  high  and 
holy  aspirations,  brave  and  many  acts,  so  that 
the  design  Ave  create  may  have  the  sign  and 
..the  seal  of  divine  approval.  So  tonight,  my 
friends  as  we  launch  out  upon  another  year, 
let  us  be  fair  with  ourselves  and  take  advan- 
tage of  every  opportunity  of  meeting  to- 
gether and  helping  each  other  and  make  our 
society  one  of  the  best  in  this  or  any  other 
state. 

I have  thought  that  it  might  be  of  interest 
as  well  as  some  inspiration  to  us  if  we  for 
the  moment  unfurl  the  scroll  of  time  and  take 
an  x-ray  picture,  so  to  speak,  of  the  practice 
of  medicine  during  the  last  quarter  of  the 
19th  century.  If  we  read  that  picture  cor- 
rectly Ave  will  look  in  ATain  for  a known  cause 
or  cure  of  tuberculosis,  typhoid  fever,  scarlet 
fever,  diphtheria,  hydrophobia,  anthrax,  yel- 
Ioav  fever,  diabetes,  and  a host  of  other  dis- 
eases of  great  prevalence  and  of  A’ery  high 
mortality.  We  also  see  surgery  still  in  its 
swaddling  clothes  but  as  eager  to  in- 
vade every  domain  of  the  human  anatomy  as 
the  most  ardent  bird  hunter  at  the  opening  of 
the  season. 

In  the  most  fashionable  metropolis  of  the 
world  Ave  see ’that  hard-working  and  very  em- 
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inent  French  scientist  M.  Louis  Pasteur,  busy 
in  the  study  of  the  cause  and  the  cure  o. 
hydrophobia  and  anthrax  and  who  soon  an- 
nounced to  the  world  the  cause  and  the  nu 
of  prevention  of  these  terrible  maladies  and 
laid  the  foundation  for  all  the  future  study  of 
the  bacterial  diseases. 

Over  in  the  German  corner  of  the  picture 
we  see  Dr.  Robert  Koch,  a rather  obscure 
country  physician,  busy  with  his  microscope 
about  him,  and  who  by  his  careful  and  pains- 
taking study  soon  startled  the  world  by  his 
announcement  of  the  true  cause  of  tubercu- 
losis, by  the  discovery  of  the  tubercle  bacil- 
lus, and  set  in  motion  a crusade  against  this 
dreadful  scourge  which  will  eventually  rele- 
gate it  to  the  pages  of  history. 

In  staid  old  England  was  to  be  found  Sir 
Almroth  Wright  digging  away  at  his  opsonic 
index  theory  and  who  soon  announced  the 
cause  and  the  cure  as  well  as  the  prevention 
of  diphtheria  by  the  discovery  of  his  diph- 
theritic anti  toxin. 

In  the  near  corner  of  the  picture  we  recog- 
nize our  own  distinguished  Kentuckian  Dr. 
Ephraim  McDowell  of  Danville,  who  had  gain- 
ed for  himself  world  renown  as  the  father  of 
ovariotomy. 

In  the  same  corner  of  the  picture  we  also 
see  that  scholarly  gentleman,  that  poet  laur- 
eate of  the  profession,  Dr.  Oliver  Wendell 
Holmes,  who  by  his  brilliant  discussion  of 
puerperal  fever  aroused  the  profession  to  the 
scientific  prevention  of  this  terrible  obstetric 
complication ; and  I dare  say  that  no  two  men 
in  the  last  hundred  years  have  so  graced  the 
profession  or  have  done  so  much  for  the  wel- 
fare of  womankind  as  have  Drs.  Holmes  and 
McDowell. 

This  is  just  a slight  glimpse  of  what  is  to 
be  seen  in  the  picture  but  is  enough  to  show 
you  that  the  profession  was  groping  along  to- 
ward the  light  of  the  torch  held  aloft  by  a 
few  such  men  as  those  whom  I have  just  men- 
tioned. We  fail  to  see  in  the  picture  scarce- 
ly any  of  the  present  day  equipment  either 
for  diagnostic  precision  or  for  subsequent 
treatment ; but  today  as  we  bask  in  the  sun- 
shine of  the  day  that  was  then  just  breaking, 
we  take  off  our  hats  and  bow  in  humble  abey- 
ance to  the  Daniel  Boone’s  of  the  profes- 
sion of  that  day  who  were  then  blazing  the 
way  through  the  wilderness  of  ignorance  and 
superstition  and  to  whom  we  cannot  do  too 
much  honor  for  laying  the  firm  foundation 
upon  which  the  whole  superstructure  of  medi- 
cine has  been  built. 

It  has  oft  been  said  that  the  doctors  of  that 
day  were  inclined  to  be  very  pompous  and 
proud,  and  especially  the  city  doctor  who 
drove  about  in  his  one-horse  phaeton  with 
much  the  gusto  of  a king,  while  the  country 


physician  either  rode  upon  his  flea-bitten 
grey  or  perhaps  traveled  in  his  one-horse 
shay.  But  times  have  changed,  that  day  has 
gone,  the  doctor  of  today  either  drops  down 
from  out  the  air  or  lights  upon  the  door- 
step from  his  big  automobile,  x-rays  his  pa- 
tient, poeketbook  and  all,  and  treats  accord- 
ingly. 

The  surgeon  has  arrived,  and  has  invaded 
all  the  human  anatomy  that  has  not  previous- 
ly been  cut  away  and  has  performed  the 
greatest  mathematical  feat  known  to  all  his- 
tory. 

The  modern  chemist  tells  us  that  the  esti- 
mated cost  of  the  constituents  of  an  ordinary 
human  body,  which  can  be  purchased  at  any 
corner  drug  store  is  only  98c  and  still  the 
surgeon  can  cut  away  a little  tag  here  and  a 
little  tag  there  and  charge  from  $150  to  $500 
for  it  and  still  make  the  patient  think  he  has 
given  a great  a great  bargain. 

Just  what  is  in  the  near  future,  to  even 
make  a wild  or  fantastic  guess,  would  tax  to 
the  limit  the  most  imaginative  fancy. 

With  the  rapid  growth  and  development  of 
the  x-ray  until  you  can  cure  anything  from 
an  ingrowing  toenail  to  a bruised  conscience, 
if  there  be  such  a thing,  and  with  every  im- 
aginable thing  relieved  by  some  form  of  light 
treatment,  with  the  one  possible  exception  of 
the  skeleton  in  the  closet,  in  which  case  the 
light  treatment  is  very  dangerous  to  use.  And 
with  the  rapid  growth  of  the  use  of  electricity 
in  medicine,  we  need  not  be  surprised  to  see 
the  human  machine  almost  entirely  run  by 
electricity,  and  your  after-dinner  speaker 
turned  on  and  off  by  simply  pressing  a but- 
ton. And  I fancy  that  I can  see  from  the  ex- 
pression upon  your  faces  that  you  very  de- 
voutly wish  that  that  day  had  already  come. 

But  seriously  mv  friends  the  practice  of 
medicine  in  its  truest  sense  is  of  all  profes- 
sions with  the  possible  exception  of  the  minis- 
try, the  most  altruistic  and  humanitarian, 
and  the  distribution  of  worldly  honors  the 
most  uneven  and  unjust. 

The  great  military  general  arrayed  in  all 
the  habiliments  of  war,  and  bedecked  in  his 
glittering  uniform  and  mounted  upon  his  gal- 
lant steed  can  lead  the  very  flower  of  young 
manhood  to  an  untimely  and  an  uncalled  for 
death  and  send  his  name  down  through  the 
annals  of  history  as  one  of  the  great,  and  have 
his  last  resting  place  marked  by  some  tower- 
ing monument  of  granite  or  of  bronze;  while 
the  hard  wox-king  and  kind  hearted  phvsician 
who  sacrifices  every  personal  comfort  for  the 
welfare  of  his  patient,  who  saves  life,  and  wdio 
brings  joy  and  happiness  into  the  home,  ah, 
too  often  goes  down  to  the  tongueless  silence 
of  the  dust  unwept,  unhonored,  and  unsung. 

But  I declare  to  you  tonight  when  I think 
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of  the  Napoleons,  the  Caesars  and  the  Alex- 
anders, and  when  1 think  of  the  widows  and 
orphans  they  have  made,  of  the  oceans  of 
tears  and  rivers  of  blood  that  have  been  shed 
for  their  glory,  I feel  that  I had  rather  have 
been  the  most  humble  and  obscure  physician 
in  all  the  land;  living  in  a three-room  cottage, 
with  my  family  about  me,  and  a single  vine 
trailing  above  the  door  and  a few  flowers 
growing  purple  amid  the  amorous  kisses  of 
an  autumn  sun  than  to  have  been  the  most 
distinguished  military  despot  that  ever  raced 
across  a battle  field. 

When  all  is  well  and  the  bloom  of  health 
rests  like  a blushing  rose  upon  the  cheek  of 
every  member  of  the  family,  then  the  doctor 
may  take  his  place  among  men  and  for  the 
time  become  one  of  the  common  herd,  but  when 
sickness  comes,  when  the  clouds  of  despair 
hover  about  the  home,  when  life  itself  hangs 
as  it  were  by  an  invisible  thread  suspended 
from  heaven;  it  is  then  that  the  doctor  cross- 
es the  threshold  of  the  home  as  the  uncrowned 
ambassador  of  good  will  and  becomes  the  phy- 
sician, friend  and  counsellor  of  every  member 
of  the  family. 

And  1 say  to  you  tonight  that  the  life  and 
influence  of  the  true  physician  cannot  be  put 
into  words,  or  coined  into  fine  phrases,  neith- 
er can  it  be  painted  upon  canvass  nor  chisled 
on  stone,  but  it  rather  engraven  upon  the 
hearts  of  those  to  whom  he  administers. 

So  1 say  to  you  my  friends  of  the  medical 
profession,  let’s  continue  to  sow  many  of  the 
seeds  of  human  kindness  and  good  deeds  along 
the  highway  of  life,  so  that  after  awhile 
when  the  frosts  of  many  winters  have  seared 
our  locks  and  our  step  has  become  unsteady 
and  infirm,  when  the  sun  sinks  low  in  the 
western  horizon  and  the  sombre  shadows  fall 
across  our  way,  we  may  then  in  the  very  even- 
ing of  life  go  forth  into  the  garden  of  the 
past  and  gather  unto  ourselves  many  of  the 
beautiful  and  fragrant  flowers  of  memory. 
And  with  these  garlands  of  tender  memories 
entwined  about  our  hearts  we  can  then  walk 
in  peace  and  serenity  down  to  the  end  of  the 
way ; lay  our  hand  into  the  hand  of  that  great 
physician,  our  pilot,  step  into  our  little  bark, 
and  sail  out  into  the  great  ocean  of  eternity. 

That  immortal  Scottish  bard,  Robert  Burns, 
said : 

A man  may  drink  and  not  be  drunk, 

A man  may  fight  and  not  be  slain ; 

A man  may  kiss  a bonnie  lass, 

And,  aye,  be  welcome  back  again. 

And  now  my  friends  1 hope  that  we  may  all 
live  through  the  coming  year,  and  have  a year 
of  much  good  work  and  of  reasonable  pros- 
perity and  at  its  close  around  the  banquet  ta- 
ble of  some  other  other  retiring  president  be 
welcome  back  again. 


THE  TREATMENT  OE  SYPHILLIS.* 
By  13.  W.  Whitfield,  M.  D.,  Harlan. 

The  object  of  this  paper  is  not  to  discuss 
the  diagnosis  of  syphilis  but  to  try  to  present 
in  a very  general  way  the  treatment  of  this 
disease  from  the  general  practitioners  stand- 
point. 

At  best,  the  treatment  of  syphilis  is  unsat- 
isfactory, as  the  disease  and  drugs  are  but  lit- 
tle understood,  and  because  of  the  inconsis- 
tency of  the  patient  in  following  treatment. 

The  treatment  as  outlined  in  many  text 
books  is  inadequate,  and  perusal  of  older  and 
newer  books  will  show  that  experience  of  the 
leading  syphilographers  has  caused  many 
changes  in  their  treatment  from  time  to  time. 
Many  doctors  treat  a man  for  a year  or  two 
and  later  see  healthy  children  born,  and  think 
the  man  is  well,  when  later  cerebral  symptoms 
manifest  themselves. 

in  using  remedies  to  combat  syphilis,  it 
should  be  borne  in  mind  that  whatever  drugs 
are  used  should  be  pushed  to  the  physiological 
limit.  The  drug  should  be  given  in  as  large 
doses  as  the  patient  can  tolerate  without  in- 
terfering with  his  general  health.  Through- 
out the  entire  time  of  administration  of  any 
drugs  to  the  patient,  the  patient  should  be  reg- 
ularly and  carefully  observed  so  that  one  can 
immediately  note  any  signs  of  breakdown  in 
the  general  physical  condition. 

First  of  all,  I think  that  syphilitics  should 
he  told  very  frankly  what  their  disease  is  and 
explain  to  them  the  dangers  of  the  disease. 
Also,  try  to  get  a history  of  the  infection — 
especially  in  a primary  affair — and  try  to 
get  those  of  the  family  or  household  who  are 
likely  to  be  infected  to  present  themselves  for 
examination— and  treatment  if  necessary. 
For  you  can  see  the  fallacy  of  treating  one 
and  leaving  an  untreated  partner  to  reinfect 
the  patient  just  as  soon  as  treatmenl  is  aban- 
doned. 

Treatment  depends  upon  the  kind  of  sy- 
philis that  one  has  to  treat.  We  may  arbi- 
trarily classify  it  as: 

(1)  Very  early  chancre  or  sores  that  are 
under  one  week  old. 

(2)  Sores  that  are  over  one  week  old  with 
spirochete  positive  and  blood  Wassermann 
negative. 

(3)  Sores  that  are  over  two  weeks  old  and 
secondarily  syphilis. 

(4)  Old  and  latent  eases  positive  Wasser- 
mann but  few  or  no  clinical  symptoms. 

(5)  Nervous  syphilis. 

Most  cases  have  primary  lesions  and  sec- 
ondary symptoms,  but  some  cases  of  syphilis 
never  have  primary  lesions.  Some  never  de- 
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velop  secondary  phenomena.  These  second- 
ary symptoms  may  disappear  spontaneously. 

1.  Cases  of  one  week  and  under:  It  is 

thought  that  there  is  a diffusion  of  spiro- 
chetes throughout  the  body  before  the  chancre 
appears,  though  ‘saturation”  is  not  complete 
until  the  secondaries  break  out. 

This  seven  day  limit  is  purely  arbitrary 
because  some  individuals  are  more  resistant 
to  the  infections  thaa  others,  and  the  spiro- 
chetes may  be  more  virulent.  Some  extend 
the  limit  of  this  group  to  fourteen  days. 

These  cases  are  absolutely  and  permanent- 
ly curable  with  small  amount  of  treatment. 
It  is  thought  by  some  that  within  six  hours 
after  administration  of  606  spirochetes  are 
killed  with  two  decigrams  of  the  drug. 

Start  these  cases  oft'  with  the  arsphena- 
mines.  There  are  certain  advantages  of  ars- 
phenamin  over  the  neo-arsphenarnin,  but  on 
the  other  hand  there  are  advantages  neo- 
arsphenamin  has  over  ar.  phenamin  in  that 
there  is  : 

(1)  The  greater  ease  of  preparation. 

(2)  Less  damage  to  tissue.  . 

(3)  Less  toxic. 

For  these  reasons  it  is  recommended  to  the 
general  practitioner  in  preference  to  arsplien- 
amin.  Sulphoarsphenamin  probably  has  a 
great  spirocheticidal  action  as  it  has  a slight- 
ly higher  arsenic  content  than  neo,  but  a lack 
of  experience  with  it  prevents  me  from  recom- 
mending it  except  in  cases  which  are  not  suit- 
able for  intravenous  medication. 

These  are  very  powerful  and  toxic  drugs, 
and  sometimes  irrespective  of  the  size  of  dose 
some  individuals  are  susceptible  to  from  mild 
to  severe  toxic  reactions.  Also,  different  lots 
of  drugs  sometimes  differ  in  reaction. 

Unquestionably,  most  of  the  complications 
laid  at  the  door  of  arsphenamim  are  due  to 
errors  of  technic.  Briefly,  and  in  order  of 
their  frequency  these  errors  are : 

(1)  The  use  of  water  that  contains  saphro- 
phytic  bacteria. 

(2)  Oxidation  of  the  drug. 

(3)  The  question  of  hypo  and  hypertoni- 
city of  solution. 

For  150  pounds  body  weight,  give  4 to  4Vo 
decigrams  of  neo-arsphenamin  as  an  initial 
dose.  But  has  this  a real  curative  action? 
The  original  idea  of  Erlich,  that  with  606  one 
should  be  able  to  produce  a complete  sterili- 
zation of  the  body  is  known  to  be  fallacious. 
Can  this  sterilization  be  obtained  by  increas- 
ing the  number  of  doses  or  by  increasing  the 
size  of  the  doses?  Opinion  on  this  is  divided, 
but  one  point  is  established,  and  that  is,  it 
we  are  going  to  obtain  an  immediate  steriliza- 
tion the  drug  must  be  administered  early  dur- 
ing the  period  of  the  chancre.  With  late  ad- 
ministration the  number  of  cases  immediately 


sterilized  or  radically  cured  decreases  rapidly. 

The  time  of  the  repetition- of  the  dose  is  not 
known,  but  from  five  to  seven  days  is  gener- 
ally admitted  to  be  the  length  of  time  between 
doses.  The  second  and  third  dose  is  six  dec- 
igrams at  weekly  intervals.  Some  are  cured 
at  this  stage,  but  it  is  safer  to  give  the  fourth 
dose  two  weeks  after  the  third  (arsenic  being 
stored  up  in  the  tissue).  The  fifth  dose,  after 
an  interval  of  three  weeks  from  the  fourth 
dose,  and  the  sixth  dose  of  six  decigrams  four 
weeks  later. 

These  cases  are  thought  to  be  cured  with 
this  treatament.  However,  if  one  is  not  sat- 
isfied with  a cure  here,  mercury  may  be  giv- 
en during  the  intervals  of  606  if  the  patient 
is  carefully  watched. 

Group  2:  Cases  over  one  week  old,  but  un- 
der two  weeks  with  positive  spirochetes  but 
negative  Wassermann: 

These  cases  are  probably  not  cured  with 
605  alone,  and  are  best  treated  with  a con- 
tinuous  treatment  of  mercury  and  arsenic. 
Begin  treatment  with  Neo,  and  give  six  doses 
at  weekly  intervals.  On  the  seventh  week  be- 
gin mercury  and  continue  for  four  weeks, 
then  on  the  eleventh  week  use  Neo  again  for 
three  doses  a week  apart.  On  the  fourteenth 
week  another  four  weeks  of  mercury — on  the 
eighteenth  week  Neo  again  for  two  doses, 
twentieth  week  mercury  for  four  doses  and 
on  the  twenty-fourth  week  one  dose  of  Neo. 

Make  blood  and  spinal  Wassermanns  at  the 
end  of  the  course;  if  positive  blood,  treat  as 
latent  syphilis;  if  spinal  fluid  is  positive  treat 
as  neuro  syphilis;  if  both  are  negative  discon- 
tinue treatment,  but  make  Wassermanns 
every  four  months  for  three  years  afterward. 

Group  3:  Covers  cases  with  chancre  two 
weeks  old  or  over,  and  secondary  syphilis. 

These  are  not  cured  with  606  alone  and  will 
show  positive  Wassermanns  after  three  years, 
when  up  to  this  time  they  have  repeatedly 
shown  negative  Wassermanns. 

The  treatment  of  these  cases  is  divided  into 
periods  of  treatment  and  periods  of  rest ; be- 
cause it  is  thought  that  the  spirochete  estab- 
lishes a tolerance  to  the  drug,  and  becomes 
drug  fast  with  continual  treatment. 

The  period  of  treatment  runs  from  4 to  8 
weeks,  and  the  period  of  rest  4 to  6 weeks. 

During  the  treatment  period  you  may  give 
salvarsan  or  mercury,  the  latter  by  needle  or 
by  inunction.  Mercury  by  mouth  is  no  good 
here. 

Todides  should  also  be  given,  but  it  should 
be  remembered  that  their  action  lies  only  in 
allowing  the  drug  to  reach  the  imbeded  spiro- 
chete. Give  the  iodides  during  the  periods  of 
rest  or  if  the  kidneys  are  good  they  may  be 
given  with  the  specific  drug. 

You  may  start  treatment  with  mercury, 
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but  where  it  is  possible  it  is  better  to  start 
with  606,  and  this  is  usually  given  a week 
apart  for  from  six  to  eight  doses.  Isolated 
doses  of  606  now  and  then  are  mentioned 
only  to  be  condemned. 

After  this  battery  of  606  a rest  of  from  six 
to  eight  weeks,  or  as  mentioned  above,  iodides 
may  be  given  during  the  time.  Then  mer- 
cury either  by  needle  or  inunction  is  given  for 
six  to  eight  weeks.  If  by  needle  either  the 
soluble  or  insoluble  salts,  but  the  soluble  salts 
arc  to  be  recommended  as  a weekly  injection 
into  the  buttocks  as  insoluble  salts  soon  drive 
the  patient  from  treatment.  The  soluble  salts 
are  given  from  daily  to  bi-weekly,  depending 
upon  the  mode  of  administration  and  the  phy- 
sical condition  of  the  patient. 

These  periods  of  treatment  with  mercury 
and  rest  are  carried  out  for  six  to  eight 
months  before  another  battery  of  salvarsan 
is  given.  You  will  not  get  results  if  salvarsan 
is  given  weekly  over  a long  period  of  time  as 
the  spirochete  becomes  immune  to  arsenic, 
and  remains  so. 

It  is  not  to  be  forgotten  that  mercury  is  also 
spirocheticidal.  In  fact,  probably  no  case  of 
syphilis  of  this  and  later  stages  is  cured 
without  mercury. 

The  above  outline  is  to  be  kept  up  for  at 
least  two  years.  There  is  no  need  of  taking 
a AVassermann  hoping  for  cure,  for  there  are 
no  cures  before  this  time,  although  of  course 
the  Wassermann  may  be  negative  from  almost 
the  beginning  of  treatment.  This  will  stop 
the  early  secondaries,  but  full  grown  second- 
aries will  require  three  years  of  treatment. 
These  cases  should  have  a round  of  iodides  at 
least  every  third  round  of  treatment. 

Bismuth  is  used  in  the  treatment  of  syphilis 
and  is  thought  to  have  a particular  advantage 
in  the  treatment  of  the  drugs  fast  and  Wasser- 
mann fast  cases,  and  may  be  tried  in  cases 
that  become  Wassermann  fast,  but  lack  of  ex- 
perience prevents  me  from  giving  it  more 
than  a casual  mention.  Probably  time  and 
experience  will  place  it  along  with  arsenic 
and  mercury  in  the  treatment  of  this  disease. 

In  beginning  the  iodides  it  is  probably  best 
to  start  with  five  drops  t.i.d.  increasing  one 
drop  each  day  and  watch  the  patient  for  ill 
effects.  If  none,  on  the  second  round  start 
with  15  to  20  drops  t.i.d.  and  try  to  increase 
to  sixty  drops  t.i.d.  but  do  not  push  high 
dose.  If  not  well  tolerated  get  the  maximum 
dose  that  the  patient  can  take  and  keep  this 
up.  Don’t  be  afraid  of  a few  minor  symp- 
toms but  watch  thyroid  and  heart.  Have  pa- 
tient return  once  a week  for  observation  dur- 
ing this  period. 

Will  all  cases  of  the  above  be  cured  in  three 
years?  No.  Have  Wassermanns  made  at 
four  month  intervals  to  see  if  they  ever  run 


positive.  If  positive  must  continue  treat- 
ment, if  negative  may  later  become  positive. 
If  negative  for  three  years  afterward  (blood 
and  spinal)  you  can  feel  that  a large  percent- 
age of  cases  are  cured. 

Group  4.  Latent  and  old  syphilis : 

We  see  many  of  these  cases  as  gumma  of 
the  liver,  ostitis,  periostitis,  etc.  Treat  these 
cases  as  the  second  group,  but  they  are  much 
more  difficult  to  cure,  and  it  takes  longer  to 
cure — from  four,  five  to  seven  years  of  treat- 
ment. In  many  cases  it  is  probably  better  to 
start  on  a combined  treatment  of  mercury  and 
iodides  before  administering  a course  of  606. 
Particularly  is  this  true  in  cardiovascular  ne- 
phritic cases,  then  arsphenamin  should  follow 
in  small  doses,  and  then  watch  your  patient 
closely  for  ill  effects  of  the  drugs  on  these 
organs  and  especially  for  nephritic  changes. 

In  the  treatment  of  congenital  syphilis  of 
children  the  above  course  may  be  used,  but 
these  little  fellows  often  present  complex 
problems.  Perhaps  here  is  one  place  where 
oral  administration  of  mercury  may  be  used 
with  some  advantage  as  in  the  form  of  mer- 
cury and  chalk  combined  with  Dovers  pow- 
der given  two  to  three  times  daily.  Sulphoars- 
phenamin  is  a valuable  preparation  here  be- 
cause of  its  ease  of  administration. 

V.  Neuro  Syphilis:  Permit  me  here  to 

digress  a little  and  to  briefly  go  into  the  diag- 
nosis of  neuro  syphilis. 

Assuming  that  involvement  of  the  cerebro- 
spinal axis  sometimes  occurs  in  the  first  few 
weeks  and  frequently  within  the  first  year  of 
the  infection  the  value  of  an  early  diagnosis 
of  neuro  syphilis  is  of  paramount  import- 
ance. 

Many  cases  present  definite  svmntoms  to 
the  Neurologist,  which  are  frequently  misin- 
terpreted by  the  general  practitioner,  and 
since  the  only  hope  toward  permanent  relief 
lies  in  early  diagnosis  and  adequate  treat- 
ment, it  is  imperative  that  all  cases  of  early 
syphilis  be  given  the  advantage  of  a spinal 
puncture  and  a neurological  examination  dur- 
ing the  first  year  of  their  infection.  Neuro 
syphilis  is  often  overlooked  by  the  general 
practitioner  because  of  lax  examination  meth- 
ods, and  the  prevalent  belief  that  all  nerve 
involvement  comes  late  in  the  disease.  In 
some  cases,  however,  it  does  take  years  for  de- 
finite pathological  changes  to  take  place  when 
nerve  involvement  is  so  pronounced  that 
we  have  the  so-called  “text-book”  pictures 
of  late  syphilis;  but  unfortunately  the 
patient  must  then  be  classified  as  incurable. 

The  only  practical  method  to  avoid  latent 
syphilis  and  its  sequelae  is  for  the  general 
practitioner  to  regard  each  patient  as  a poten- 
tial neuro-syphilitic  and  by  careful  observa- 
tion, and  frequent  examination  look  for  the 
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early  symptoms  of  cerebro-spinal  syphilis. 
Briefly,  this  means — first,  a diagnostic  spinal 
puncture  irrespective  of  all  blood  Wasser- 
mann  reports.  Long  before  any  clinical  man- 
ifestations may  be  elicited,  pathological 
changes  may  be  present  in  the  spinal  fluid, 
as  increase  cell  count,  positive  globulin,  char- 
acteristic colloidal  gold  curve,  Wassermann 
and  other  indications. 

Those  cases  with  only  a slight  deviation 
from  normal  present  a difficult  problem  for 
diagnosis  and  frequently  tax  the  ability  of 
our  best  consultants.  However,  if  we  are  to 
wait  until  degenerative  changes  have  occur- 
red, it  is  then  impossible  to  give  more  than  a 
palliative  relief. 

Secondly,  we  must  look  for  evidences  such 
as  tremors,  abnormal  pupillary  behaviors, 
changes  in  speech  and  gaits,  evidence  of  psy- 
chosis and  mental  derangement,  deafness  due 
to  auditory  nerve  involvements,  changes  in 
superficial  and  deep  reflexes,  constitutional 
changes  such  as  myocardities,  aortitis,  anae- 
mia, etc.  All  symptoms  which  patients  des- 
cribe as  rheumatism,  neuritis,  headache,  dizzi- 
ness, insomnia,  impotence,  may  mean  lues. 
Pain  in  the  epigastric  region  often  diagnosed 
as  renal  colic  or  gall  stones  may  be  the  gas- 
tric crisis  of  early  tabes. 

The  spinal  puncture  performed  by  one  of 
ordinary  care  is  not  attended  with  great  risk, 
and  should  be  insisted  upon  in  all  cases  of 
early  syphilis.  Without  the  puncture  you  are 
working  in  the  dark  and  no  case  should  be 
dismissed  without  one. 

Bear  in  mind  Osier’s  off  repeated  warning, 
that  syphilis  may  imitate  anything  in  medi- 
cine, and  that  each  and  every  symptom  pre- 
sented by  our  patients  may  be  the  clue  that 
permits  a definite  diagnosis.  Once  the  diag- 
nosis has  been  made,  there  should  be  no  delay 
in  instituting  treatment.  Procrastination 
here  may  spell  irreparable  damage  to  import- 
ant nerve  tissues. 

The  treatment  of  nervous  syphilis  should 
be  left  to  the  man  who  handles  nervous 
syphilis,  but  as  general  practitioners  it  often 
becomes  necessary  to  handle  these  cases. 
There  is  no  plan  suited  for  all  cases  of  neuro 
syphilis.  However,  a complete  record  of  lab- 
oratory data  should  be  kept,  not  only  to  make 
the  diagnosis  more  certain  but  for  comparison 
in  the  future. 

Arsenic  is  a valuable  drug  but  is  much  de- 
bated in  its  use  here,  because  of  its  action  on 
the  nervous  tissue  and  if  used,  he  guided  by 
the  resistance  of  the  patient.  May  begin  with 
a small  dose  and  gradually  increase,  watching 
patient  closely  for  ill  effects. 

Tryparsamid  is  used  in  some  clinics,  but 
is  mentioned  only  to  be  condemned  to  the  gen- 
eral practitioner  unfamiliar  witli  its  use. 


Mercury  is  as  valuable  as  salvarsan  here, 
and  by  inunction  is  probably  better  than  by 
needle.  Many  neurologists  have  adopted  the 
combined  treatment  of  salvarsan  and  mer- 
cury. 

Iodides  are  especially  valuable  in  the  treat- 
ment of  these  cases.  While  admitting  they 
are  low  in  spirocheticidal  power,  one  must 
concede  the  useful  quality  of  iodides  in  caus- 
ing the  absorption  of  inflammatory  products 
resulting  from  microbal  activity. 

It  is  not  advisable  that  the  general  practi- 
tioner undertake  any  form  of  intra-spinous 
treatments.  Saturation  of  the  patient  with 
iodides  and  the  use  of  mercury  and  arsphena- 
min  are  calculated  to  combat  the  symptoms, 
clinically  and  serologically,  of  neuro  syphilis. 
Whatever  plan  of  treatment  is  adopted — and 
you  will  probably  vary  in  each  patient  from 
time  to  time  as  your  judgment  indicates — 
continue  treatment  until  the  spinal  fluid  be- 
comes negative  or  until  the  patient  quits  or 
dies. 

Course  and  progress  of  syphilis:  Syphilis 
may  seem  to  be  cured  then  in  after  years 
break  down  with  cerebro  spinal  symp- 
toms. In  cities  the  percentage  of  infected  in- 
dividuals may  run  from  25  to  40  percent. 

Progress  of  syphilis: 

(1)  Recover?  Very  small  percent. 

(2)  Relapsing  cases.  Sometimes  30  to  40 
years  afterward;  break  out  again. 

(3)  Latent.  Seem  cured  but  die  syphil- 
itic but  not  of  syphilis.  Serological  syphilis. 

(4)  Nervous  syphilis. 

From  the  foregoing  it  may  seem  that  one 
has  to  but  follow  a general  routine  that  I 
have  attempted  to  outline,  but  the  treatment 
of  each  patient  must  be  fitted  to  the  individual 
and  not  the  individual  to  the  treatment.  Some 
patients  need  intensive  treatment,  others  will 
progress  better  if  not  treated  intensively. 
Ohers  things  being  equal,  however,  provided 
the  general  physical  conditions  of  the  patient 
is  good,  over  treatment  is  preferable  to  un- 
der-treatment. 

A Wassermann  should  be  taken  in  every 
case  before  commencing  treatment  and  in  the 
absence  of  positive  Wassermanns  or  positive 
dark  field  examinations,  except  in  instances 
where  the  clinical  picture  is  distinctly  that 
of  syphilis,  no  antisyphilitic  treatment  should 
be  adminstered.  The  treatment  of  non  syphil- 
itic patients  on  suspicion  is  not  justified. 
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BACKACHE* 

By  Joel  E.  Goldthwait,  M.  D.,  Boston,  Mass. 

The  subject  of  the  discussion  which  we  are 
to  have  together  this  afternoon  was  chosen 
since  it  represents  the  most  common  symptom 
for  which  patients  seek  advice  the  understand- 
ing of  which  is  apparently  not  fully  under- 
stood by  the  majority  of  the  members  pf  our 
profession.  By  backache,  as  the  term  is  used 
today,  we  mean  pain  referred  to  the  lower 
part  of  the  back  from  below  the  shoulders 
down  to  the  hips.  Nine-tenths  of  all  the  cases 
of  pain  referred  to  the  spine  or  back  will  be 
referred  to  this  region  and  because  of  that  the 
discussion  is  narrowed  down  to  this  special 
portion  of  our  anatomy. 

In  the  first  place  it  is  apparently  agreed, 
by  all  those  who  have  studied  the  symptoms 
with  much  care,  that,  the  symptoms  cannot  be 
due  very  commonly  to  gynecological  difficul- 
ties, that  they  cannot  be  due  very  commonly 
to  medical  conditions,  that  the  kidney  rarely 
is  responsible  for  symptoms  which  are  refer- 
red to  the  back  although  “kidney  pain”  is 
commonly  an  expression  used  in  these  cases, 
but  that  most  of  their  cases  are  due  in  some 
way  to  mechanical  conditions  which  can  be 
commonly  relieved  if  the  following  features 
are  understood.  The  more  this  type  of  con- 
dition is  studied,  the  more  obvious  it  becomes 
that  most  of  the  cases  are  due  to  mechanical 
causes,  are  not  primarily  inflammatory  and 
are  therefore  commonly  relieved  by  mechani- 
cal measures.  In  order  to  understand  the 
condition  it  is  necessary  at  first  to  appre- 
ciate the  great  variation  in  structure  that  ex- 
ists with  members  of  the  human  family.  The 
slender  type  of  individual  with  the  small  ver- 
tebrae, flexible  spine,  naturally  has  a poten- 
tial of  mechanical  difficulty  that  would  he 
quite  different  from  the  heavy  type  of  indi- 
vidual with  the  large  vertabrae,  with  the  in- 
flexible spine,  while  in  between  there  are  al- 
most endless  variations.  Not.  only  are  there 
the  varying  types  which  can  easily  be  shown 
with  the  x-ray  films,  and  which  it  is  my  priv- 
ilege to  show  you  this  afternoon,  but  the 
structure  of  the  vertebrae  in  the  individual 
ease  varies  so  that  potentials  of  mechanical 
strain  that  are  entirely  different  from  those 
commonly  to  be  expected  are  present.  The 
articular  processes  in  the  lumbar  spine,  ac- 
cording to  the  text  books,  are  supposed  to  be 
crescentic  so  that  the  articular  processes  of  the 
vertebrae  above  should  rest  in  the  crescentic 
articulations  of  the  vertebrae  below,  a true 
mortise  type  of  joint  being  formed.  While 
this  is  true  in  a certain  number  of  individuals, 
nevertheless  it  is  by  no  means  the  common 

*Read  before  tile  Kentucky  State  Medical  Association, 
Frankfort,  September  21,  22,  23,  1926. 


condition,  and  the  variations  that  one  has 
from  this  are  almost  endless.  The  slender 
type  of  individual  commonly  has  the  flat  ar- 
ticular processes,  one  overlying  each  other 
more  as  the  processes  are  shaped  in  the  dor- 
sal spine,  only  the  individual  articular  pro- 
cess is  much  smaller  than  occurs  in  the  dorsal 
spine.  Not  only  this  but  the  articular  pro- 
cesses, if  they  are  crescentic,  or  if  they  are 
flat,  do  not  always  have  the  same  axis.  Eor 
instance,  as  is  shown  by  these  films,  the  cres- 
centic articulations  should  naturally  be  form- 
ed so  that  the  mortise  type  of.  joint  should 
have  a vertical  or  perpendicular  axis.  'This 
naturally  allows  motion  forward  or  back  as 
far  as  the  mortise  is  expected  to  go  without 
difficulty.  With  some  of  these  cases,  as  1 am 
showing  you  here,  the  axis  of  the  joint  is 
oblique  so  that  the  articular  processes  of  the 
vertebrae  above  incline  downward  and  in 
ward,  naturally  locking  into  a similar  wedge- 
shaped  type  of  articulations  below.  This  nat- 
urally limits  extension  of  the  spine  and  makes 
possible  a condition  of  strain  that  is  not  dif- 
ficult to  imagine.  Still  further  in  some  cases 
the  articular  process  on  one  side  is  crescentic, 
o?i  the  other  side  is  flat,  so  that  the  motion  in 
side  bending  is  different.  In  still  other  cases 
the  transverse  process  of  the  last  lumbar 
forms  a true  articulation  with  the  top  of  the 
sacrum,  a condition  which  may  be  present  up- 
on both  sides  or  which  may  be  present  upon 
one  side,  this  not  only  modifying  the  motion 
that  would  be  expected  in  the  low  back  but  in- 
troducing another  joint  or  two  joints  if  the 
condition  is  present  on  both  sides,  not  com- 
monly described  in  the  anatomies  at  all,  but 
a joint  which,  because  of  its  position,  is  lia- 
ble to  strain  under  very  slight  twist  or  injury. 
Another  variation  frequently  seen  is  the  pe- 
culiarity in  the  shape  of  the  spinous  processes, 
some  being  long,  some  being  short,  some  be- 
ing thick  and  some  being  thin,  these,  of  course, 
interfering  with  or  modifying  the  amount  of 
motion  to  be  expected  in  the  spine  in  the  given 
case.  In  connection  with  this  the  shape  of 
the  sacrum  varies  very  gi’eatly.  Some  are 
small  with  very  small  and  loosely  made  artic- 
ulations with  the  ilia.  Others  are  broad  and 
heavy,  with  large  articulations.  With  the 
slender  type  of  individuals,  with  the  small  sac- 
rum,  a common  position  assumed  is  with  flic 
pelvis  tipped  forward  so  that  the  weight  of 
the  body  is  thrown  upon  the  sacrum  when  the 
sacrum  itself  is  much  more  nearly  horizontal 
than  it  should  be.  This  results,  as  one  can 
easily  understand,  in  strain  of  the  small  loose- 
ly attached  sacro-iliac  joints,  with  the  pain  re- 
ferred to  the  leg,  with  interference  with  the 
pelvic  viscera,  etc.,  etc.  With  the  heavy  type 
of  sacrum  and  general  anatomy,  the  strain  of 
the  sacro-iliac  joint  is  very  much  less  com- 
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mon  and,  as  a rule,  great  violence  is  required 
in  producing  it. 

That  which  has  been  stated  thus  far  has  to 
do  with  the  anatomy  and  with  the  symptom  of 
pain  as  it  applies  to  the  low  back  from  the 
midlumbar  region  through  the  pelvis.  When 
analyzed  the  general  locations  of  tenderness  in 
these  eases  will  be  over  the  saero-iliae  joint 
where  the  joint  can  be  palpated  at  the  top  of 
the  great  sciatic  notch.  The  other  over  the 
lumbo-saeral  transverse  point  which  is  over 
the  articular  processes  of  the  last  lumbar  ver- 
tebrae just  inside  and  above  the  posterior  su- 
perior spine  of  the  ilium.  This  latter  posi- 
tion is  probably  the  most  common  point  for 
reference  of  pain  in  all  the  cases. 

The  next  common  point  of  reference  of 
pain  and  tenderness  is  in  the  upper  lumbar 
region  at  the  side  of  the  spine,  in  the  loin,  the 
so-called  “kidney”  pain.  This  is  commonly 
referred  to  the  region  at  the  side  of  the  spine 
over  the  tip  of  the  transverse  process  of  the 
first  lumbar  vertebrae  or  over  the  last  rib,  the 
pain  in  these  cases  being  commonly  due  to  the 
sagging  of  the  ribs  so  that  they  rest  upon  or 
are  caught  over  the  tip  of  the  transverse  pro- 
cess of  the  first  lumbar,  with  the  resulting 
pinching  of  the  intercostal  nerve.  The  pain  in 
these  cases  varies  from  slight  aching  to  most 
intense,  acute  suffering  and  which  in  many 
cases  is  thought  to  be  due  to  a renal  calculus. 
The  fact  that  these  patients  are  relieved  so 
easily  by  proper  mechanical  measures  which, 
of  course,  are  applied  with  the  purpose  of 
lifting  the  ribs  away  from  the  transverse  pro- 
cess and  the  fact  that  the  patients  themselves 
have  usually  found  positions  of  comfort  when 
lying  down,  makes  it  quite  obvious  that  these 
eases  have  practically  nothing  to  do  with  the 
kidney  function  and  are  purely  local  mechan- 
ical conditions. 

To  understand  this  type  of  case,  the  varia- 
tions in  the  anatomy  must  also  be  studied  be- 
cause not  only  do  the  transverse  processes  at 
the  firt  lumbar  vary  very  much  in  their  length 
and  general  shape,  but  at  times  there  are  rud- 
imentary ribs  on  the  last  thoracic  vertebrae 
or  the  ribs  at  other  times  are  very  long,  they 
may  be  short  on  one  side,  long  on  the  other, 
they  may  droop  more  upon  one  side  than  the 
other,  so  that  the  differences  in  the  anatomy 
in  this  region  carry  with  them  a greater  po- 
tential of  symptoms  than  perhaps  occurs  in 
the  low  back.  In  all  of  these  cases  once  the 
attempt  to  explain  the  condition  is  approach- 
ed with  the  idea  of  the  anatomy  first  and  then 
will  take  understanding  of  the  mechanics  of 
that  part  of  the  body,  most  of  the  cases  be- 
come understandable  and  relief  is  possible  as 
a rule,  without  drugs,  with  ultimate  slight,  if 


any,  difficulty  once  the  body  is  properly  ad- 
justed so  that  its  special  structure  can  be 
used  without  harmful  strain. 

Remember  that  the  special  manipulations 
which  are  so  frequently  carried  out  many 
times  relieve  the  symptoms  but  rarely  do  they 
cure  because  they  have  not  really  corrected 
the  faulty  mechanics  but  simply  temporarily 
relieved  the  condition.  The  same  is  true  with 
drugs,  the  pain  may  be  relieved  or  smothered 
by  a drug  but  the  real  cure  is  not  to  be  ex- 
pected until  the  parts  of  the  body  are  so  used 
that  the  full  range  of  motion  is  possible  with- 
out mechanical  interference. 

In  all  cases  of  pain  referred  to  the  low 
back,  it  must  be  remembered  that  while  the 
purely  mechanical  features  are  responsible 
for  the  symptoms  in  most  of  the  eases  that, 
nevertheless,  if  a faulty  use  of  the  part  is  kepi 
up  for  a long  time,  weakness  of  the  joints 
with  ultimate  true  arthritic  changes  inevita- 
bly results  and  requires  such  treatment  as  an 
arthritic  condition  would  be  expected  to  re- 
ceive, but  even  in  these  cases  the  correction  of 
the  faulty  mechanics  that  made  the  arthritic 
condition  possible,  must  naturally  be  accom- 
plished first.  With  such  a general  under- 
standing of  the  method  of  study  of  such  cases, 
the  majority  of  the  patients  as  they  come  to 
you  complaining  of  backache,  will  be  easy  to 
relieve  and  are  capable  of  ultimate  cure  if  you 
realize  that  not  only  must  the  local  condition 
be  treated  but  the  body  ultimately  developed 
so  that  it  will  be  used  splendidly  erect,  with 
the  muscles  in  proper  balance  and  not  with 
the  body  relaxed  and  sagged  as  is  almost  al- 
ways present  in  these  casese.  The  treatment 
of  backache,  if  these  general  features  are  un- 
derstood, becomes  the  easiest  and  simpliest 
thing  imaginable  and  when  the  profession,  as 
a whole,  realizes  this,  the  regular  profession 
will  be  made  more  and  more  responsible  for 
all  that  is  involved  in  this  type  of  case.  The 
special  anatomy,  or  the  structure  of  the  indi- 
vidual, should  be  determined  first.  The  spec- 
ial function,  or  the  physiology,  that  should  be 
expected  with  that  particular  individual, 
should  be  considered  next  and  with  these  two 
elements  ultimate  health  and  well-being 
should  be  the  expected  prognosis  in  almost  all 
of  these  cases. 
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ABSCESS  ABOUT  THE  RECTUM.* 

By  H.  A.  Gilliam,  M.  D.,  Bardwell. 

To  quote  fiom  Mummery:  “Abscesses  in 
the  peri-anal  region  are  not  at  all  uncommon 
and  may  occur  in  a great  variety  of  forms, 
and  as  the  result  of  many  different  condi- 
tions. Except  in  relation  to  their  situation, 
they  differ  in  no  important  particular  from 
abscesses  in  other  situations.  They  are  chief- 
ly of  importance  because  they  very  frequent- 
ly result  in  the  formation  of  fistula.” 

As  to  bacteriology : a great  variety  of  or- 
ganisms are  usually  found.  Staphylococci 
probably  plays  the  most  important  role  and  is 
probably  the  variety  most  constantly  present; 
although  the  colon  bacillus  is  found  nearly, 
as  often,  it  is  very  likely  secondary  in  most 
eases ; it  is  practically  always  present  in  the 
colon,  and  is  discharged  in  great  numbers 
with  the  feces.  Consequently,  the  peri-anal 
region  is  contaminated  by  their  presence  at 
nearly  all  times.  Therefore  they  are  always 
on  hand,  and  ready  to  mix  things  on  any  oc- 
casion. A great  variety  of  other  germs  may 
be  found  in  abscesses  of  this  region,  and  real- 
ly it  is  impossible  many  times  to  designate  the 
etiologic  organism.  The  gas  bacillus  may  be 
present,  and  by  the  escape  of  gas,  lead  one 
to  suspect  a communication  with  the  bowel, 
when  in  fact  it  does  not  exist.  When  the  or- 
ganisms of  tuberculosis  are  found,  their  pres- 
ence can  vei’y  often  be  explained  by  a focus 
in  some  other  part  of  the  body.  As  to  the  per- 
centage of  abscesses  in  the  perianal  region 
that  are  primarily  tuberculous,  is  at  present 
an  unsettled  question — good  men  holding  to 
each  extreme.  Anyhow,  it  seems  to  me  that 
there  must  he  a larger  percentage  primarily 
tuberculous,  than  is  conceded  by  some  author- 
ities. 

As  already  stated,  abscesses  in  this  region 
are  vei’y  prone  to  result  in  the  formation  of 
fistulae.  It  is  claimed  by  many  very  good 
authorities  that  sixty  to  eighty  percent  of  all 
fistulae  are  tuberculous,  as  can  be  proven  by 
biopsy.  Stewart  of  New  York  thinks  that 
between  sixty  and  seventy  percent  are  tuber- 
culous. Howard  thinks  that  about  seventy- 
five  percent  of  them  are  tuberculous.  Now  if 
this  be  true,  it  proves  that  a large  percentage 
of  abscesses  in  the  peri-anal  region  are  either 
primarily  tuberculous,  or  become  so  second- 
arily. 1 do  not  think  this  high  percentage 
will  hold  good  for  all  sections  of  the  country, 
because  we  have  some  good  men  who  think  not 
more  than  ten  percent  may  be  tuberculous. 

T do  not  think  that  patients  who  show  quite 
unmistakable  signs  of  tuberculosis  are  any 
more  apt  to  have  abscesses  in  the  peri-anal 


region  than  those  who  do  not  show  any  signs 
of  tuberculosis.  There  is  a class  who  show  a 
greater  tendency,  and  this  will  be  found  true 
of  the  diabetic  and  of  the  nephritic.  The 
urine  of  all  patients  who  show  tendency  to  ab- 
scess in  this  region  or  anywhere  else,  should 
be  examined  in  order  to  exclude  the  presence 
of  diabetes  or  nephritis. 

The  cause  of  abscesses  in  this  region,  is 
nearly  always  due  to  an  abrasion  or  break 
in  the  continuity  of  the  skin  or  mucous  mem- 
brane, thereby  letting  in  organisms  which  are 
always  present,  and  ready  to  invade  the  tis- 
sues. Abrasions  may  be  caused  by  numerous 
things  or  conditions,  such  as  seeds  fish-bones, 
or  any  hard  sharp  substance  passing  with  the 
feces.  Fissures  and  hemorrhoids  are  prone 
to  cause  abscesses.  Abscesses  sometimes  fol- 
low as  the  result  of  operations  about  the  rec- 
tum. This  part  of  the  human  anatomy  seems 
to  enjoy  a certain  amount  of  immunity  to  in- 
fection, over  any  other;  otherwise  it  would 
be  truly  dangerous  to  do  any  sort  of  work  in 
this  region.  This,  however,  is  no  excuse  why 
one  should  not  practice  asepsis  in  this  region, 
the  same  as  if  he  were  doing  an  abdominal  sec- 
tion. 

Abscesses  may  be  classed  as  to  the  part  or 
region  affected : thus ; we  have  abscesses  of 
the  skin,  which  differ  in  no  respect  from  ab- 
scesses of  the  skin  anywhere.  These  are  call- 
ed cutaneous  abscesses.  They  may  be  very 
small,  or  large,  or  partake  of  the  nature  of 
carbuncles,  when  several  small  ones  coalesce. 
Their  cause  may  be  due  to  irritating  dis- 
charges from  the  anus,  or  vagina,  or  to  un- 
cleanliness,  friction,  sweating,  etc.  Their 
treatment  is  boric  acid  lotions,  ammoniated 
mercury  ointment,  and  incision.  On  this  type, 
autogenous  or  stock  vaccine  seems  to  have 
some  influence.  Tonics,  of  course,  should  be 
given  in  this  type,  as  well  as  in  all  others. 

Then  we  have  subcutaneous  abscesses,  which 
is  the  type  most  often  encountered.  They  ap- 
pear beneath  the  skin  around  the  margin  of 
the  anus,  and  may  burrow  in  any  direction. 
This  is  the  type  that  is  responsible  for  the 
greater  number  of  fistulae.  Its  cause  is  much 
the  same  as  encountered  for  cutaneous  ab- 
scesses, plus  a possible  extension  through  the 
lymphatics  from  source  in  this  region,  or  more 
or  less  remote.  They  may  develop  very  rap- 
idly, and  pus  may  form  within  twenty-four 
to  forty-eight  hours  from  time  of  onset. 
Symptoms  may  be  very  slight,  or  severe,  with 
fever,  chills,  aching,  and  severe  pains  about 
the  rectum  or  sacrum,  radiating  to  the  blad- 
der and  urethra  interfering  with  urination, 
or  extending  into  the  hips  and  down  the 
thighs.  This  last  symptom  is  more  especial- 
ly marked  if  the  abscess  has  burrowed  up  to- 
ward the  bowel  and  beneath  the  mucous  mem- 
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brane.  The  patient  will  assume  a character- 
istic attitude  when  he  sits  down,  usually  sit- 
tin”-  on  Ihe  edge  of  the  chair,  or  throwing  him- 
self over  on  the  well  hip,  elevating  the  pelvis 
on  the  affected  side.  Inspection  may  show 
nothing;  anal  region  looking  normal  or  nearly 
so;  or  you  may  see  a reddened  swelling  lo- 
cated on  one  or  the  other  side  of  posterior 
commissure,  or  possibly  the  anterior,  though 
they  are  most  usually  near  the  former.  They 
are  very  tender;  so  much  so,  that  digital  ex- 
amination per  rectum  is  difficult.  If  you  suc- 
ceed in  getting  a eotted  finger  in  1 lie  rectum, 
you  will  feel  a rounded,  indurated,  or  doughy 
swelling  beneath  the  mucous  membrane,  which 
can  be  grasped  between  the  internal  finger 
and  the  thumb  outside.  Its  side  and  extent 
can  often  be  determined  only  in  this  man- 
ner. On  account  of  the  intense  pain,  you 
may  have  to  give  your  patient  a little  gas, 
or  light  anesthesia,  and  at  the  same  time  take 
care  of  any  operative  procedure  necessary. 
Abscesses  of  this  type  may  best  be  taken  care 
of  under  local  anesthesia;  making  a free 
opening,  trimming  away  the  margins  of  skin, 
swabbing  with  pure  phenol,  and  then  iodine, 
and  putting  in  a light  gauze  drain  to  keep 
margins  of  skin  separated.  All  communicat- 
ing pockets  must  be  broken  down,  and  cavi- 
ties converted  into  one.  Subsequent  treat- 
ment consists  in  antiseptic  irrigation  with  oc- 
casional stimulating  application  if  healing  is 
sluggish. 

There  is  another  type  that  develops  within 
the  anal  canal  or  rectum  just  beneath  the 
submucosa.  Its  cause  is  much  the  same  as 
enumerated  for  the  subcutaneous  type. , 
Germs  entering  through  the  mucosa  as  the  re- 
sult of  trauma  by  some  foreign  abrasive  ma- 
terial, or  by  operations,  or  careless  or  awk- 
ward insertion  of  syringe  nozzles,  or  possibly 
through  areas  of  ulceration.  As  a result,  ex- 
tension through  the  lymphatics  may  also  hap- 
pen. Their  location  may  be  anywhere  within 
the  rectum,  and  when  located  anteriorly,  ser- 
iously interfere  with  urination,  catheteriza- 
tion at  times  being  necessary.  Symptoms  may 
develop  quite  suddenly,  with  fever,  chills, 
aching  and  throbbing  about  the  rectum.  Pain 
may  be  quite  severe  and  will  be  especially  so, 
if  more  or  less  within  the  grasp  of  the  sphinc- 
ters. 

Diagnosis  is  usually  easy,  the  abscess  be- 
ing felt  by  the  well  lubricated  index  finger 
gently  inserted  in  the  rectum  and  swept 
around  its  walls.  The  abscess  will  be  felt  as 
a smooth  rounded  mass,  more  or  less  indur- 
ated, or  doughy  and  soft,  perhaps  fluctuat- 
ing; depending  on  the  duration  of  the  pro- 
cess. When  located  anteriorly,  in  the  region 
of  the  prostate,  it  may  be  difficult  to  diffei'- 
entiate  from  abscess  of  this  gland.  Inspec- 


tion of  the  anal  canal  and  rectum  through  the 
anoscope  will  aid  materially  in  diagnosis. 

These  abscesses  may  burrow,  or  extend  to 
subcutaneous  tissues  near  or  beyond  the  anus, 
forming  a submuco-cutaneous  abscess,  finally 
resulting  in  a complete  fistula.  The  sub- 
mucous variety  often  results  in  blind  intern- 
al fistula  when  allowed  to  open  spontaneous- 
ly. 

Treatment  of  this  type,  consists  in  free  in- 
cision, extending  down  through  the  lower 
margin,  swabbing  with  phenol  and  mercuro- 
chrome  and  packing  with  strip  of  iodoform 
gauze,  which  is  allowed  to  extend  through 
anus.  This  is  to  be  done  under  local  or  gen- 
eral anesthesia,  under  strictly  aseptic  sur- 
roundings. If  local  is  used,  the  sphincter  is 
anestheticized  to  relaxation  with  1-2  percent 
novocain,  or  1-8  percent  butyn.  A Sims  or 
bivalve  speculum  is  then  inserted  and  anes- 
thetic solution  fnjected  along  line  of  incision. 
After  waiting  about  two  or  three  minutes,  the 
abscess  may  then  be  opened  without  pain.  Af- 
ter care  consists  in  irrigations  with  saline  or 
Dakin’s  solution,  1-4  of  one  percent,  and  lo- 
cal applications  at  the  same  time  preventing 
• bridging  over  before  healing  at  the  bottom. 
Patient  is  allowed  up,  to  promote  better  di’ain- 
age. 

One  of  the  most  serious  types  of  abscess 
that  forms  in  this  region  is  a type  called 
ischio-rectal  abscess.  It  forms  in  the  ischio- 
rectal fossa,  which  is  bounded  above  by  the 
levators,  and  below  by  the  obturator  fascia 
which  cover  the  internal  obturator  muscle. 
Abscesses  forming  here  on  one  side,  may  ex- 
tend around  and  behind  or  to  opposite  side 
of  the  rectum.  They  often  attain  immense 
proportions.  One  which  came  under  my  care 
very  recently,  contained  over  a pint  of  pus. 
They  usually  form  rapidly,  but  may  be  weeks 
or  months  in  developing,  as  did  the  one  in 
the  case  just  referred  to.  It  showed  its  first 
definite  symptom  in  October,  1925.  The  pa- 
tient came  under  my  care  the  last  of  March, 
this  year.  There  had  been  no  discharge  of 
pus  at  any  time.  The  patient’s  main  symp- 
tom being  pain  in  sacrum  and  right  hip, 
slight  fever,  general  aching  at  times.  Con- 
stipation was  marked.  There  had  not  been 
much  loss  of  weight.  When  patient  sat  down, 
she  sat  on  the  left  hip  and  on  the  edge  of  the 
chair,  assuming  the  characteristic  sitting  pos- 
ture which  is  common  to  all  abscesses  in  this 
region.  In  general,  the  subjective  symptoms 
in  this  case  were  very  mild,  and  from  the 
standpoint  of  duration,  Avere  rather  mislead- 
ing. Inspection  of  the  peri-anal  region  show- 
ed nothing  except  that  the  right  buttock  was 
somewhat  larger  than  the  left,  and  a little 
more  dusky.  Digital  examination  was  not  es- 
pecially painful.  A boggy  mass  bulging  into 
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the  rectum  and  extending  higher  than  my 
finger  could  reach,  mostly  on  the  l’ight  side, 
but  extending  around  to  the  left,  could  be 
easily  made  out. 

I operated  on  this  patient  under  general 
anesthesia,  making  a free  incision  a little  to 
right  of  posterior  commissure,  trimming 
away  the  margins  of  the  skin,  so  as  to  prevent 
early  closure,  swabbed  the  cavity  with  pure 
phenol,  followed  with  iodine,  and  inserted  a 
light  drain.  It  has  taken  many  weeks  for 
this  cavity  to  fill  in.  At  the  present  writing 
there  is  a small  channel  3-1  inches  deep  which 
may  require  a little  more  operative  procedure 
before  it  finally  closes.  But  as  it  is  slowly 
growing  smaller  I think  I will  let  it  alone  for 
a while  yet.  Whether  it  is  tuberculous  or  not, 
I am  unable  to  say ; I am  a little  inclined  to 
the  belief  that  it  is,  though  there  is  no  evi- 
dence of  the  fact  elsewhere. 

Usually  the  symptoms  ar<*  marked  and 
acute,  with  all  signs  of  sepsis.  Pain  will  be 
severe  in  the  sacrum  and  may  extend  down 
the  thigh  to  the  foot.  Diagnosis  is  made  by 
inspection,  which  usually  shows  swelling  and 
discoloration  by  palpation  and  by  digital  ex- 
amination per  rectum,  by  which  means  you 
will  be  able  to  outline  a boggy  or  doughy 
mass  bulging  against  the  rectum  on  one  side 
or  the  other.  If  of  long  standing  it  may  ex- 
tend around  the  rectum  on  both  sides  and 
back. 

Treatment  of  this  type  is  very  much  the 
same  as  for  the  others:  that  is,  early  and  free 
incision  with  trimming  away  of  skin  mar- 
gins, and  insertion  of  light  gauze  drains.  Ir- 
rigation with  saline  or  mild  antiseptics  should 
be  done  daily,  in  order  to  promote  healing,  and 
for  cleansing  effect.  Wounds  in  this  region 
are  prone  to  deyelop  putrid  odors  unless  care- 
fully cleansed  daily. 

It  takes  many  weeks,  and  sometimes  months 
for  a large  ischio-rectal  abscess  to  heal.  The 
patient’s  vitality  may  become  seriously  im- 
paired. It  is  much  better  that  free  incision 
be  made  early,  even  though  no  pus  be  evac- 
uated, than  to  wait  for  fluctuation.  By  the 
time  you  are  able  to  detect  fluctuation  there 
has  been  burrowing,  and  channels  formed, 
with  destruction  of  tissue  that  will  take  a long 
time  to  heal. 

It  is  claimed  by  some  that  it  is  better  to  do 
a radical  operation  for  abscess  in  the  peri- 
anal region  at  the  first  sitting:  that  is,  do  a 
complete  radical  operation  for  fistula  at  the 
time  you  take  care  of  the  abscess.  In  cer- 
tain cases,  this  might  be  indicated,  especially 
where  time  is  all  important ; otherwise  I think 
it  wise  to  open  the  abscess,  get  it  to  heal  if 
you  can,  or  as  much  as  you  can,  and  then  if 
fistula  forms,  do  radical  fistula  operation  at 
a later  date.  There  will  be  less  mutilation, 
and  less  danger  of  destroying  the  function  of 


the  sphincters.  I think  it  better  to  be  con- 
servative in  all  work  about  the  rectum.  It  is 
a very  much  neglected  and  abused  part  of  the 
human  anatomy.  Treatment  of  diseases  of 
the  rectum  is  no  more  distasteful  than  of 
some  of  the  other  orifices  of  the  human  body. 
If  one  will  only  give  it  the  time  and  thought 
due  it,  he  will  find  the  treatment  of  rectal 
diseases  very  interesting,  as  well  as  enlight- 
ening. 


BOOK  REVIEWS 

A MANUAL  OF  PHARMACOLOGY  AND  ITS 
APPLICATION  TO  THERAPEUTICS  & TOX- 
ICOLOGY. By  Thorald  Sollmann,  M.  D.,  Pro- 
fessor of  Pharmacology  and  Materia  Medica  in 
the  School  of  Medicine  of  Western  Reserve  Uni- 
versity, Cleveland.  Third  Edition;  entirely  re- 
set. 1184  pages.  Philadelphia  and  London; 
W.  B.  Saunders  Company,  1926.  Cloth,  $7.50 
net. 

The  book  has  been  reset  from  cover  to  cover. 
It.  had  to  be!  First,  there  was  the  new  revision 
of  the  United  States  Pharmacopeia.  This  neces- 
sitated a thorough  review  of  the  preparations, 
making  them  conform  to  the  new  standard  and 
changing  the  nomenclature  and  spelling  accord- 
ingly. 

Then,  the  accelerated  pace  of  pharmacologic 
investigation  has  brought  into  therapeutics  many 
essentially  new  drugs,  such  as  insulin,  ethylene, 
parathyroid  hormone.  In  many  subjects,  such  as 
the  autonomic  system,  chemotherapy,  lead  pois- 
oning, etc.,  new  conceptions  have  come  forward. 
All  these  changes  necessitated  a virtual  rewrit- 
ing of  the  entire  book. 

As  the  work  is  planned  to  be  of  use  in  clini- 
cal medicine,  that  information  which  has  a dir- 
ect bearing  on  the  practice  of  medicine  has  been 
put  in  the  larger  size  sype,  while  data  of  less 
frequent  use  has  been  relegated  to  a smaller-size 
type. 

The  bibliography  remains  a distinct  feature 
of  this  book.  It  has  been  revised  and  some  1200 
new  titles  added.  In  the  Appendix  will  be  found 
a check  list  for  the  study  of  important  prepara- 
tions and  a tabulation  of  average  doses. 


PRACTICAL  MATERIA  MEDICA  AND 
PRESCRIPTION  WRITING,  with  Illustrations. 
By  Oscar  W.  Bethea,  M.  D.,  Ph.  G.,  F.  C.  S., 
Professor  of  Clinical  Therapeutics,  T u 1 a n e 
School  of  Medicine  Chief  of  Medical  Staff 
Southern  Baptist  Hospital  (New  Orleans). 

Fourth  Revised  Edition.  F.  A.  Davis  Com- 
pany, Publishers.  Price  $4.50. 

In  the  Fourth  Edition  this  work  has  been 
made  to  conform  to  that  of  the  U.  S.  P.  X.  This 
has  necessitated  the  addition  of  much  new  ma- 
terial and  many  changes  have  ben  made  in  mat- 
ter relating  to  drugs  which  were  formerly  in- 
cluded. 


June,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


29 


WOMAN’S  AUXILIARY  NOTES 

WHITLEY  COUNTY 

The  Woman’s  Auxiliary,  Whitley  County  Med. 
ical  Society,  met  in  regular  session  at  Corbin, 
Friday  evening,  March  11,  at  7:30  p.  m.,  at  the 
Carnegie  Library,  several  members  being  pres- 
ent. 

Mrs.  B.  J.  Edwards  read  a paper  on  “The 
Diet  for  School  Children”  which  was  very  help- 
ful and  interesting. 

The  prize,  a beautiful  hand-made  apron,  of- 
fered for  the  most  suitable  slogan  for  our  or- 
ganization, was  awarded  Mrs.  J.  H.  Parker.  The 
slogan  is  “Let  us  not  live  for  self,  but  for  ser- 
vice.” 

We  now  have  seventeen  members. 

Our  next  meeting  will  be  April  8,  and  our  pro- 
gram committee  has  a wonderful  play  in  store 
for  us,  a health  play  given  by  one  of  our  Third 
grade  teachers  and  pupils. 

MRS.  L.  L.  TERRELL,  Secretary. 


OLDHAM  COUNTY 

The  second  meeting  of  the  Woman’s  Auxil- 
iary, Oldham  County  Medical  Society,  was  held 
Monday  evening,  April  4,  at  the  home  of  Dr. 
II.  B.  Blaydes  and  Mrs.  Blaydes  in  La  Grange. 

A splendid  meeting  and  a happy  evening  was 
enjoyed  by  all  those  present.  It  was  decided  to 
hold  the  meetings  every  three  months. 

MRS.  J.  W.  SAMS,  President. 


Is  there  a copy  of  the  current  issue  of  Hygeia 
on  your  Doctor’s  desk? 


JEFFERSON  COUNTY 

The  Woman’s  Auxiliary  of  the  Jefferson  Coun- 
ty Medical  Society  held  their  luncheon  meeting 
at  the  Brown  Hotel  on  May  2.  A delightful 
musical  program  was  rendered  by  Mrs.  P.  M. 
Brooks,  Mrs.  H.  E.  Sanders  and  Mrs.  Walter  F. 
Jacob.  The  singing  and  whistling  made  us  feel 
that  spring  had  burst  forth  in  all  its  glory  A 
most  interesting  address  was  made  by  Mrs.  W. 
P.  Steenkamp  of  Capetown,  South  Africa.  Her 
subject  was  “Some  of  the  Experiences  of  a Doc- 
tor’s Wife  in  South  Africa. 

Mrs.  Irvin  Abell  gave  a report  on  membership 
taken  from  her  records  as  Treasurer  of  the  Wo- 
man’s Auxiliary  of  the  American  Medical  Asso- 
ciation. 

We  felt  very  much  honored  in  having  with  us 
Mrs.  J.  N.  McCormack  and  Mrs.  W.  0.  Bailey, 
whose  husbands  were  pioneers  in  the  medical 
work  in  Kentucky.  These  men  have  passed  on 
to  their  reward,  but  the  services  they  rendered 
will  never  be  forgotten  and  they  will  ever  live 
in  the  hearts  of  Kentuckians  and  on  the  pages 
of  our  history. 


The  program  was  concluded  with  a summary 
of  the  work  and  accomplishments  of  the  Jeffer- 
son County  Auxiliary  since  the  organization  in 
September,  1926.  The  Secretary-Treasurer  re- 
ported a paid-up  membership  of  eighty-three  and 
a balance  in  the  treasury  of  $209.40. 

Our  September  meeting  will  be  a business 
meeting  at  the  Public  Library.  The  most  im- 
portant business  will  be  the  election  of  officers. 
Mrs.  George  Henden  was  appointed  Chairman 
of  the  Nominating  Committee. 

Everyone  enjoyed  the  delicious  luncheon  and 
voted  the  program  most  enjoyable  and  profita- 
ble. 

LORA  LEE  BATES,  President. 
(Mrs.  S.  W.  Bates) 


MEMBERSHIP 

Have  you  mailed  the  return  postal  sent  you 
with  Mrs.  Robert  L.  Woodard’s  letter  dated  April 
15?  If  not,  please  answer  the  questions  con- 
tained thereon  and  mail  it  today. 

From  these  returns,  the  State  Auxiliary  will 
complete  its  mailing  list  and  we  want  to  include 
you  as  one  of  the  women  of  the  profession  in 
Kentucky  whether  you  are  a member  of  the 
Auxiliary,  or  not. 


THE  FLOOD 

Our  sympathy  is  with  the  sufferers  of  the 
Mississippi  Valley  disaster.  All  over  the  State, 
men  and  women  have  given  their  time,  money, 
energy  and  material  comforts  to  the  thousands 
made  homeless  in  an  effort  to  brighten  their  lot 
during  this  trying  ordeal. 

The  physicians  and  their  wives  living  in  the 
flood  area  have  nobly  responded  to  the  call  for 
help,  freely  giving  themselves  and  their  sub- 
stance. 

A report  from  Marshall  County,  where  the 
water  was  high,  roads  impassable  and  bridges 
out,  states  that  the  Medical  Society  and  the  Wo- 
man’s Auxiliary  have  worked  in  close  harmony. 
With  the  aid  of  residents  from  all  over  the 
country,  they  have  turned  over  to  the  Red  Cross 
Flood  Fund,  $636.75  in  money  besides  clothing 
and  supplies.  Thirty-two  burlap  bags  filled  with 
clothes  and  four  boxes  filled  with  canned  fruits 
and  jellies  were  sent  from  the  Benton  County 
Court  House,  where  everybody  worked  with  a 
will.  Mrs.  Stilley  reported  that,  “although  the 
appeal  said  ‘Do  not  send  supplies — they  perish 
enroute,’  we  just  had  to  send  some  sweets  for  a 
sandwich  for  those  poor,  little,  hungry  children.” 
And  the  physicians?  They  gave  themselves  in 
service,  unmindful  of  their  own  need  for  sleep 
or  food,  responding  generously  to  the  urgent 
call  of  men,  women  and  children  caught  in  the 
throes  of  this  great  calamity. 
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Laurel  The  Laurel  County  Medical  Society 
met  on  December  12,  1926,  and  elected  the  fol- 
lowing officers  for  the  year  1927: 

H.  V.  Pennington,  President;  William  Johnson, 
Vice  President;  G.  S.  Brock,  Delegate;  Oscar  D. 
Brock,  Secretary. 

OSCAR  D.  BROCK,  Secretary. 

Franklin:  The  regular  monthly  meeting  of 

the  Franklin  County  Medical  Society  was  held 
Thursday,  February  3rd,  at  12  M.,  at  the  Capi- 
tol hotel  with  the  new  president,  Dr.  F.  M.  Trav- 
is, presiding  and  the  following  present:  Doctors 
Patterson,  Ginn,  Youmans,  Minish,  Budd,  C.  T. 
Coleman,  Coblin,  Heilman,  Mastin. 

A very  profitable  hour  was  spent  in  trans- 
acting business  and  discussion  of  clinical  cases. 

Dinner  followed  the  business  meeting.  Ad- 
journed to  meet  first  Thursday  in  March. 

F.  W.  MASTIN,  Secretary. 

Third  District:  The  first  meeting  of  the  Third 

District  Medical  Society  for  1927  met  in  the 
City  Hall,  Bowling  Green,  Ky.  on  April  27,  with 
Dr.  C.  W.  Simmons  in  the  chair  and  the  follow- 
ing doctors  present:  Doctors  Simmons,  Burrow, 
Fitch,  Felts,  Virgil  E.  Simpson,  Louisville;  Bel- 
cher, Lewis,  Neel,  Hibbitt,  Louisville;  Howard, 
Turner,  Cherry,  C.  E.  Francis,  Cooke,  M.  M. 
Moss,  London,  Souther,  Newman,  Donnelly, 
Rutherford,  Singleton,  E.  J.  Keen,  Crittenden, 
Strother,  Adair  McReynolds,  Grubbs,  Meredith, 
Byrne,  E.  W.  Stone,  Blackburn,  Rau,  Reardon, 
Hinton,  Witt,  Cartwright,  Martin,  J.  B.  Helm, 
R.  C.  Moss  and  Rothert. 

Dr.  F.  D.  Reardon  and  Dr.  Simpson  reported 
a case  of  puneumonitis  of  streptococcic  origin. 
Dr.  W.  C.  Simmons  reported  a personal  case  of 
tick  and  his  experience  in  having  the  alcohol  in- 
jection of  the  nerve  with  the  fluid  invading  the 
ganglion. 

In  the  election  of  officers,  H.  M.  Meredith, 
Scottsville,  was  made  President;  Logan  Felts, 
Russellville,  Vice-President,  and  J.  H.  Black- 
burn, Bowling  Green,  Secretary. 

Virgil  E.  Simpson,  Louisville,  read  a paper 
on  “Peptic  Ulcer  Symptoms  in  Non-Ulcer  Cases.” 
H.  M.  Meredith,  Scottsville,  then  read  a paper 
on  the  “Treatment  of  Gastric  and  Doudenal  Ul- 
cers.” 

Luncheon  was  held  at  the  noon  hour  at  the 
Helm  Hotel. 

Hon.  John  B.  Rodes,  Bowling  Green,  gave  a 
talk  on  “The  Doctor  in  Court,”  C.  W.  Hibbitt, 
Louisville,  read  a paper  on  “Salpingitis,”  and  C. 
C.  Howard,  Glasgow,  read  a paper  on  “A  Few 
Points  in  Regard  to  the  Surgical  Abdomen.” 

All  of  these  papers  were  freely  discussed  by 
all  of  the  doctors  present. 
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The  meeting  adjourned  to  meet  in  Franklin 
the  latter  part  of  June. 

JNO.  H.  BLACKBURN,  Secretary. 

Logan:  The  May  meeting  of  the  Logan  Coun- 

ty Medical  Society  was  one  of  unusual  interest 
to  the  physicians  of  Logan  and  adjoining  coun- 
ties. Two  separate  meetings,  one  social  and  the 
other  scientific,  made  up  the  program.  At  the 
invitation  of  Dr.  Wm.  A.  Duncan,  President  of 
the  Society,  practically  the  entire  medical  pro- 
fession of  the  county  were  his  guests  at  the  reg- 
ular noon  meeting  of  the  Russellville  Rotary 
Club.  At  this  gathering  the  physicians  joined  in 
the  club’s  special  “Doctor’s  Day”  program  of 
which  Dr.  Duncan  had  charge.  After  the  usual 
feast  of  good  things  to  eat,  served  by  the  phy- 
sicians’ wives  who  were  members  of  the  Russell- 
ville Woman’s  Club,  the  gathering  was  addressed 
by  Dr.  William  D.  Haggard,  of  Nashville,  Tenn., 
past-president  of  the  American  Medical  Asso- 
ciation, who  gave  a most  interesting,  instructive 
and  practical  talk  on  the  importance  of  periodic 
health  examinations.  His  address  was  greatly 
enjoyed.  Club  singing,  special  music  written  for 
the  occasion  in  which  the  “medico”  was  fea- 
tured, and  a short  talk  by  Dr.  Walter  Byrne,  Sr., 
of  Russellville  rounded  out  a most  pleasant  hour 
with  Russellvile  Rotary  which  will  long  be  re- 
membered. 

Following  the  Rotary  luncheon,  the  physicians 
present  adjourned  to  the  Dixie  Moving  Picture 
Theatre  where  they  were  again  favored  by  an 
addi  ss  from  Dr.  Haggard  on  the  subject  of 
“The  Methods  of  Diagnosis  in  Diseases  of  the 
Stomach  and  Gall  Bladder.”  His  talk,  illustrat- 
ed by  lantern  slides,  was  most  practical  and  very- 
helpful  to  those  present. 

The  day  was  a red  letter  day  for  the  Logan 
County  Medical  Society.  Twenty-eight  physic- 
ians were  present,  one  of  the  largest  gatherings 
the  society  has  ever  enjoyed.  May  we  have  more 
like  it. 

WALTER  BYRNE,  Secretary. 

Fayette:  (Resolutions  passed  on  the  death  of 
Dr.  E.  F.  Beard,  at  a called  meeting  of  the  Fay- 
ette County  Medical  Society,  March  23rd,  1927). 
The  Fayette  County  Medical  Society  with  sor- 
row records  the  passing  of  one  of  its  most  lova- 
ble and  honored  members  in  the  person  of  Dr. 
Eugene  Ferris  Beard. 

Dr.  Beard  was  born  in  Oldham  County,  Ken- 
tucky, in  the  year  1852,  and  graduated  from  the 
Medical  Department  of  the  University  of  Louis- 
ville, Kentucky,  in  1876,  having  married  a few 
months  previous. 

Dr.  Beard  began  the  practice  of  his  profes- 
sion at  Christianburg  in  Shelby  County,  Ken- 
tucky. 

In  1900  he  removed  to  Woodford  County 
where  he  remained  for  a period  of  five  years, 


coming  to  Lexington  in  1905. 

On  his  arrival  in  Lexington  he  immediately 
identified  himself  with  organized  medicine,  be- 
coming a member  of  this  Society,  since  which 
time  he  has  been  faithful  and  efficient  in  Society 
work. 

Dr.  Beard  possessed  high  ideals  and  strove  to 
elevate  the  profession  in  every  way,  ever  look- 
ing with  disdain  upon  charlitanism  and  quackery. 

Dr.  Beard’s  outstanding  work  was  among  the 
poor  of  Lexington  in  the  capacity  of  city  phy- 
sician. How  conscientiously  and  faithfully  he 
discharged  these  onerous  duties  is  within  the 
knowledge  of  each  of  us. 

Dr.  Beard  loved  his  profession  and  delighted 
in  the  companionship  of  its  members.  We  can 
readily  believe  that  it  was  just  such  a character 
that  the  poet  had  in  mind  when  he  penned  these 
lines 

“Sustained  and  soothed  by  an  unfailing 
trust,  approach  thy  grave  like  one  who 
wraps  the  drapery  of  his  couch,  about  him 
and  lies  down  to  pleasant  dreams.” 
Therefore,  be  it  Resolved  that  this  mark  of 
esteem  for  our  departed  friend  and  brother  be 
spread  upon  the  minutes  of  our  Society;  that  a 
copy  be  sent  to  the  family  and  to  each  of  the 
Lexington  papers,  and  also  to  the  Kentucky  Med- 
ical Journal. 

Resolved,  that  the  Society  send  an  appropri- 
ate floral  tribute  and  attend  the  funeral  in  a 
body. 

W.  B.  McCLURE 
FRANK  H.  CLARKE, 
JOHN  W.  SCOTT. 

Hart:  At  a meeting  of  the  Hart  County  Med- 

ical Society,  January  18,  1927  at  Munfordville, 

L.  E.  Comstock  was  elected  President;  S.  F. 
Richardson,  Secretary;  J.  W.  York,  Delegate, 
and  E.  E.  Palmore,  Alternate.  A special  meet- 
ing of  the  Society  is  to  be  held  in  April. 

S.  F.  RICHARDSON,  Secretary. 

Harlan:  The  regular  meeting  of  the  Harlan 

County  Medical  Society  was  held  Saturday,  Feb- 
ruary 26th,  at  12:00  o’clock  in  the  basement  of 
the  Methodist  Church  with  the  following  mem- 
bers and  guests  present: 

P.  O.  Lewis,  S.  H.  Rowland,  W.  R.  Parks,  W. 

M.  Martin,  Paul  Beauchamp,  C.  C.  Paynter,  B. 
E.  Giannini,  W.  H.  Thayer,  B W.  Whitfield,  L. 
H.  Redman,  Arthur  Jenkins,  J.  C.  Nash,  Leland 
Peyton,  M.  M.  Riddell,  Clark  Bailey,  N.  S.  How- 
ard, W.  P.  Cawood,  W.  E.  Riley,  Pursifull,  E.  M. 
Howard,  M.  L.  Gunn,  C.  P.  Mayhall,  J.  B.  Jones 
and  C.  F.  Mouser. 

Following  a very  delicious  luncheon  served  by 
th  Methodist  Ladies  the  Society  convened.  The 
dentists  of  Harlan  County  were  the  guests  of 
the  Society  and  Dr.  C.  P.  Mayhall  read  a very 
interesting  paper  on  “Diagnosis  and  Treatment 
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of  Vincent’s  Angina,”  with  discussions  by  Dr. 
C.  F.  Mouser  of  Evarts,  and  Drs.  B.  W.  Whit- 
field, E.  W Howard,  M.  L.  Gann,  W.  R.  Parks, 
and  W.  H.  Thayer. 

It  was  voted  to  have  the  dentists  of  Harlan 
County  made  honorary  members  of  the  Society, 
and  have  an  invitation  extended  to  them  to  be 
present  at  each  meeting 

Resolutions. 

Whereas  God  in  His  infinite  wisdom  has  seen 
fit  to  summon  Dr.  G.  P.  Bailey,  one  of  our  mem- 
bers, to  a higher  calling,  be  it  resolved  that  the 
Harlan  County  Medical  Society  that  they  have 
lost  a worthy  and  highly  respected  member  of 
this  Society,  that  the  public  of  Harlan  County 
has  lost  a faithful  servant  who  for  many  years 
has  administered  to  the  sick  and  suffering,  that 
in  his  loss  a vacancy  has  been  created  which  nev- 
er can  be  filled. 

This  Society  extends  to  the  family,  friends 
and  patients  of  Dr.  Bailey  the  heartfelt  sympa- 
thy of  the  entire  membership  in  our  mutual  loss. 

Be  it  further  resolved  that  a copy  of  these 
resolutions  be  spread  on  the  minutes  of  the  So- 
ciety, that  a copy  be  sent  to  the  bereaved  family, 
and  a copy  be  published  in  the  local  paper  and 
the  State  Medical  Journal. 

(Signed)  W.  R.  PARKS, 

W.  E.  BAILEY, 

B.  W.  WHITFIELD, 

Committee. 

The  Society  was  then  adjourned  until  the  third 
Saturday  in  March. 

M.  L.  GUNN,  Secretary. 

Scott:  The  Scott  County  Medical  Society  was 

delightfully  entertained  by  Dr.  and  Mrs.  H.  V. 
Johnson  at  their  home  on  Chamber  Avenue, 
May  5,  1927  with  a five  course  dinner  and  re- 
freshments. The  following  members  and  guests 
were  present,  with  L.  F.  Heath,  President,  pre- 
siding: Julian  Estill,  Charles  Vance,  Bedford 
Brown  and  John  Lewis,  from  Lexington;  William 
Salin,  C.  T.  Lancaster,  D.  B.  Knox,  F.  C.  Collin, 
H.  H.  Roberts,  W.  S.  Allphin,  E.  C.  Barlow,  Wil- 
liam Mason,  H.  V.  Johnson,  J.  C.  Thomasson  and 
A.  Stewart. 

William  Salin  opened  the  meeting  with  pray- 
er. The  minutes  of  the  previous  meeting  were 
dispensed  with,  no  business,  so  the  meeting  was 
opened  with  Hon.  Craig  Bradley,  Chairman  of 
the  Hospital  Board,  reciting  the  financial  status 
and  progress  of  the  John  Graves  Ford  Memorial 
Hospital  for  the  past  year,  which  was  requested 
by  Dr.  W.  S.  Allphin,  Chairman  of  the  Hospital 
Committee,  who  desired  to  keep  the  Medical 
profession  in  touch  with  the  Hospital.  Mr.  Brad- 
ley very  ably  explained  that  the  Hospital  was  al- 
most on  a self  supporting  basis  and  was  very 
thankful  to  the  Doctors  for  their  loyal  support 
and  was  sure  of  their  continued  co-operation,  of 


which  every  member  assured  him  that  he  would 
receive.  Atfer  which  an  interesting  paper  on 
Scarlet  Fever,  It’s  Diagnosis  and  Treatment, 
read  by  Dr.  L.  F.  Heath  and  freely  discussed  by 
Dr.  William  Mason,  followed  by  Dr.  Julian  Estill, 
Dr.  Brown,  Dr.  H.  H.  Roberts  and  Dr.  A.  Stew- 
art. 

After  which  each  Doctor  could  not  refrain 
from  again  thanking  Dr.  and  Mrs.  Johnson  for 
their  delightful  entertainmetn  of  the  evening. 
The  meeting  adjourned  until  June  2,  for  a reg- 
ular meeting  of  which  Dr.  H.  V.  Johnson  will 
have  a paper,  “Care  and  Technique  of  Obstet- 
rics From  Conception  Until  Birth,”  discussed  by 
Drs.  E.  C.  Barlow  and  Sanford. 

A.  STEWART,  Secretary. 

Carlisle:  Carlisle  County  Medical  Society  met 

in  quarterly  session  in  Dr.  Jackson’s  office,  at 
Arlington,  on  April  5,  with  the  following  mem- 
bers present:  G.  W.  Payne,  H.  A.  Gilliam,  W.  Z. 
Jackson,  J.  F.  Dunn,  R.  T.  Hocker.  Dr.  G.  L, 
Thompson  of  Wiekliffe,  being  present  was  made 
an  honorary  member. 

After  Divine  invocation  by  Dr.  R.  T.  Hocker, 
and  reading  of  minutes  of  previous  meetings, 
the  following  papers  were  read:  “Anemia,”  H.  A. 
GTliam;  “Newer  Methods  of  Treating  Scarlet 
Fever,”  J.  F.  Dunn. 

There  was  quite  a general  discussion  on  both 
papers,  all  present  taking  part,  Dr.  Jackson  re- 
porting a case  of  pernuicious  anemia  with  a red 
cell  count  of  only  40,000  per  cm. 

Supper  was  served  at  Victor  Hotel  by  the  Ar- 
lington Doctors. 

The  Hospital  Committee  reported  no  action. 
A new  committee  was  appointed  composed  of 
the  following  members:  H.  A.  Gilliam,  J.  F. 
Dunn,  G.  W.  Payne,  W.  Z.  Jackson  and  R.  C. 
Burrow. 

A card  of  thanks  was  received  from  Mrs.  W. 
L.  Mosby  for  the  floral  tribute  from  the  Society 
to  Dr.  W.  L.  Mosby,  who  died  of  heart  failure 
in  his  office  on  the  17th  day  of  January. 

J.  F.  Dunn,  G.  W.  Payne,  and  H.  A.  Gilliam 
were  appointed  to  draw  up  resolution  in  regard 
to  the  death  of  Dr  Mosby. 

Atfer  a general  round  table  discussion  in 
which  all  took  part,  meeting  was  adjourned  to 
meet  in  the  office  of  H A.  Gilliam,  at  Milburn, 
June  7th. 


H.  A.  GILLIAM,  Secretary. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 

For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract,  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References : The 

medical  profession  of  Nashville. 

JOHN  W.  STEVENS,  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TE. 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


A ' ~ •*- 

HIGH  OAKS — Dr.  Sprague’s  Sanatorium 


For  Mental  and 
Nervous  diseases 
drug  and  liquor 
addictions. 

Homelike  care 
cpertmed 
jervision. 
ve  new 
is  with 
n eruip- 
o r treat- 
id  comfort 
o.  nts.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
therapy  for  each 
patient.  Complete 
hydrotherapeu  ti  c 
equipment.  Ex- 
perienced nurses. 

For  rates  and  in 
formation  address 


Phone  302.  GEO.  P.  SPRAGUE,  M.D.,  Lexington,  Ky. 

«■— ■ — 


»\o  need  to  question  reliability  of  our  advertisers — all  are 


guaranteed.  When  answering  ads  mention  this  Journal.. 
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Announcement 


The  State  Board  of  Health  of  Kentucky  have  awarded 
the  contract  for  furnishing  State  Label  Bio- 
logical Products  to  the  Gilliland  Laboratories , 
Marietta , Pennsylvania 

The  contract  of  the  State  Board  of  Health  of  Kentucky 

makes 

GILLILAND  BIOLOGICAL  PRODUCTS 

The  official  Antitoxins , Serums  and  Vaccines  in 

. Kentucky 

Distributing-  Stations  are  being  established  in  every 
County  for  the  Distribution  of  Biological  Products  at 

Special  Prices. 


Further  information  covering  this  plan  of 
distribution  will  appear  in  subsequent 


The  Gilliland  Laboratories 

Incorporated 

Producers  of  Biological  Products 


Marietta,  Pa. 


t£ 
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New— -Cecil's  Practice  of  Medicine 

174  MONOGRAPHS  by  130  SPECIALISTS — IN  ONE  VOLUME! 


Alfred  W.  Adson 
Robert  G.  Armour 
Bailey  K.  Ashford 
Joseph  C.  Aub 
James  B.  Ayer 
Horace  Strow  Baldwin 
Lewell.vs  F.  Barker 
David  Preswiek  Barr 
Charles  Cassidy  Bass 
Kenneth  D.  Blackfan 
Francis  Gilman  Blake 
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LTlow  high  protein  feed r- 
ings  with\carbohydrate 
additions\  can  s be  used 
to  correct  fermentative 
(summer)\diarrhoea 


FERMENTATIVE  (summer)  diarrhoea  in  in- 
fants is  now  recognized  in  the  majority  of  cases 
as  being  due  to  excessive  fermentation  of  carbohy- 
drates. The  stools  are  usually  distinguished  as  being 
greenish  in  color,  acid  in  odor,  irritating  to  the  skin, 
and  with  or  without  mucous. 

The  correction  of  fermentative  diarrhoea  is  accom- 
plished by  the  control  of  the  bacterial  activity  in 
the  intestines  which  produces  the  disturbance. 

A rational  way  to  combat  the  excess  activity  of 
acid-forming  bacteria  is  temporarily  to  reduce  the 
carbohydrate  and  increase  the  amount  of  protein 
in  the  feeding.  This  may  be  done  by  adding  Casec 
to  diluted  cow’s  milk.  The  administration  of  this 
mixture  usually  produces  less  frequent  stools  and 
of  a paste -like  consistency  within  one  or  two  days. 

After  two  or  three  days  of  such  feedings,  Mead’s 
Dextri -Maltose  is  the  form  of  carbohydrate  usually 
added  gradually  to  the  feedings  to  prevent  carbo- 
hydrate starvation.  Mead’s  Dextri -Maltose  is  the 
carbohydrate  most  easily  assimilated,  having 
greater  limits  of  tolerance  in  infants  recovering  from 
fermentative  diarrhoea. 

Samples  and  Literature  on  Request 

MEAD  JOHNSON  & CO. 

Evansville,  Indiana 
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EDITORIAL 


DR,  FREDERICK  A.  STINE. 

Frederick  A.  Stine,  son  of  Frederick  A.  and 
Glovina  Carlisle  Stine,  was  born  in  Newport, 
Campbell  county,  Kentucky,  July  15,  1857. 
He  received  his  early  education  in  the  New- 
port public  schools,  and  after  a varied  com- 
mercial experience  entered  the  Cincinnati 
Medical  College  from  which  he  graduated  in 
1901.  Dr.  Stine  was  married  to  Carrie  D. 
Stuhlreyer  December  3,  1913. 

After  graduation  he  began  the  practice  of 
his  profession  in  Newport,  giving  especial  at- 
tention to  the  treatment  of  venereal  diseases. 
He  was  eminently  successful  from  the  start, 
soon  establishing  a large  practice.  During 
the  whole  of  his  professional  career  Dr.  Stine 
was  associated  with  Dr.  John  L.  Phythian  and 
until  his  marriage  resided  in  the  family  of 
Dr.  Phythian. 

He  early  became  interested  in  public  health 
work,  and  appreciated  the  necessity  for  the 
employment  of  preventive  measures  to  check 
the  ravages  of  venereal  diseases,  as  well  as  for 
skillful  and  sympathetic  treatment  of  these 
diseases.  His  maturity,  and  his  broad  exper- 
ience previous  to  his  study  of  medicine  emin- 
ently fitted  him  for  success  in  all  phases  of 
this  work.  To  the  treatment  of  these  diseases, 
as  in  his  whole  practice,  he  brought  a broad 
human  experience  and  deep  sympathy  which 
endeared  him  to  his  patients  and  greatly  con- 
tributed to  his  success.  He  was  recognized  as 
especially  skilled  in  diagnosis  and  in  the  ex- 
hibition of  specific  remedies  indicated  in  his 
specialty. 

His  influence  was  largely  felt  in  the  various 
medical  societies  to  which  he  belonged.  It  is 
generally  recognized  by  those  familiar  with 
his  work  that  by  his  geniality  and  diplomacy 
he  did  more  than  any  other  man  to  energize 
and  maintain  the  local  medical  society.  Dur- 
ing his  incumbency  as  secretary  of  this  so- 
ciety the  manifold  duties  of  the  office  were  so 
ably  performed  that  he  was  regarded  as  one 
of  the  best  secretaries  in  the  state. 

Dr.  Stine  was  elected  president  of  the 
Campbell  County  Board  of  Health  in  1918 
and  held  that  office  until  his  death.  He  was 
elected  secretary  of  the  Campbell  County 


Dr.  Frederick  A.  Stine 

Medical  Society  upon  its  organization  and 
continued  in  that  office  for  many  years.  He 
was  a member  of  the  State  Board  of  Health 
and  at  the  time  of  his  death  was  councillor 
for  the  eighth  district.  Dr.  Stine  was  prom- 
inently identified  with  the  activities  of  the  lo- 
cal Republican  party,  and  for  many  years 
served  as  member  of  the  Campbell  County 
Board  of  Court  House  Commissioner n. 

In  all  matters  pertaining  to  his  profession  he 
was  especially  conscientious  and  in  perform- 
ing the  duties  pertaining  to  his  public  health 
activities  would  permit  no  considerations  of 
personal  convenience  or  advantage  to  weigh 
against  his  conception  of  the  best  interest  of 
the  public. 

Dr.  Stine  died  in  Newport,  Kentucky,  Feb- 
ruary 6,  1926,  after  a brief  illness.  Ho  is  sur- 
vived by  his  widow  and  one  son,  Frederick 
Junior,  age  eleven  years,  to  whom  he  was  a 
devoted  husband  and  father. 

It  has  been  the  fortune  of  few  physicians  of 
Dr.  Stine’s  age  to  wield  so  large  an  influence 
both  in  his  profession  and  elsewhere,  and  to 
leave  so  large  a circle  of  friends  among  all 
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classes  of  those  with  whom  he  came  in  contact. 

It  is  difficult  for  one  who  was  long  the  re- 
cipient of  his  loyal  and  disinterested  friend- 
ship to  write  restrainedly  of  his  conscientious, 
efficient  work  and  of  his  optimistic,  virile  per- 
sonality. 


THE  WASHINGTON  SESSION. 

The  American  Medical  Association  held  the 
greatest  of  its  great  meetings  in  Washington. 
Of  course,  the  most  important  part  of  these 
meetings  is  the  scientific  work  done  in  the 
scientific  sections.  The  readers  of  the  Journ- 
al of  the  American  Medical  Association  will 
find  in  the  next  few  months  the  very  latest  ad- 
vances in  scientific  medicine  as  presented  at 
the  meeting.  Kentucky  was  represented  at 
the  meeting  by  a large  delegation  of  its  lead- 
ers. 

Outstanding  amongst  other  great  events  of 
the  meeting  was  the  presentation  by  Doctor 
Noguchi  of  a tentative  report  which  seems  to 
indicate  that  he  has  at  last  found  the  elusive 
germ  which  causes  Trachoma.  We  wish  it 
were  possible  to  reproduce,  so  you  could  vis- 
ualize it,  the  drama  of  his  report  before  the 
section  on  ophthalmology.  That  this  discov- 
ery will,  if  finally  accepted,  result  in  definite 
methods  for  the  prevention  of  a disease  which 
vies  with  syphilis  and  tuberculosis  in  its  eco- 
nomic importance,  is  conclusive.  From  stud- 
ies already  made  it  seems  apparent  that  this 
disease  develops  best  in  the  human  host  who 
has  dietary  deficiency.  This  is  the  belief  of 
those  best  qualified  to  understand  its  ravages. 
The  leading  clinician  who  has  developed  this 
line  of  thought  is  our  own  Stucky. 

Another  outstanding  feature  of  the  meet- 
ing was  the  address  delivered  by  the  Presi- 
dent of  the  United  States,  Hon.  Calvin  Cool- 
idge.  Mr.  Coolidge  put  the  great  weight  of 
his  authoritative  position  'behind  scientific 
remedial  and  preventive  medicine.  It  was  an 
enheartening  message  to  physicians  every- 
where. 

The  work  of  the  House  of  Delegates  was 
constructive  to  a degree  that  has  rarely  been 
attempted  in  previous  sessions.  Those  who 
read  its  proceedings  in  the  Journal  of  Ihe 
American  Medical  Association  will  find  cause 
for  congratulations  to  the  leadership  which  is 
being  developed  in  American  medicine.  It 
emphasizes  especially  the  great  value,  not 
alone  to  our  profession,  but  to  the  people  gen- 
erally, of  the  wise  and  statesmanlike  charac- 
ter of  the  Secretary  and  General  Manager  of 
the  American  Medical  Association,  Dr.  Olin 
West. 

It  is  unfortunate  that  the  lay  press  gave 
most  of  its  space  to  the  action  of  the  House 
of  Delegates  on  the  alcohol  question,  which 


was  probably  the  least  important  item  of  its 
work.  It  was  significant  that  at  the  succeed- 
ing conference  of  State  Health  Officers  with 
the  Surgeon  General  of  the  United  States 
Public  Health  Service  that  the  emphasis  in 
this  alcohol  question  was  put  where  it  belongs. 
It  was  definitely  proven  that  alcoholic  bev- 
erages are  just  as  dangerous  now  to  the  health 
of  those  who  imbibe  them  as  they  ever  were. 
They  are  of  no  more  value,  except  to  the  irres- 
ponsible dealers  in  them,  than  they  were  be- 
fore the  Eighteenth  Amendment  was  adopted. 
In  Kentucky  we  are  happy  to  say  that  the 
number  of  physicians  using  them  in  practice 
are  constantly  decreasing  and  we  look  forward 
confidently  to  the  time  when  their  use  In 
scientific  medicine  will  be  entirely  discon- 
tinued. 

Never  before  has  scientific  medicine  been 
of  such  l’ecognized  value  to  people  everywhere. 


TWO  BOOKS  WE  ALL  NEED. 

Your  Editor  has  just  had  the  pleasure  of 
reading  two  books  which  every  physician 
should  own.  The  first  is  “The  Microbe  Hunt- 
ers” by  Paul  DeKruif.  It  is  the  most,  delight- 
fully written  book  that  we  have  read  in  many 
a day.  It  puts  into  your  hands  exactly  the 
information  you  want  about  the  several  out- 
standing men,  who  have  made  modern  medi- 
cine possible,  that  you  would  like  your  friends 
to  know.  It  gives  you  food  for  thought  as  you 
drive  from  place  to  place  and  arms  you  with  a 
thousand  useful  conversations  to  your  pa- 
tients. No  man  who  ever  expects  to  make  a 
talk  before  a group  of  people  or  to  an  indi- 
vidual about  medicine  can  afford  to  be  with- 
out it.  The  technique  of  its  construction  is 
different— and  charming.  AVe  recently  heard 
a discussion  of  it  before  “The  Conversation 
Club”  in  Louisville  and  as  diverse  minds  of 
Doctors  Pfingst.  Abell  and  Flexner  and  Doc- 
tor Mullins,  the  President  of  the  Baptist  Theo- 
logical Seminary,  and  Hon.  E.  S.  Jouett,  the 
Vice-President  of  the  Louisville  & Nashville 
Railway  Company,  said  that  they  had  found  it 
almost  impossible  to  lay  it  down  once  they 
had  started  reading  its  first  pages. 

The  second  volume  is  an  even  more  recent 
publication  of  Fisk  and  Crawford  on  “How 
To  Make  the  Periodic  Health  Examination.” 
This  js  a book  written  by  one  of  the  most 
practical  of  modern  physicians  for  their 
peers.  To  either  the  general  practitioner  or 
the  specialist  it,  will  prove,  if  utilized,  the  most 
valuable  book  in  your  libra ry.  ft  is  an  ab- 
solute sine  qua  non  to  the  most  important  ad- 
vancement that  has  been  made  in  the  actual 
practice  of  medicine  in  a century.  It  ampli- 
fies and  extends  the  splendid  manual  pub- 
lished by  the  American  Medical  Association 
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which  was  distributed  by  our  State  Associa- 
tion to  all  of  our  members.  If  the  methods  in 
it  are  properly  and  competently  used  by  any 
qualified  physician  we  believe  that  it  will 
nearly  double  or  treble  his  income  and  that  it 
will  multiply  his  usefulness  to  his  clientele  by 
more  than  any  'other  publication  heretofore 
written.  It  includes  not  merely  the  technique 
of  making  a health  examination  but  valuable 
suggestions  as  to  the  hygienic  advice  that 
needs  to  be  given  following  such  examinations 
which  will  make  them  of  the  greatest  possible 
value  to  those  examined.  A.  physician  who 
qualifies  himself  to  make  the  thorough-going 
diagnosis  of  what  we  have  too  frequently  as- 
sumed to  be  trivial  conditions  will  soon  find 
that  he  has  become  so  valuable  to  his  patients 
that  he  will  be  delighted. 

“The  Microbe  Hunters”  costs  .$3.50  and 
“How  To  Make  the  Periodic  Health  Exam- 
ination” costs  $4.00.  The  Journal  is  prepar- 
ed to  order  either  of  them  for  you  and  will 
mail  them  upon  receipt  of  check  or  will  send 
them  C.  0.  D.,  as  you  prefer. 


CALCULUS  ANURIA. 

In  the  May  number  of  the  Journal  the  very 
interesting  paper  of  Dr.  John  T.  Bate  of 
Louisville  on  “Calculus  Anuria,”  read  before 
the  Frankfort  session  of  the  Kentucky  State 
Medical  Association,  was  published  on  Page 
211.  Due  to  an  error  in  this  office,  and,  with- 
out any  fault  on  his  part,  the  discussion  of 
Dr.  Louis  Frank  was  omitted.  Dr.  Frank’s 
discussion  was  so  important  that  we  are  pub- 
lishing it  here  with  the  hope  that  our  readers 
will  review  Dr.  Bate’s  paper  iu  the  light  of 
this  discussion : 

“Though  I didn’t  hear  Dr.  Bate’s  paper,  I 
had  the  pleasure  of  reading  it  several  days 
ago.  This  to  me  is  one  of  the  most  interesting 
subjects  that  I have  ever  had  to  deal  with. 
Some  years  ago  after  having  seen  one  or  two 
cases  of  anuria,  I,  in  conjunction  with  Dr. 
Baldauf,  did  quite  a little  experimental  work 
iti  an  endeavor  to  determine,  if  we  could,  what 
was  the  cause  of  anuria.  Not  a great  deal  of 
work  had  been  done  at  that  time. 

I speak  of  calculus  anuria  as  a complete 
suppression  of  urine,  not  a retention  but  a 
complete  suppression  of  urine ; and  the  thing 
of  interest  to  me  was  suppression  in  those 
cases  where  only  one  side  was  diseased,  as, 
for  instance,  calculus  obstruction  on  one  side 
or,  why,  after  a nephrectomy  of  one  side,  the 
other  kidney  will  cease  to  function. 

I believe  the  explanation  Dr.  Baldauf 
and  I gave  has  been  generally  accepted.  We 
found  for  instance,  after  ligating  a ureter  or 
after  removal  of  a kidney  in  animals  experi- 
mentally that  the  kidney  on  the  opposite  side 


would  immediately  begin  to  undergo  a hyper- 
trophy, that  it  also  presented  a most  marked 
congestion  which  was  both  arterial  and  ven- 
ous, that  very  shortly  afterward  there  would 
be  changes  in  the  renal  tubules,  as  well  as  in 
the  epithelium  of  the  glomerule.  In  many 
cases  the  urine  secured  later  from  the  func- 
tioning kidney  showed  evidence  of  a mild  ne- 
phritis. This  always  disappeared  very  rapidly 
after  relief  of  the  obstruction. 

We  decided  that  the  cause  of  the  anuria 
was  a tremendous  congestion  in  the  remaining 
kidney,  that  was  not  the  subject  of  attack. 

We  have  seen  quite  a number  of  cases  of 
unilateral  calculus  in  which  there  has  been 
anuria  and  we  have  seen  one  case  in  which 
there  has  been  anuria  following  a unilateral 
nephrectomy  for  tuberculous  disease.  In  this 
latter  case  the  other  kidney  was  present,  dem- 
onstrated before  operation  to  be  normal  and 
healthy  and  susceptible  of  carrying  on  the 
functions  of  life.  In  that  individual  there 
was  no  urine  excreted  from  the  remaining  kid- 
ney during  the  period  of  the  patient’s  subse- 
quent life  which  was  in  the  neighborhood  of 
twenty-two  to  twenty-three  or  twenty-four 
days.  The  wound  healed,  he  went  home  and 
died  at  the  end  of  this  period  without  having 
excreted  any  urine  at  all. 

This  patient  had  no  convulsions,  and 
though  dying  of  uremia  none  of  these  patients 
have  convulsions. 

The  first  case  I saw  was  in  an  individual 
who  had  a calculus  obstruction  on  one  side. 
The  calculus  was  not  discovered  until  the 
time  of  the  operation.  We  thought  we  recog- 
nized what  was  the  matter  with  him  and  did 
a decortication  and  a pyelotomy  followed  by 
recovery. 

He  later  passed  the  calculus  through  the 
urethra  and  is  still  well  and  living  today. 

Last  year  we  had  an  individual  who  had 
bilateral  calculus  disease,  one  kidney  destroy- 
ed, the  latter  was  removed.  He  later  devel- 
oped a second  calculus  in  the  left  kidney,  de- 
oped  anuria,  this  calculus  was  removed  by 
pyelotomy,  function  re-established  and  he 
went  on  for  another  year,  obstruction  again 
developed,  and  I think  he  then  went  six  or 
eight  days  without  excreting  urine.  His  cal- 
culus was  again  removed,  lie  again  began  to 
function  normally  and  a third  time  he  had  the 
the  same  thing  happen  and  died. 

These  are  very  interesting  cases  and  uni- 
lateral calculus  obstruction  is  a thing  that  we 
should  always  bear  in  mind  in  cases  of  real 
suppression.  In  later  years  we  have  been  able 
in  two  cases  to  relieve  obstruction  due  to 
stone  by  ureteral  catheterization.  That  is  a 
thing  I would  suggest  in  the  treatment  of 
these  cases.  Of  course  at  first,  an  x-ray  study 
with  localization  of  the  obstructive  calculus 
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if  possible  and  immediate  catheterization  of 
not  only  the  kidney  which  is  obstructed  ac- 
tually or  presumably  but  the  other  kidney  al- 
,so. 

We  have  done  this  in  two  cases  and  one 
of  the  patients  whom  I saw  very  recently  has 
gone  on  without  any  further  disturbance. 
Both  of  these  patients  were  in  practically  the 
same  condition.  In  one  of  these  cases  twenty- 
four  hours  after  passing  the  ureteral  catheter 
the  urinary  output  was  normal.  The  obstruct- 
ed kidney  secreted,  however,  twice  as  much 
urine  as  the  unobstructed  kidney  within  the 
first  twenty-four  hour  period  of  secretion  of 
urine. 

In  experimental  ligation  of  the  ureter  and 
then  after  a day  or  two  days  removing  the  lig- 
ature and  permitting  that  kidney  to  secrete, 
its  secretion  always  at  first  exceeded  the  out- 
put of  the  normal  kidney 

It  may  be  interesting  to  know  that  you 
can  obstruct  a kidney  for  a period  of  two 
weeks  or  probably  three  weeks,  and  that  func- 
tion will  be  re-established.  It  is  also  interest- 
ing to  know  that  you  can  ligate  the  ureter  of 
a normal  kidney,  if  it  has  been  accidentally  in- 
jured during  an  operation,  and  that  it  will 
not  only  cease  to  function  but  nothing  will 
ever  be  heard  from  it  as  a rule.  In  other 
words  as  soon  as  the  blood  prsesure  in  the  pel- 
vis of  the  kidney  is  equalized  by  the  urinary 
pressure  in  front,  the  kidney  will  cease  to  se- 
crete. It  will  go  on  and  live  but  it  no  longer 
carries  on  its  function.” 

Paraplegia  Cured  by  Hydrochloric  Acid. — In 

the  case  reported  by  Eve,  diagnosis  was  possible 
by  measuring  the  average  diameter  of  the  red 
cells,  and  by  that  alone.  The  patient  was  ex- 
hausted sexually.  Hydrochloric  acid  was  not 
present  in  the  test  meal  secretions.  The  inter- 
pretation of  the  case  is  that,  owing  to  the  ab- 
sence of  hydrochloric  acid,  the  intestines  be- 
came infected  with  some  germ  which  is  capable 
either  of  producing  the  hemolysis  of  pernicious 
anemia  or  of  causing  the  degenerative  changss 
in  the  spinal  cord.  Probably  the  sexual  exhaus- 
tion was  a factor  in  deciding  the  incidence  on  the 
spinal  cord.  The  patient  was  given  half  a pint 
of  hydrochloric  acid,  three  times  a day,  after 
food.  Its  strength  was  5 drachms  of  dilute  hy- 
drocshloric  acid  to  the  pint  of  sweetened  water. 
He  gradually  improved,  and  eventually  made  a 
Complete  recovery. 
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CAESAREAN  SECTION. # 

By  J.  Hunter  Peak,  M.  D.,  Louisville. 

Since  the  dawn  of  human  history,  or  since 
life  came  into  the  world,  there  is  no  question 
but  many  women  have  lost  their  lives  on  ac- 
count of  conditions  we  recognize  today,  arid 
which,  if  known  then,  and  the  way  of  hand- 
ling them  as  we  know  now,  the  women  would 
not  have  died  from  those  causes. 

Back  in  the  time  of  the  Pharaohs,  today, 
and  within  the  last  few  years,  there  have  been 
found  many  bas-relief  works  or  pictures  of 
women  undergoing  the  operation  now  known 
as  Caesarean  section.  We  do  not  know,  from 
any  authentic  source,  whether  these  women 
were  living  or  dead  when  the  operation  was 
undertaken. 

It  has  been  shown  that  many,  many  cen- 
luries  before  the  time  of  Christ,  in  women 
at  or  near  the  end  of  uterogestation,  the  ab- 
domen was  opened  for  the  purpose  of  remov- 
ing the  child  in  the  hope  that  it  might  live. 
About  715  B.  C.  Pompilius  codified  the  Rom- 
an laws  and  afterward  they  were  called  “lex 
regia.”  In  these  laws  it  was  decreed  and 
made  obligatory  on  the  part  of  the  public  that 
in  all  women  who  died  near  the  end  of  gesta- 
tion the  child  should  be  delivered  in  that  way. 
There  were  two  reasons  for  this.  First,  that 
the  child  might  live  and  be  of  benefit  to  the 
community  in  which  it  would  be  reared;  sec- 
ond, if  the  child  did  not  live,  it  and  the  moth- 
er could  be  given  a separate  funeral. 

The  name  “Caesarean”  a great  many  peo- 
ple have  thought  comes  from  “Caesar.  ” That 
Julius  Caesar  was  born  that  way  I expect 
there  is  no  question,  but  the  old  idea  that 
his  mother  consented  to  give  her  life  in  order 
that  there  might  be  an  heir  to  the  throne  is 
possibly  a mistake,  because  letters  have  been 
found  written  many  years  later  to  Julia,  his 
mother,  so  she  must  have  lived  after  he  was 
born.  Caesar  was  born  about  one  hundred 
years  before  Christ,  and  some  have  thought 
the  word  Caesarean  was  derived  from  this  op- 
eration, but  this  is  not  true,  because  Caesar 
lived  before  that  time,  there  were  other  rulers 
by  the  same  name  before  Julius  Caesar  came 
into  the  world.  It  is  more  likely  that  the 
word  Caesarean  comes  from  the  Latin  caedere 
(i.  e.  to  cut),  and  this  means  was  used  to  de- 
liver women,  not  only  those  where  the  child 
was  possibly  living,  but  also  those  who  had 
been  dead  long  enough  so  that  the  child  was 
also  dead. 

The  first  period  of  Caesarean  section  arid 
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the  development  of  t liis  work  extended  from 
the  earliest  time,  of  which  there  is  little 
known,  downward  to  about  the  time  of  Christ, 
then  to  the  fifteenth  or  beginning  of  the  six- 
teenth century,  to  provide  separate  burial  for 
mother  and  child,  or  for  preservation  of  the 
child  if  the  operation  could  be  performed  suf- 
ficiently early  after  the  mother’s  death. 

After  the  birth  of  Julius  Caesar,  according 
to  history,  the  first  living  child  to  be  born  by 
Ctesarean  section  and  the  mother  to  survive, 
was  in  Switzerland,  the  operation  being  per- 
formed by  Jacob  Nufer,  a Swiss  butcher,  up- 
on his  own  wife.  That  was  about  the  begin- 
ning of  the  sixteenth  century.  After  all  the 
midwives  had  attempted  delivery  without 
success,  and  after  several  barber-surgeons  had 
been  called  in  consultation  and  could  not  ef- 
fect delivery,  the  woman  was  told  there  was 
no  further  hope.  However,  the  husband  told 
her  that  he  would  not  let  her  die,  that  he 
would  open  her  abdomen  and  deliver  the 
child.  This  was  successfully  accomplished, 
and  we  are  told  in  history  that  she  bore  four 
or  five  children  normally  afterward. 

From  that  time  until  1876  nearly  all  the 
women  subjected  to  Caesarean  section  died, 
and  when  we  consider  the  crude  manner  in 
which  the  work  was  done;  we  can  understand 
the  reason  for  the  mortality.  That  was  before 
the  days  of  asepsis  and  antisepsis;  the  uterus 
was  simply  opened  and  the  child  and  pla- 
centa extracted.  The  uterus  was  then  allow- 
ed to  recede  into  the  abdominal  cavity  and 
the, external  incision  was  closed.  There  were 
two  reasons  why  the  woman  might  die:  First, 
the  lochia  escaped  into  the  abdominal  cavity, 
infection  occurred,  and  fatality  was  almost 
inevitable;  or  if  the  woman  survived,  she  was 
thereafter  an  invalid  as  the  result  of  the  in- 
fection. Second,  death  supervened  as  the 
result  of  severe  hemorrhage. 

It  was  Porro,  in  3876,  who  recognized  these 
two  factors  as  the  cause  of  so  many  deaths. 
The  surgical  technique  was  not  then  so  well 
developed  as  it  is  now,  and  has  been  since  the 
advent  of  bacteriology,  and  yet  Porro  recog- 
nized the  dangers  and  attempted  to  forestall 
them  by  emptying  and  amputating  the  uterus 
and  fixing  the  stump  in  the  abdominal  wall. 
For  this  purpose  he  used  what  is  now  known 
as  a figure-of-eight  suture  pirn  cd  around  two 
steel  pins  transfixing  the  stump  in  the  abdom- 
inal wound.  Before  that  time  the  mortality 
from  Caesarean  section  wa ; at  least  90  per 
cent,  and  subsequently  about  52  per  cent  of 
the  women  died.  Many  of  those  who  survived 
were  in  a serious  condition  because  of  the  long 
continued  infection  following  the  procedure. 

Strange  to  say,  during  the  same  year 
(1876)  or  the  year  following,  Sanger  con- 
ceived the  idea  that  the  best  way  was  not  to 


perform  the  Porro  operation,  which  entailed 
fixing  the  uterine  stump  in  the  abdominal 
wall,  but  to  suture  the  uterine  incision,  re- 
place the  uterus  in  the  cavity,  and  close  the 
abdominal  wall  just  as  in  any  other  opera- 
tion. Credit  is  due  Sanger  for  the  present 
perfected  technique  of  Caeaesarean  section,  lie 
may  legitimately  be  called  the  father  of  the 
present  technique  of  the  operation. 

There  are  four  periods  in  the  history  o>. 
Caesarean  section  The  first  period  was  where 
women  were  delivered  in  this  manner  for  the 
purpose  of  saving  the  child  if  possible,  or  giv- 
ing it  a separate  funeral  if  dead,  titere  being 
no  hope  of  saving  the  life  of  the  mother.  That 
period  extended  from  the  earliest  times  to 
about  1500  A.  D.  The  second  period  was 
from  1500  to  1876.  During  that  time  very 
few  of  the  women  recovered  following  the  op- 
eration, and  it  was  never  undertaken  except 
as  a dernier  ressort  in  an  attempt  to  save  the 
life  of  the  child  as  well  as  the  mother. 

It  was  stated  by  Budin,  of  Paris,  and  by 
Spaeth,  of  Vienna,  also  by  Murphy,  of  Lon 
don,  and  authorities  in  all  the  other  great  cen- 
ters of  medicine  and  surgery  in  JCurope,  that 
not  a single  patient  survived  the  operation  of 
Caesarean  section  from  1778  to  3876,  a period 
of  ninety-eight  years.  However,  during  that 
lime  Harris,  of  New  York,  had  collected  six- 
leen  cases  with  a mortality  of  52.5  per  cent. 
Subsequent  to  the  Sanger  operation  and  its 
perfected  technique,  Harris  collected  1606 
cases  with  a mortality  of  only  4 per  cent;  in 
other  words,  96  per  cent  of  the  patients  re 
covered. 

The  period  from  1500  to  1876  was  what 
might  be  termed  the  experimental  stage  of  the 
operation,  which  was  considered  very  danger- 
ous until  the  technique  was  improved  and 
simplified  by  Porro  and  Sanger.  From  that 
time  (1876)  until  1907  may  be  considered  the 
third  period,  or  the  period  of  perfection  of 
the  technique,  and  where  the  lives  of  nearly 
all  the  patients  were  saved.  With  the  pres 
ent  perfection  of  the  technical  details  of  the 
procedure,  Ctesarean  section  is  about  as  safe 
as  any  other  abdominal  operation,  everything 
else  being  equal. 

From  1907  until  the  present  time  there 
have  been  a few  operators  who  have  advocat- 
ed and  practiced  Caesarean  section  without  en- 
tering the  abdominal  cavity,  that  is  by  the  ex- 
tra-peritoneal method.  It  is  claimed  this 
plan  is  more  advantageous  than  ordinary 
Caesarean  section  in  the  presence  of  frank  in 
fection,  or  in  cases  where  it  is  known  infection 
might  have  been  easily  acquired  and  probably 
exists,  and  where  delivery  otherwise  than  by 
operative  means  is  impossible.  I understand 
the  extra-peritoneal  method  is  now  practiced 
by  DeLee  and  several  others  in  this  country 


338 


KENTUCKY  MEDICAL  JOURNAL 


[July,  1927 


in  cases  where  infection  has  already  occur- 
red. I wish  to  say  that  I doubt  very  much 
whether,  under  our  present  methods  of  pro- 
tecting the  abdominal  cavity  from  extension 
of  infection,  any  such  opei’ation  is  ever  jus- 
tifiable. The  procedure  requires  too  much 
time,  it  is  too  tedious,  and  it  is  unsatisfac- 
tory, because  the  peritoneum  is  often  torn, 
adjacent  structures,  especially  the  urinary 
bladder  are  injured,  and  disastrous  results 
sometimes  follow.  At  all  events,  the  extra- 
peritoneal  method  should  never  be  attempted 
by  any  surgeon  wrho  has  not  thoroughly  mas- 
tered the  technique  of  the  procedure.  It  is 
infinitely  more  difficult  and  entails  greater 
danger  to  both  mother  and  child  than  the  or- 
dinary Caesarean  section. 

It  is  not  my  intention  to  describe  the  tech- 
nical details  of  Caesarean  section, — the  moving 
picture  will  do  that, — but  it  may  be  interest- 
ing to  briefly  mention  some  of  the  recognized 
indications  for  the  operation. 

It  has  always  been  known  that  Ihe  pelvis 
of  women  may  be  subject  to  faulty  develop- 
ment. When  a woman  is  normally  developed, 
when  her  pelvis  and  everything  else  is  nor- 
mal, we  know  that  she  has  very  little  trouble 
in  giving  birth  to  her  child  through  the  nat- 
ural channel ; but  sometimes  there  is  faulty 
development  of  the  pelvis,  the  most  common 
type  being  what  is  known  as  infantile  pelvis. 

I have  performed  fifty-five  Caesarean  sec- 
tions. The  fifty-fourth  operation  was  per- 
formed last  April  and  will  presently  be  shown 
in  moving  pictures,  and  since  then  one  other 
patient  has  been  similarly  operated  upon.  The 
case  to  be  illustrated  by  the  moving  picture 
tonight  belongs  to  that  class  known  as  infan- 
tile pelvis,  the  anteroposterior  diameter  be- 
ing only  two  inches  and  the  lateral  diameter 
not  more  than  four  inches,  making  it  impos- 
sible to  deliver  the  woman  by  version  or  any 
other  method  than  Caesarean  section.  The  pa- 
tient was  otherwise  perfectly  normal  and 
healthy.  This  child  was  the  third  that  I had 
delivered  for  the  woman  in  the  same  way,  and 
she  and  all  three  children  are  living. 

Any  disease  or  deformity  causing  marked 
change  in  the  contour  or  size  of  the  pelvis  may 
be  a direct  indication  for  Caesarean  section. 
The  so-called  Nagele’s  pelvis  is  an  example 
of  this  type.  In  such  cases  the  deformity  is 
caused  by  fusion  of  the  sacrum  with  the  ilium, 
the  result  of  arrested  development,  giving 
the  appearance  of  only  half  a pelvis.  Tuber- 
culosis, osteoma,  cancer  and  other  diseases 
may  cause  pelvic  deformity  and  bring  about 
the  necessity  for  Caesarean  section.  I have 
seen  two  cases  in  which  Nagele’s  pelvis  was 
present,  and  recall  several  others  where  pel- 
vic deformity  was  due  to  tumors. 

About  five  years  ago  I presented  before 


this  society  a paper*  on  the  indications  for 
Caesarean  section  and  reported  forty-four 
cases,  ten  or  fifteen  of  the  patients  being  pres- 
ent with  their  children.  I do  not  now  recall 
how  many  different  indications  for  the  opera- 
tion .were  represented  by  the  group  of  cases 
presented,  but  there  were  many. 

In  the  presence  of  cervical  neoplasms,  par- 
ticularly advanced  carcinoma,  I believe  Caesar- 
ean section  is  indicated.  Malignant  disease 
involving  the  vaginal  outlet  and  the  rectum, 
on  account  of  the  great  amount  of  neoplastic 
tissue,  may  be  an  indication.  I have  seen 
one  case,  the  only  one  of  the  kind  I have  ob- 
served or  of  which  record  can  be  found,  where 
a tumor  in  the  anterior  vaginal  wall  filled  the 
entire  pelvis  and  prevented  normal  delivery. 
A small  tumor  was  noticed  when  the  first 
child  was  born,  but  the  patient  did  not  have 
it  removed.  She  again  became  pregnant  and 
this  time  was  sent  to  the  hospital  and  pre- 
pared for  delivery  by  Caesarean  section  be- 
cause of  obstruction  from  the  tumor.  While 
on  the  table  with  the  operation  started,  labor 
pains  became  so  violent  that  the  child’s  head 
pressing  downward  against  the  tumor  caused 
it  to  rupture.  The  contents  had  much  the  ap 
pearance  of  a dermoid  cyst,  with  very  foul 
odor  and  other  evidences  of  the  presence  of 
considerable  purulent  material.  Caesarean 
section  had  to  be  completed  and  the  child 
lived  but  the  mother  died.  This  case  was  not 
in  my  personal  practice,  but  I happened  to  be 
present  at  the  operation. 

Any  tumor  in  the  anterior  uterine  wall,  such 
as  a fibromyoma,  situated  low  between  the 
parturient  canal  and  the  urinary  bladder,  may 
so  fill  the  space  as  to  obstruct  descent  of  the 
child’s  head,  and  thus  constitute  an  indica- 
tion for  Caesarean  section.  I operated  in  one 
case  where  the  woman  had  previously  given 
birth  to  fourteen  children  in  the  normal  way. 
When  pregnant  with  the  fifteenth  child  it  was 
found  she  had  a uterine  fibromyoma  which 
prevented  the  child  from  making  any  presen- 
tation whatsoever,  except  a cross  presentation, 
and  normal  delivery  was  impossible.  Caesar 
ean  section  was  performed,  the  child  lived, 
and  the  woman  left  the  hospital  on  the  ninth 
day  after  operation.  This  patient  stated  that 
if  she  ever  had  any  more  children  she  wanted 
them  delivered  by  operation,  that  she  did  not 
wish  to  bear  further  children  in  the  natural 
way,  since  she  had  seen  how  easy  it  was  to  be 
delivered  by  Caxsareaii  section. 

Ovarian  tumors  may  be  so  situated  as  to 
obstruct  delivery,  because  of  their  great  de- 
velopment, or  possibly  by  adhesions  to  other 
pelvic  viscera.  Such  tumors  sometimes  de- 
velop almost  entirely  i r the  downward  direc- 
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tion  instead  of  upward,  and  may  so  fill  the 
pelvis  as  to  effectively  prevent  delivery. 

Sometimes  anterior  or  ventral  fixation  of 
the  uterus  may  be  the  cause  of  such  severe 
dystocia,  on  account  of  distortion  of  the  nor- 
mal uterine  relations,  that  when  labor  begins 
Cmsarean  section  may  be  found  necessary. 

Extensive  cervical  and  perineal  lacerations 
in  previous  labors,  especially  where  the  rec- 
tum is  involved,  even  though  successfully  re- 
paired at  the  time,  constitute  a valid  indica- 
tion for  Caesarean  section.  The  same  may  also 
be  said  of  scar  tissue  of  extensive  nature  in 
the  vaginal  walls.  Under  such  conditions,  if 
the  woman  is  delivered  in  the '’normal  way  in 
subsequent  pregnancies,  the  extensive  scar 
tissue  is  certain  to  be  separated,  the  injury 
may  extend  into  the  uterus  and  the  woman 
succumb  from  infection.  Moreover,  ruptured 
scar  tissue  rarely  heals,  and  that  of  itself 
would  be  a constant  source  of  danger. 

Advanced  pulmonary  tuberculosis,  where 
the  woman  is  so  exhausted  from  the  effects  of 
the  disease  that  she  cannot  withstand  normal 
labor,  may  be  an  indication.  Many  women 
with  tuberculosis  have  lived  for  years  after 
delivery  by  Cmsarean  section,  whereas  their 
lives  might  have  been  lost  had  they  been  de- 
livered in  th  normal  manner. 

Serious  cardiac  disease,  such  as  myocard- 
itis, valvular  lesions  where  there  is  no  attempt 
at  compensation,  etc.,  may  be  a valid  indica- 
tion. in  the  presence  of  serious  renal  lesions 
Cmsarean  section  may  prevent  extension  of 
the  disease  and  prolong  the  life  of  the  woman 
for  many  years. 

In  persistent  occipito-posterior  positions, 
where  the  high  forceps  operation  would  be 
necessary  to  effect  delivery,  and  especially 
where  efforts  at  labor  have  already  exhaust- 
ed the  woman  and  complete  uterine  inertia 
has  supervened,  Cmsarean  section  is  indicated. 
Crossed  or  shoulder  presentation,  particular- 
ly where  one  arm  is  protruding,  must  also  be 
considered  as  an  indication. 

Puerperal  eclampsia  is  sometimes  an  im- 
portant indication  for  Cmsarean  section.  I do 
not  mean  to  say,  however,  that  the  operation 
is  indicated  in  every  case  of  eclampsia.  Take 
a case,  for  instance,  where  a woman,  rather 
advanced  in  years  is  pregnant  with  her  first 
child,  where  possibly  the  viability  of  the  child 
is  certain  if  given  a chance  to  be  born,  but 
where  the  mother’s  condition  is  very  serious, 
where  the  cervix  is  elongated  with  vaginal 
outlet  small,  where  the  cervix  is  difficult  to 
dilate,  and  where  conditions  are  such  that  it 
would  be  impossible  to  do  anything  of  advan- 
tage unless  done  quickly,  Cmsarean  section  in 
my  opinion  offers  the  best  opportunity  for 
both  the  mother  and1 'the  child.  Eclampsia 
seldoi  develops  until  after  the  seventh  month 


of  gestation,  and  in  such  cases  prompt  Caisar- 
ean  section  may  be  the  means  of  saving  moth- 
er and  child. 

Placenta  previa,  especially  of  the  centralis 
type,  is  in  itself  in  many  instances  an  indica- 
tion for  'Cmsarean  section.  I have  operated 
upon  several  patients  of  this  type  and  have 
never  lost  a child  that  was  living  wdien  the 
operation  was  started  and  only  one  of  the 
mothers  succumbed.  This  patient  was  a Mrs. 
W.  who  had  central  implantation  of  the  pla- 
centa and  when  first  seen  by  me  was  so  ex- 
hausted from  hemorrhage  that  I could  see 
nothing  to  be  done  except  take  her  to  the  hos- 
pital and  complete  delivery  as  quickly  as  pos- 
sible. The  child  was  already  dead,  the  cord 
was  prolapsed,  and  an  arm  protruded  through 
the  placenta  into  the  outside  world.  I had 
many  times  performed  version  and  delivered 
women  in  that  way.  This  we  know  is  always 
dangerous  to  the  child,  but  in  this  case  the 
child  was  already  dead.  Under  the  circum- 
stances I believed  possibly  I could  deliver  this 
woman  by  version,  and  while  she  was  in  the 
hospital  1 attempted  it,  but  the  hemorrhage 
was  so  great  that  it  could  not  be  sufficiently 
controlled  to  save  her  life.  I believe  in  that 
case  Cmsarean  section  was  the  better  plan,  it 
is  relatively  a simple  operation,  can  be  per- 
formed very  quickly,  and  everything  else  be- 
ing equal,  it  is  practically  devoid  of  danger. 
This  particular  patient  died,  the  child  was  al- 
ready dead  when  I was  first  called,  it  being 
the  only  fatality  in  the  fifty-five  cases,  all  the 
other  mothers  and  children  are  living  and  well 
today. 

It  is  thought  by  many  physicians  that  it  is 
extremely  hazardous  to  deliver  a woman  by 
Cmsarean  section  where  forceps  have  been 
previously  used.  If  forceps  have  been  tried 
under  strict  aseptic  precautions  with  the  pa- 
tient in  the  hospital, — and  I think  no  woman 
should  be  delivered  with  forceps  except  in  a 
well-equipped  hospital, — I do  not  believe  it 
would  be  hazardous  to  deliver  her  at  any  time 
afterward  by  Cmsarean  section.  However,  it 
is  recognized  that  the  dangers  are  increased 
where  a great  many  vaginal  examinations 
have  been  previously  made,  and  yet  the  wom- 
an whose  moving  picture  you  will  see  present- 
ly had  been  in  labor  for  thirty -six  hours  be- 
fore I saw  her  the  first  time  and  I expect  one 
hundred  vaginal  examinations  had  been  made 
by  those  who  attended  her  and  attempted  to 
complete  delivery,  without  any  special  pre- 
caution whatever  being  taken.  Complete 
uterine  inertia  had  supervened  when  I first 
saw  the  woman  and  examination  disclosed 
the  fact  that  she  could  not  be  delivered  in  the 
normal  way.  She  was  placed  in  the  hospital 
and  allowed  to  rest  until  the  next  morning 
when  Cmsarean  section  was  performed.  Des- 
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pite  the  unfavorable  conditions  due  to  re- 
peated examination  and  attempts  at  delivery, 
she  had  no  trouble  following  the  operation, — 
no  fever,  no  infection,  no  sepsis.  Under  any 
circumstances  where  the  conditions  demand 
the  high  forceps  operation,  I believe  Caesarean 
section  is  much  safer.  High  forceps  applica- 
tion often  causes  sei*ious  injury  to  the  soft 
parts  of  the  mother,  and  there  is  always  dan- 
ger of  fatal  injury  to  the  child. 

1 have  already  detailed  much  of  the  history 
of  the  woman  whose  picture  is  to  be  shown. 
She  was  perfectly  healthy  in  every  respect, 
but  had  an  infantile  pelvis,  she  was  anxious 
to  have  a family  and  was  willing  to  bear  chil- 
dren even  after  she  knew  they  could  be  de- 
livered only  by  Caesarean  section,  and  she  has 
now  given  birth  to  three  children  in  that  way. 
She  was  a very  intelligent  and  deeply  relig- 
ious woman.  The  first  operation  upon  her 
has  been  sufficiently  described. 

The  second  time  she  was  admitted  to  hos- 
pital a day  or  turn  before  the  time  when  labor 
was  expected.  No  vaginal  examination  was 
made  and  none  was  necessary  until  the  advent 
of  signs  of  beginning  labor.  When  the  cer- 
vix was  found  quite  well  dilated  she  was  taken 
to  the  operating  room  and  again  delivered  by 
Ciesarean  section.  No  trouble  developed  fol- 
lowing the  first  operation  even  though  per- 
fect asepsis  was  probably  not  obtained,  but 
after  the  second  operation  when  we  were  cer- 
tain of  aseptic  technique  throughout  a stitch 
abscess  developed.  However,  this  caused  lit- 
tle trouble  and  the  patient  was  dismissed  well 
on  the  fifteenth  day  after  operation. 

Before  the  third  operation  the  woman  was 
kept  in  the  hospital  under  proper  care  for 
some  time,  her  jjhysical  condition  was  care- 
fully watched,  her  urine  was  frequently  ex- 
amined with  negative  results,  and  during  the 
entire  time  she  complained  of  nothing.  She 
had  no  pain  and  expressed  herself  as  feeling 
perfectly  well.  Strange  as  it  may  seem,  at 
the  third  operation  the  uterus  was  found 
firmly  attached  to  the  anterior  abdominal 
wall  by  omental  adhesions,  there  being  noth- 
ing between  the  uterus  and  the  abdominal 
wall  except  the  omentum  to  which  both  the 
uterus  and  abdominal  wall  were  attached,  ft, 
was  therefore  impossible  to  effect  delivery 
of  the  child  by  Ciesarean  section  without  dis- 
secting the  omentum  from  the  surface  of  the 
uterus.  It  was  thought  unwise  to  separate  the 
adhesions  between  the  omentum  and  the  ab- 
dominal wall  because  of  the  extensive  area 
covered  and  the  large  blood  vessels  in  the 
omentum  which  if  divided  might  have  caused 
hemorrhage  and  death.  The  omentum  was 
accordingly  left  attached  to  the  abdominal 
wall  just  as  it  had  been  since  the  second  oper- 
ation, making  an  incision  through  the  omen- 


tum and  separating  it  from  the  uterus  in 
order  to  complete  the  operation.  The  woman 
had  complained  of  no  symptoms  during  the 
time  these  adhesions  had  existed,  so  evidently 
they  did  no  harm.  To  have  dissected  the 
omentum  from  the  abdominal  wall  would 
have  required  considerable  time  and  would 
probably  have  increased  the  danger  of  the 
operation.  After  dissecting  the  omentum 
from  the  uterus  the  latter  was  incised  and  the 
baby  and  placenta  delivered.  The  uterine 
wall  was  badly  torn  during  the  procedure  as 
the  work  had  to  be  done  hurriedly.  The  pla- 
centa was  attached  anteriorly  and  had  to  be 
incised  before  the  child  could  be  delivered. 

In  this  instance  a modified  Porro  operation 
would  have  been  necessary  because  of  the  torn 
condition  of  the  uterus,  but  fortunately  both 
the  woman  and  her  husband,  over  their  signa- 
tures, had  requested  me  to  do  something  that 
would  prevent  further  pregnancies,  as  they 
already  had  three  children  and  all  had  been 
delivered  by  Ctesarean  section.  A supra-vag- 
inal  amputation  of  the  uterus  was  performed, 
the  uterine  stump  allowed  to  recede  into  the 
abdominal  cavity,  and  closure  of  the  various 
structures  effected  in  the  usual  way. 

The  child  was  living  and  cried  lustily  with- 
in four  minutes  after  being  delivered.  The 
convalescence  of  the  mother  was  without  un- 
toward incident  and  she  left  the  hospital  with 
her  baby  on  the  fourteenth  day  after  opera- 
tion. 

I might  mention  that  in  the  after-care  of 
patients  subjected  to  Caesarean  section  an  ob- 
stetrical binder  is  applied,  just  as  after  nor- 
mal labor,  and  the  abdominal  wall  is  further 
protected  by  adhesive  plaster.  Pituitrin  is 
administered  every  four  hours  for  the  first 
few  days  to  prevent  gaseous  distension. 

The  moving  picture  now  being  shown  was 
taken  at  the  Deaconess  Hospital  with  the  con- 
sent of  the  patient  and  her  husband.  The  var- 
ious steps  of  the  operation  are  fairly  well  il- 
lustrated as  will  be  observed  by  those  of  yoti 
who  can  see  the  picture.  What  is  apparently 
a serious  hemorrhage  during  delivery  of  the 
child  is  principally  from  the  placenta  and  lit- 
tle attention  was  given  to  it.  The  woman  lost 
very  little  blood  during  the  operation. 

In  closing,  I wish  to  say  that  just  thirteen 
days  after  the  operation  the  patient  witnessed 
herself  being  operated  upon  when  the  picture 
was  shown  at  the  hospital  for  mv  anuroval. 

DISCUSSIONS. 

Edward  Speidel:  Dr.  Peak  has  given  us  a very 

interesting  presentation  and  I think  he  deserved 
a larger  audience. 

As  to  the  indications  for  Caesarean  section: 
Contracted  and  deformed  pelvis  from  any  cause 
are  regarded  as  indications  for  the  operation,  but 
in  all  cases — unless  it  is  plainly  apparent  that 
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delivery  cannot  possibly  be  accomplished  nor- 
mally— the  patient  should  be  given  the  test  of 
labor,  because  it  is  astonishing  what  nature  is 
sometimes  able  to  do  in  the  presence  of  a de- 
formed pelvis.  This  is  especially  true  in  so-call- 
ed Nagele’s  pelvis  mentioned  by  Dr.  Peak  in 
which  one  diameter  is  contracted  and  the  oppo- 
site diameter  correspondingly  enlarged.  It  of- 
ten occurs  that  the  baby  is  born  through  the  op- 
posite on  enlarged  side.  We  recently  had  an  in- 
stance of  this  kind  in  the  Louisville  City  Hos- 
pital where  preparations  were  made  for  Caesar- 
ean section  on  a woman  with  contracted  pelvis. 
Under  the  influence  of  the  anesthetic  and  be- 
fore the  operation  was  begun  the  baby  was  born 
despite  the  pelvic  contraction. 

One  form  of  contracted  pelvis  not  mentioned 
by  the  essayist  now  recognized  as  an  indication 
for  Caesarean  section  is  contraction  of  the  out- 
let, or  the  so-called  “funnel  pelvis.”  If  this  con- 
dition is  not  recognized  prior  to  the  advent  of  la- 
bor, and  if  the  patient  has  been  in  labor  for  a 
considerable  length  of  time  when  obstruction 
at  the  outlet  is  discovered,  the  only  alternative 
under  such  circumstances  is  pubiotomy.  In  my 
opinion  the  woman  has  a much  better  chance  of 
recovery  after  Caesarean  section  than  after  pub- 
iotomy, consequently  in  such  a case  Caesarean 
section  is  indicated. 

I am  glad  the  essayist  mentioned  the  subject 
of  eclampsia.  I think  the  cases  are  rare  in 
which  Caesarean  section  is  indicated  in  eclamp- 
sia, and  the  operation  should  not  be  performed 
if  the  baby  is  premature.  There  is  nothing 
more  pitiful  than  to  have  the  mother  die  after 
performance  of  classical  Caesarean  section  with 
a seven  months  baby.  Under  such  circumstanc- 
es it  should  be  possible  to  deliver  the  woman  by 
vaginal  Caesarean  section  which  gives  her  a 
much  better  chance  for  life.  Elongated  and  un- 
dilated cervices  in  eclampsia  are  rare  conditions, 
because  the  congestion  of  the  latter  months  of 
pregnancy  produces  softening  of  the  cervix,  and 
in  my  thirty-two  years  of  obstetrical  experience 
I have  never  seen  a so-called  persistently  rigid 
cervix  in  the  last  months  of  pregnancy  except 
when  pathological.  I think  it  should  be  general- 
ly understood  that  eclampsia  is  not,  per  so,  ex- 
cept in  rare  .instances,  an  indication  for  Caesar- 
ean section. 

Dr.  Peak  mentioned  an  unfortunate  case  of 
placenta  previa  centralis.  Not  long  ago  we  had 
in  the  Louisville  City  Hospital  a case  of  pla- 
centa previa  in  which  we  were  more  fortunate. 
The  woman  was  admitted  after  she  had  been  in 
labor  for  more  than  twenty-four  hours  and  had 
lost  a tremendous  amount  of  blood.  The  con- 
• dition  was  easily  recognized  and  a blood  trans- 
fusin  was  given  at  once,  the  husband  being  the 
donor.  Caesarean  section  was  performed  a few 
hours  later  and  the  child  and  mother  lived.  I 
believe  placenta  previa  of  the  centralis  type  is 


a valid  indication  for  Caesarean  section. 

Referring  further  to  pelvic  contractions:  It 

must  not  be  forgotten  that  the  pelvis  may  be 
normal  and  yet  delivery  may  be  impossible  be- 
cause of  an  overgrown  child.  On  the  other  hand, 
there  may  be  a moderately  contracted  pelvis 
and  yet  a child  of  normal  size  may  be  delivered 
without  much  difficulty.  I believe  in  all  such 
cases  a test  of  labor  should  be  given,  and  if  af- 
ter a fair  test  there  is  no  progress  then  Caesar- 
ean section  is  indicated. 

The  high  forceps  operation  is  not  employed 
by  obstetricians  of  the  present  day.  The  indica- 
tion for  high  forceps  is  a satisfactory  test  that 
the  head  will  not  descend  into  the  pelvis,  and 
consequently  under  such  ‘circumstances — unless 
one  is  assured  that  the  child  can  be  easily  de- 
livered by  version — then  Caesarean  section 
should  be  performed. 

Dr.  Peak  in  his  moving  pictures  showed  us  the 
technique  of  Caesarean  section.  Quite  naturally 
in  the  course  of  many  operations  we  gain  ex- 
perience that  will  be  of  benefit  to  others.  We 
have  found,  for  instance,  that  the  child  will  al- 
ways breathe  as  soon  as  it  is  removed  from  the 
uterus,  if  the  anesthetic  is  started  late  when 
everything  else  is  ready  and  if  the  child  is  de- 
livered within  three  to  five  minutes.  The  child 
cries  almost  as  soon  as  it  is  born. 

Another  point  of  importance  in  the  discussion 
of  Caesarean  section  is  the  instruction  given  by 
certain  authors  that  before  making  the  abdom- 
inal incision  to  administer  a hypodermic  injec- 
tion of  ergot  and  pituitrin.  We  know  that  the 
action  of  pituitrin  is  to  produce  profound  con- 
traction of  the  uterus,  and  the  same  dictum 
holds  good  in  Caesarean  section  as  in  normal  la- 
bor, that  is  no  pituitrin  should  be  given  so  long 
as  the  child  is  inside  the  uterus  and  the  cervix 
undilated,  otherwise  sooner  or  later  one  will 
have  rupture  of  the  uterus.  The  effect  of  pitui- 
trin on  the  uterus  is  such  that  the  sutures  will 
often  break  through  after  being  properly  placed. 
We  simply  give  an  hypodermic  of  ergot  and  as 
it  takes  twenty  minutes  for  its  full  effect,  there 
is  no  interference  with  suturing  of  the  uterine 
incision.  Only  after  the  sutures  have  been  com- 
pleted is  pituitrin  administered.  It  is  unnec- 
essary to  inject  it  directly  into  the  uterus,  be- 
cause pituitrin  acts  just  as  well  when  injected 
into  the  outer  side  of  the  thigh  and  has  the  same 
effect. 

In  all  the  Caesarean  sections  that  I have  per- 
formed, including  two  second  Caesarean  and  one 
third  Caesarean,  there  have  been  found  at  times 
adhesions  between  the  cut  surface  of  the  uterus 
and  the  anterior  abdominal  wall.  It  has  occur- 
red to  me  that  possibly  a slight  change  in  the 
technique  might  minimize  such  adhesions,  and  at 
the  first  opporutunity  I intend  to  place  the  clos- 
ing sutures  according  to  the  method  of  Cush- 
ing, that  is  inserting  the  peritoneal  suture  later- 
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ally  and  inverting  the  peritoneal  edges  in  order 
that  the  suture  line  may  be  buried  in  that  way.  I 
believe  by  this  plan  adhesions  of  the  uterus  to 
the  abdominal  wall  may  be  prevented. 

Another  point  I would  like  to  call  to  your  at- 
tention that  has  not  been  specifically  mentioned 
is  the  question  of  sterilization  in  cases  where 
Caesaren  section  becomes  necessary.  It  is  well 
known  that  ligating  and  dividing  the  Fallopian 
tubes  does  not  insure  sterility,  since  many  wom- 
en have  subsequently  become  pregnant.  It  was 
thought  that  removing  a section  of  the  Fallop- 
ian tube  at  the  uterine  cornu  and  suturing  with 
silk  would  be  successful,  but  I have  observed 
one  case  of  pregnancy  following  such  an  opera- 
tion in  my  own  practice  and  one  in  the  practice 
of  a colleague.  Since  then  I follow  the  method 
of  ligating  the  tubes  in  two  places  about  an 
inch  from  the  uterine  cornua,  dissecting  the 
uterine  ends  free  and  then  making  a small  slit 
in  the  anterior  uterine  surface  and  pulling  the 
ends  of  the  tubes  through  the  slit  and  suturing 
in  place  with  silk. 

The  question  naturally  arises  whether  or  not 
we  are  justified  in  sterilizing  the  patient  after 
Caesarean  section.  In  my  opinion,  except  in 
grave  systemic  disease  we  are  never  justified  in 
sterilizing  the  patient  at  the  first  Caesarean  op- 
eration, because  she  may  desire  another  child 
and  can  safely  undergo  another  similar  proced- 
ure. Thereafter  if  requested  by  the  husband 
and  wife  sterilization  would  seem  justified. 

Another  question  is  whether  it  is  safe  to  al- 
low the  woman  to  go  through  normal  labor  af- 
ter she  has  had  one  Caesarean  section:  I have 

had  several  patients  who  had  normal  labors  after 
Caesarean  section,  consequently  the  test  of  la- 
bor should  be  given  in  all  such  cases  unless  it 
is  known  that  in  the  previous  Caesarean  opera- 
tion of  the  uterine  or  abdominal  incision  became 
infected  or  that  the  patient  had  a febrile  tem- 
perature after  the  operation  was  performed. 

Walker  Gossett:  From  the  remarks  made  by 
Dr.  Peak,  one  might  naturally  infer  that  Caesar- 
ean section  is  a very  simple  operative  proced- 
ure. Such  a belief  is  not  in  accord  with  the 
opinions  of  some  of  the  most  prominent  obstet- 
ricians and  surgeons  in  this  country.  DeLee,  of 
Chicago,  states  that  five-hundred  women  die  an- 
nually in  the  United  States  alone  from  Caesarean 
section.  We  seem  to  be  getting  further  and 
further  away  from  obstetrical  ideas,  the  modern 
trend  of  thought  being  to  regard  labor  as  a 
pathological  process  rather  than  a physiological 
one,  and  in  these  days  of  modern  so-called  ultra- 
scientific  practice  the  aid  of  surgery  is  too  of- 
ten invoked  in  ordinary  labor  cases.  A medical 
man  remarked  to  me  a few  days  ago  that  so 
many  changes  in  practice  had  occurred  that  he 
hardly  knew  what  to  do  when  called  to  attend 
a woman  in  labor.  I understand  some  of  the 
medical  colleges  are  contemplating  the  abandon- 


ment of  the  department  of  obstetrics  and  mak- 
ing it  the  department  of  gynecology  and  obstet- 
rics. I believe  that  would  be  a mistake  as  such 
teaching  would  tend  to  place  greater  stress  on 
operative  work  in  obstetrics,  including  Caesarean 
section,  and  minimize  the  importance  of  ordinary 
methods  of  delivery  which  of  course  embraces 
the  use  of  forceps  when  indicated. 

Lynch,  of  tht  University  of  California,  states 
that  in  these  days  of  rush  and  bustle  in  the  prac- 
tice of  medicine  doctors  do  not  like  to  wait  for 
nature  to  terminate  labor,  that  they  have  not  the 
time  and  cannot  afford  to  spend  twelve  to  four- 
teen hours  awaiting  the  advent  of  labor.  The 
tendency  is  to  wait  a few  hours  and  if  there  is 
then  no  progress  measures  are  instituted  to  has- 
ten delivery.  Five  years  ago  a medical  man  in 
this  city  who  is  a surgeon,  general  practitioner 
and  pediatrician,  was  called  to  see  a young  wo- 
man in  her  first  confinement.  He  waited  eight 
hours  and  then  decided  to  perform  Caesarean 
section.  He  became  much  perturbed  because  of 
the  delay  and  instead  of  delivering  the  woman  by 
version  or  forceps  application,  he  resorted  to  im- 
mediate Caesarean  section.  Two  months  ago  I 
delivered  that  woman  with  forceps  of  an  eight 
pound  girl.  There  was  no  pelvic  contraction  or 
deformity  and  labor  progressed  normally.  The 
patient  made  a beautiful  recovery,  just  as  good 
in  fact  as  though  she  had  never  been  operated 
upon. 

Austin  Flint  says  there  is  a growing  convic- 
tion that  Caesarean  section  is  being  performed 
too  frequently  and  for  insufficient  reasons  be- 
cause of  the  belief  that  it  is  an  operation  which 
can  be  easily  performed,  yet  in  the  hands  of  the 
best  men  in  the  country  it  carries  a mortality  of 
from  two  to  five  per  cent.  The  indications  for 
Caesarean  section  have  been  unwisely  extended, 
the  operation  is  being  performed  in  many  in- 
stances where  delivery  could  be  successfully  ac- 
complished by  less  dangerous  methods,  simply 
because  the  attendant  does  not  like  to  wait  for 
the  normal  progress  of  labor.  Those  who  engage 
in  the  practice  of  obstetrics  must  give  the  neces- 
sary time  to  their  patients,  they  must  return  to 
the  older  obstetrical  methods  so  far  as  may  be 
requisite  to  secure  the  proper  results,  and  in  that 
way  their  patients  may  be  safely  delivered  and 
Caesarean  section  avoided. 

We  all  recognize  that  a deformed  pelvis  as  a 
rule  is  a valid  indication  for  Caesarean  section, 
but  as  Dr.  Speidel  wisely  says  even  in  such  cases 
the  woman  should  be  given  a chance  by  the  test 
of  labor  before  the  operation  is  recommended. 
Pelvic  deformity  can  be  easily  recognized  by 
physical  examination,  and  by  use  of  the  roent- 
gen-ray one  can  see  the  size  of  the  baby  and 
particularly  the  size  of  the  head,  and  by  com- 
paring the  data  thus  obtained  with  the  pelvic 
diameters  easily  determine  whether  or  not 
Caesarean  section  is  actually  necessary.  If  the 
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baby’s  head  is  small  and  the  pelvic  deformity  be 
not  too  great  normal  delivery  may  be  possible. 

Placenta  previa  centralis  is  oftentimes  an  in- 
dication for  the  Caesarean  operation.  In  such 
cases  there  is  usually  an  undilated  cervix,  and 
if  the  necessary  time  is  taken  to  properly  dilate 
the  cervix  the  woman  may  lose  her  life  from 
hemorrhage.  The  safest  plan  for  both  mother 
and  child  is  immediate  Caesarean  section. 

In  puerperal  convulsions  I believe  medical 
treatment  should  be  given  a fair  trial  before  re- 
sorting to  Caesarean  section.  However,  if  the 
woman  has  had  repeated  convulsions  and  has  an 
undilated  cervix,  in  the  majority  of  cases  I 
would  seriously  consider  the  advisability  of  Caes- 
arean section.  This  offers  the  best  chance  of 
saving  the  life  of  the  mother  as  well  as  the 
child. 

Dr.  Speidel  said  that  generally  there  is  a soft, 
dilated  cervix  in  the  last  month  of  pregnancy.  I 
recently  saw  a woman  who  had  passed  the  eighth 
month  of  uterogestation.  She  had  an  undilated 
cervix  with  a transverse  presentation.  In  that 
case  Caesarean  section  was  performed  on  my  .rec- 
ommendation. 

In  my  entire  obstetrical  experience  I can  re- 
call but  five  cases  in  which  I believed  Caesarean 
section  was  necessary.  Dr.  Peak  says  he  has  per- 
formed the  operation  fifty-five  times.  I would 
like  to  know  if,  in  his  cases,  he  has  consulta- 
tion with  an  obstetrician,  and  whether  Caesar- 
ean section  was  recommended  by  the  obstetric- 
ian or  only  by  the  surgeon.  My  belief  is  that 
Caesarean  section  .is  strictly  a surgical  procedure 
and  not  an  obstetrical  operation.  Of  course  I 
recognize  that  a man  who  has  practiced  surgery 
and  also  obstetrics  for  many  years  is  perfectly 
capable  of  performing  Caesarean  section,  but  a 
man  who  has  practiced  only  obstetrics  and  gen- 
eral medicine  has  no  right  to  attempt  the  opera- 
tion because  it  is  by  no  means  a simple  undertak- 
ing. Before  the  general  surgeon  performs  Caes- 
arean section  I believe  he  should  have  the  con- 
sent of  the  obstetrician  in  the  case. 

As  to  the  delivery  of  women  with  serious  car- 
diac lesions:  It  is  remarkable  how  well  these 
patients  get  along  during  labor  under  gas-oxy- 
gen anesthesia.  I have  delivered  women  in  the 
sitting  posture  in  bed  in  the  old  days  without  any 
trouble  whatever  following.  I would  not  think 
of  recommending  Caesarean  section  simply  be- 
cause the  woman  had  a cardiac  lesion  or  tuber- 
culosis. Such  patients  do  wonderfully  well  un- 
der gas-oxygen  anesthesia  and  can  be  safely  de- 
livered in  the  normal  way. 

I still  think  it  is  bad  teaching  to  recommend 
Caesarean  section  in  cases  where  the  indications 
are  not  definite  and  positive.  Young  men  just 
entering  practice  know  that  Caesarean  section  is 
frequently  performed  for  trivial  causes  and  a 
pernicious  situation  is  thus  created.  These  men 
are  not  going  to  be  obstetricians,  they  are  going 


to  be  surgeons,  and  are  not  likely  to  devote  the 
time  to  obstetrical  work  that  they  should,  which 
I think  is  a very  bad  feature. 

It  may  be  worth  mentioning  that  Caesarean 
section  is  rarely  performed  in  Canada.  The  in- 
dications for  the  operation  in  that  country  ap- 
pear not  to  have  been  so  widely  extended  as  in 
the  United  States.  Caesarean  section  is  a major 
operation,  not  a simple  an  l ea'i'y  executed  sur- 
gical procedure  as  might  be  inferred  from  the 
address  made  by  Dr.  Peak. 

Simrall  Anderson:  I thoroughly  agree  with 

Dr.  Peak  that  Caesarean  section  is  a simple  oper- 
ation. I also  agree  with  Dr.  Gossett  that  Caesar- 
ean section  is  often  performed  under  insufficient 
indications.  As  both  Dr.  Gossett  and  Dr.  Speidel 
have  said,  the  presence  of  moderate  pelvic  de- 
formity is  surely  not  an  indication  for  Caesarean 
section,  always,  and  if  the  woman  is  given  the 
proper  amount  of  time  nature  will  accomplish 
delivery  often  when  the  outlook  is  very  poor. 

In  placenta  previa  if  the  membranes  can  be 
ruptured  and  thus  allow  the  fetal  head  to  de- 
scend and  act  as  a tampon  from  above,  hemor- 
rhage will  be  arrested  and  delivery  can  be  ac- 
complished in  the  normal  way  in  many  cases, — 
not  forgetting  the  use  of  the  vaginal  tampon 
also.  If  placenta  previa  centralis  exists  and  the 
diagnosis  can  be  made  early  and  if  hemorrhage 
is  distressing,  especially  in  primiparse  and  the  so- 
called  rigid  os  cases,  I believe  Caesarean  section 
is  the  best  method  of  delivery. 

In  eclampsia  I am  not  thoroughly  convinced 
that  Caesarean  section  is  always  the  best  and 
safest  procedure.  However,  I must  admit  that 
it  should  always  be  considered.  There  are  cases 
in  which  convulsions  do  not  cease  even  after  the 
baby  is  born,  and  these  are  usually  fatal.  Of 
course  in  the  majority  of  instances  the  symptoms 
subside  after  delivery. 

As  to  the  presence  of  tumors  which  interfere 
with  delivery:  If  the  tumor  is  recoginzed  prior 

to  the  time  of  labor,  exploration  may  reveal  an 
ovarian  cyst,  intraligamentous  cyst,  pedunculat- 
ed myoma,  etc.,  which  can  be  removed  surgical- 
ly without  interfering  with  the  pregnancy  in  any 
way.  Quite  recently  I operated  upon  a woman 
from  Pineville,  Kentucky,  who  had  a large  mass 
in  Douglas’  cul-de-sac  and  was  in  the  third  month 
of  uterogestation.  In  referring  the  patient,  her 
physician  stated  that  the  tumor  appeared  to  be 
very  movable  and  he  had  been  able,  after  con- 
siderable time  and  various  manipulations  in  the 
knee-chest  position,  to  dislodge  the  growth  up- 
ward out  of  the  pelvis  but  it  could  not  be  main- 
tained there.  I also  found  this  to  be  the  case 
on  examination.  After  due  consideration  I con- 
cluded the  proper  thing  to  do  was  to  operate, 
and  if  the  tumor  was  of  the  type  mentioned  re- 
moval could  be  accomplished  without  interfering 
with  gestation.  Our  working  diagnosis  was  ovar- 
ian cyst.  Abdominal  section  disclosed  the  pres- 
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ence  of  an  ovarian  cyst  the  size  of  a large 
orange  incarcerated  in  the  pelvis.  Removal  was 
simple.  Pathological  examination  showed  the 
cyst  to  be  dermoid  containing  bone  and  a large 
ball  of  hair,  the  fluid  offensive  and  yellow  in 
color.  On  investigating  the  subject  I found  der- 
moid cyst  fluid  very  infectious,  and  should  rup- 
ture occur  during  delivery,  fatal  peritonitis 
would  ensue.  In  this  case  the  cyst  was  removed 
without  rupture  and  pregnancy  has  proceeded 
so  far,  the  woman  being  now  about  seven  months 
advanced. 

Again  I want  to  state  that  Caesarean  section, 
provided  the  proper  technique  is  employed,  is 
very  easy  indeed,  and,  as  stated  by  Dr.  Peak, 
there  is  usually  no  hemorrhage  except  from  the 
placenta  which  need  occasion  no  alarm. 

If  pituitrin  and  ergot  are  to  be  given  after 
Caesarean  section,  it  is  better  to  wait  until  after 
the  suturing  is  completed.  Pituitrin  is  very  use- 
ful in  minimizing  the  excessive  gas  distension 
which  always  follows  this  operation. 

A.  D.  Willmoth:  One  of  the  most  important 

nsqs  of  the  ronetgen-ray  is  to  determine  the  size 
of  the  fetus  prior  to  delivery,  especially  of  the 
head,  and  this  can  be  readily  accomplished  if 
Stereoscopic  pictures  are  taken.  One  will  also 
obtain  a good  idea  as  to  size  and  conformation 
of  the  woman’s  pelvis,  and  in  this  way  determine 
the  disparity  if  any  exist  between  the  fetus  and 
the  pelvic  outlet. 

The  question  of  suturing  the  uterine  incision 
was  referred  to  by  the  essayist  and  some  of  the 
previous  speakers:  That  is  a very  important 

part  of  Caesarean  section.  If  the  uterine  wall  be 
not  properly  sutured,  there  are  two  dangers 
which  may  be  anticipated:  (1)  the  raw  surface 
may  become  adherent  to  the  surrounding  struc- 
tures, omentum,  small  intestine  and  parietal  per- 
itoneum; (2)  the  danger  of  rupture  of  the  ufgr- 
ine  wall  in  the  event  the  woman  again  becomes 
pregnant.  I think  it  is  universally  conceded  that 
the  so-called  through-and-through  method  of  sut 
uring,  that  is  through  the  peritoneum  and  mus- 
cular structures  in  one  layer  not  including  the 
mucosa,  is  the  one  most  likely  to  give  way  if  sub- 
sequent pregnancy  takes  place,  therefore  the  tier 
method  of  suture  is  preferable.  This  makes  a 
firmer  support  and  is  less  likely  to  give  way 
should  subsequent  pregnancy  occur.  Dr.  Speidel 
spoke  of  inverting  the  uterine  peritoneum  with 
sutures.  That  represents  nothing  new,  the  meth- 
od has  been  in  use  for  a long  time  and  should 
always  be  done. 

As  to  the  question  of  sterilization:  I think 

this  is  a matter  that  should  be  determined  by  the 
woman  and  her  husband  because  they  are  the 
ones  most  interested.  Personally  I would  not 
hesitate  to  take  the  necessary  steps  to  produce 
sterilization  after  the  first  Caesarean  section  if 
both  the  woman  and  her  husband  desired  it.  I 
can  see  no  reason  why  the  woman  should  not  be 


sterilized  provided  both  parties  agree  to  it* 

One  of  the- previous,  speakers  referred  to  the 
fact  that  five  hundred  women  died  annually  in 
the  United  States  from  Caesarean  section:.  I 
Think  that  estimate  is  very  low  when,  it  is  con- 
sidered that  most  Caesarean  sections  are  per- 
formed only  as, a dernier  ressort.  The  obstetric- 
ian does  npt  recommend  Caesarean  section  uhtii 
everything  else  hag,  been  tried,  and  every  .possi- 
ble effort  has  been  made  to  deliver  the  woman 
without  success  -before  the  surgeon  is  called-  The 
mortality  depends  almost  solely  to  the,  amount  of 
work  that  has  been  dope  from  below,  repeated 
virginal  examinations,  fpreeps  applications  with 
trauma  of  the  soft  parfs  incident  theretpj,,efc. 
V/here  Cmsai'ean  section  is  performed  in, elect- 
ive cases,  without  interference  or  manipulations 
from  below,  the  mortality  should  be  very  slight- 
In  the  majority  of  instances  where  Caesarean  pec- 
ition  is  indicated,  this  fapt  is  not  realized, -Phtii 
after  repeated  efforts  have  been  made  to  deliver 
the  woman  normally,  the  cervix  and  surrounding 
Structures  have  been  seriously  traumatized,  of- 
tentimes the  woman  is  in  her  home  where  prpper 
aseptic  technique  is  impossible,  and  infectiop,  has 
occurred  before  the,  surgeon  sees,  the  patjenfi  It 
ig  in  such  cagese  fhat  infection  extends  to  fh,e 
uterus  followed  by  peritonitis,  gepsjs  and  death. 

I doubt  very  much  whether  ahdominal  Caesar- 
ean section  is  always  indicated  where  the,  cervix 
is  enlarged,  plopgated  and  undilatejl.  Many 
years  ago  I had  occasion  to  attempt  to  deliver  a 
woman  who  had  an  elongated,  cervix  that  would 
not  dilate.  In  that  case  a vaginal  Caesarean  sec- 
tion was  performed  and  I succeeded,  in  saving 
both  mother  and  child.  That  is  the  only  case  -I 
have  seen  in  private  practice  or  in  consultation 
in  which  the  cervix  was  undilatable.  I could 
gee  nothing  to  do  but  split  the  cervix,  deliver 
the  baby- in  that  way,  and  then  suture  the  incis- 
ion. 

J.  Hunter  Peak  ,(in  closing)  : I thank  the  gen- 

tlemen for  their  liberal  discussion.  The  ques- 
tions that  have  been  raised  will  he  answered  so 
far  as  I am  aide  tp,4<V£°lo  yrsvrfob  odf  oj  ?. A 

In  regard  to  the  anesthetic  in  Caesarean  sec- 
tion: I always  havp  the  patient  thoroughly  pre- 
pared before  she  is : brought  jnto  the  operating 
rpom  and  everything  ready  to  proceed  with  the 
surgical  work  bofore  the  anesthetic  is  started- 
The  operation  requires,  only  a few  minutes  pro- 
vided there  are  no  complications  to  cause  delay. 
In  many  instances  I bavG  performed  Caesarean 
section  where  the  patient  would  be  returned  , to 
her  room  within  twenty  minutes.  In  some.cas|es 
the,  operation  has  been  completed  in  less  time 
than  that.  My  remarks  regarding  the  Porro  op- 
eration refer  to  a modified  Porro,  or  supravagin- 
al amputation  of  the  uterus*  not  the  classical 
Porro.  I do  not  believe  the  latter  operafipn  ■ js 
ever  indicated  in  the  class,  of  cases  under  discus- 
gion,  vrjKt-)iit‘i fptfo  <)d  oi  -gnio-a  ion  sir 
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I'  rie'v'er  a'dmirf'i^te^'  dfgot'  or  pituitrin  before  or 
during  the  operation!.''  Ip  my  Opinion  such  med- 
ication i^  uppeifpssary  apd  may  bej  harmful.  Af-j 
ter  the  operative  steps  have  beep  completed,  then 
ergot  or  pituitrin  may  be  given,  it  makes  no  dif- 
ference which  drug  is  used.  As  already  stated, 
I am  in  the  hahit  of  administering  pituitrin  for 
several  days  after  the.  operation,  i I believe  it 
has  sViihanked  influence;  in  preventing  gaseous 
distension  and  the  discomfort  incideht  thereto. 

Closure  of  the  uterine  incision  is  ordinarily:  a 
simple: hmtteiv  The  tipr  method  of  suture  should 
always  he  used  as  stated- by  Dr.  Willmoth.  The 
through-andrthrough  plan  of  suture  is  not  adapt- 
ed, to  closure  of  the  uterine  incision.  The  adhes- 
ions described  in  the  case  illustrated  by  the  mov- 
ing pictures  shown,  in  my  opinion  were  due  to 
the.  stitch  abscess  which  developed  after  the  sec- 
ond Caesarean  section  and  nqt  to  the  method  of 
suturing  employed.  ,7i(<  ...  1;  ,,|  : 

Ip  rapny  ,qf  the  cases  whep£,  I, have,  performed 
C^ajjfjgn  section  ^,ela,y  would  haye  merely  ]been 
courting  disaster,  something  had  to  be  done 
q prickly  to  save  the  life  of  both  mother  and  child. 
Version  in  these  cqsps  would  have  been  exceed- 
ingly dangerous.  In  the  majority  of  instances 
the  women  have  borne  children  subsequent  to 
the  operation.  One  of  them  had  five  children  af- 
terward. .In'  po  other  case  was  there  any  trour, 
ble  from  adhesions  so  far  as  I am  aware.  im 

to  the  question  of  sterilization:  I do  nqt 

believe  under  ordinary  circumstances,  and  condi- 
tions that  the  wppian  should  be.  sterilized  during 
performance  of  the  first . Caesarean  section,  and 
I doubt  very  much  whether  the  woman  would 
want  it  done.  There  is  a sentiment  abroad  in 
the  land  that  sterilization  is  wrong,  ;uid  the  Gath- 
dl^c  crmncrmS  and  Catholic  hosjpitals| in  .tpis  conn 
try  will  not  permit  it.  No  surgeon  can  do  any- 
thing in  any  Catholic  hospital,  if  the  rules  and 
regulations  are  fpllp/wedi thf$  will,  prevent  fu- 
ture pregnancy  eyer^ jCjluring  the  operation  of 
C.aCsartan  section,  except  for  two  reasons:  First, 
where  there  has  been  infection  and  the  woman 

l?flTlPrS^SSiI1ft^  amputptjfjn^of  the 
uterus  j^s  performed.  Second,  where  hemorrhage 
is  so,;  extensive  that  it.  cannot  be  controlled  and 
amputation  of  the  uterus  is  necessai-y  tp  save 
the  woman’s  life.  I do  not  recall  the  number  of 
cases  where  sterilization  of  the  woman  became 
necessary  as  a iiie-s.avmft^ea^trel mot  bow 

many  women  have  been  sterilized  in  accordance 

to  IoiJaoJ 

In  regard  to  the  legality  of  sterilization:  I am 
awolfe  Uf*  iio  la^'^at!  kl^oiiili' goVerh  in  a case  <$' 
tftiW  kind  in  the  ’Urift^jcf ‘ siat'esi! ' As  statecl^by0 
Dr.  Willmotli,' Ihe  husband  and  wife  are  the  sole 
arbiters  in  the  matter,  and  if  they  desire  it  the 
siirgeiVi'1  Mb's  tb'^- 'fight  to  Vomply!  l\vit’h1lthjbirllfe- 
qurekr.'"  tt'owevefj'f  would  'll  (it  sterilize 'tlie  woman 
unless  both  she  and  her  husband  put  the  request 
in  writing.  This  request  is  filed  with  the  chart 


in  the  hospital  and  remains  there.  Even  this 
should  never  be  done  until  after  the  second  Caes- 
arean section.  > i(I  A\\w  • I 

Dr.  Gossett  seems  to  think  I have  performed  a 
great  many  Caesarean  operations:  Until  twenty 
years  ago  I was  engaged  in  general  practice  and 
delivered  many  women,  but  during  that  time  I 
recall  having  seen  only  one  case  in  which  I 
thought  Caesarean  section  was  demanded.  No 
doubt  there  were  as  many  women  in  those  days 
as  at  present  who  required  Caesarean  section,  but 
they  did  uot  come  under  my  observation.  Only 
during  the  last  twenty  years,  or  since  I have  been 
in  surgical  practice,  have  I encountered  obstet- 
rical cases  in  which  operative  work  was  neces- 
sary. As  the  most  of  you  know,  surgical  cases 
arp, referred  to  me  by  a great  many  medical  prac- 
titioners. Obstetrical  cases  have  usually  gone 
through  everything  else  except  the  surgeon’s, 
hands  and  he  is  called  as  a dernier  ressort.  I am 
not  an  obstetrician  and  rarely  see  an  obstetrical 
patj,ent  until  complications  have  arisen  fpr  which 
surgical  treatment  is  required. 

As  to  consultation  with  the  obstetrician:  As 

already  stated,  I seldom  see  the  patient  until  dhe 
has  paSked  through  the  hands  of  several  physic- 
ians. In  practically  every  case  the  obstetrician 
has  recommended  Caesarean  section.  Dr.  Edward 
Sperdel  has’ been  with  me  in  several  of  the  Casck' 
where  Caesarean  section  was  performed.  Other 
consulting  obstetricians  bave  been  Doctors  Daiv- 
idsPn,  Nickell,  Hicks,  Melton,  Crutcher,  Bedt, 
and  many  others.  I believe  this  answers  Dr.  Gos- 
sett’S question.  The  surgeon  is  not  called  in  ob- 
stetrical cases  until  the  necessity  arises,  and  dve’ri 
then  he  is  not  going  to  do  any  sui’gery  unless  it 
is  nhcdksary.  I was  called  in  one  case  by  the 
medical  attendant  to  perform  Caesarean  section 
and  refused  because  I thought  it  would  be  safer 
to  both  mother  and  child  to  do  a version.  In  that 
particular  case  I performed  version  and  saved 
both  of  them. 

I am  glad  Dr.  Gossett  mentioned  the  mortality 
from  Caesarean  section,  viz.,  between  two  and 
five  per  cent.  Certainly  that  is  a very  small  per- 
centage, in  fact  statistics  show  that  many  women 
die  from  normal  labor  throughout  the  United 
States.  , In  elective  Caesarean  section  the,  deftfh 
rate  should  be  practically  nil. 

I cannot  agree  with  the  gentleman  who  stated 
the  present  teaching  in  regard  to  Caesarean  sfip, 
tion  would  react  unfavorably  upon  young  men 
starting  in  practice:  If  these  young  men  do  not 

know  how  to  perform  Caesarean  section,  what  is 
going  to  become  of  the  women  upon  whom  this 
operation  is  necessary?  If  the  young  men  are  un- 
educated along  these  lines  when  they  begin  prqp'm 
tice  in  this  country,  who  will  perform  Caesarean 
section  when  we  older  , men  have  passed  away?. 
Young  men  who  contemplate  practicing  medicine 
ought  to  know  when  Caesarean  section  js  neces- 
sary and  how  the  operation  should  be  performed. 
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The  operation  is  not  difficult  and  the  technique 
is  easily  acquired. 

I agree  with  Dr.  Anderson  that  abdominal 
tumors  can  be  removed  in  many  instances  with- 
out interrupting  existing  pregnancy:  Of  course 
much  depends  upon  the  type  of  tumor.  For  ex- 
ample, one  would  not  be  justified  in  attempting 
the  removal  of  a uterine  fibroma  of  the  mural 
type,  but  subserous  tumors  can  be  removed  with- 
out doing  any  harm.  Ovarian  tumors  and  der- 
moid cysts  can  also  be  removed  without  disturb- 
ing the  pregnant  uterus.  I have  on  many  occas- 
ions operated  for  the  removal  of  tumors  of  the 
classes  mentioned  without  interfering  with  preg- 
nancy, the  women  being  delivered  normally  at 
term. 

As  to  roentgen-ray  examination:  I doubt  very 
much  whether  the  size  of  the  fetus  or  even  the 
fetal  head  can  be  accurately  determined  by 
means  of  the  roentgen-ray.  Of  course  the  pelvis 
of  the  mother  can  oe  seen,  but  the  fetal  bones 
do  not  show  perfectly  like  those  of  a more  ma- 
ture person. 

Before  closing  I wish  to  speak  further  about 
suture  of  the  uterine  wall  itself:  I never  close 
the  uterine  wall  by  through-and-through  sutures 
except  under  one  condition.  In  incising  the  wall 
of  the  pregnant  uterus  one  is  likely  to  divide  a 
large  venous  sinus,  and  hemorrhage  from  this 
sinus  can  only  be  controlled  by  closing  it  with 
through-and-through  sutures.  If  closed  from  the 
inside  and  then  from  outside  of  the  uterus,  a 
large  space  is  left  and  hemorrhage  continues. 
By  using  what  is  known  as  mattress  sutures,  so 
placed  as  to  include  both  sides  of  the  sinus,  then 
passing  one  end  of  the  suture  beyond  the  knot 
through  the  mattress  loop  on  the  opposite  side 
and  tying  it  to  the  other  end  of  the  mattress 
suture,  hemorrhage  can  be  effectively  controlled 
and  the  uterine  wall  accurately  approximated. 
Under  other  circumstances  the  uterine  incision 
should  be  closed  by  the  tier  suture  method  as  has 
been  already  stated  together  with  the  Czerny- 
Lembert  sutures  closing  the  serous  coal. 


Osteoperiosteal  Graft  in  Dangle  Foot. — Gil- 
mour  endorses  this  procedure  and  reports  one 
case  in  which  it  was  employed.  He  stresses  the 
importance  of  accuracy  in  the  process  of  em- 
bedding the  grafts,  and  in  not  having  the  graft 
extend  beyond  the  tibial  epiphysis  and  gain  an 
attachment  over  the  epiphyseal  cartilage  to  the 
diaphysis.  This  happened  in  his  case.  Clinical- 
ly, there  was  good  fixation  at  the  angle,  but  a 
mild  degree  of  equinus  deformity  due  to  the 
freer  growth  of  bone  at  the  front  of  the  tibial 
epiphyseal  cartilage,  the  posterior  region  having 
been  fixed  down,  as  it  were,  by  the  binding  pres- 
sure of  the  grafts. 
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MASSIVE  BONE  GRAFT  IN  UNUNITE  I > 
FRACTURES.* 

By  William  Barnett  Owen,  M.  D.,  F.  A.  C. 

S.,  Louisville. 

The  etiology  of  ununited  fractures  some- 
times cannot  be  definitely  determined.  First, 
failure  of  continuous  bony  contact  is  probably 
the  most  frequent  cause;  second,  failure  of 
sufficient  blood  supply ; third,  constitutional 
conditions. 

There  is  no  arbitrary  period  when  distinc- 
tion can  be  made  between  nonunion  and  de- 
layed union.  After  a few  months  have 
elapsed  and  mobility  of  the  fragments  increas- 
es without  any  attempt  at  consolidation,  a 
fracture  should  be  classed  as  ununited.  On 
the  other  hand,  if  there  is  decrease  of  mo- 
bility after  several  months  have  elapsed,  this 
should  be  classed  as  delayed  union. 

There  are  comparatively  few  cases  of  true 
nonunion.  The  most  frequent  is  intracapsu- 
lar  fracture  of  the  neck  of  the  femur.  Next  in 
frequency  is  the  lower  third  of  the  tibia.  In 
such  cases  the  principal  cause  of  nonunion  is 
lack  of  blood  supply.  I have  never  seen  true 
nonunion  in  an  intratrochanteric  fracture  of 
the  femur,  whereas  in  the  intracapsular  type 
nonunion  occurs  with  considerable  frequency. 
The  lack  of  bony  contact  is  due  to  failure  of 
proper  reduction,  and  interposition  of  mus- 
cle and  fascia. 

It  is  the  consensus  of  opinion  among  author- 
ities on  bone  surgery  that  syphilis  plays  very 
little,  if  any,  part  in  preventing  bony  union. 
It  has  been  my  practice,  however,  in  cases  of 
delayed  union  in  the  Louisville  City  Hospital, 
to  request  that  blood  Wassermann  tests  be 
made  on  all  patients  with  fractures.  If  the 
Wassermann  was  negative,  I had  small  doses 
of  arsphenamin  given.  When  the  Wasser- 
mann was  positive,  routine  treatment  for  sy- 
philis has  been  administered,  and  in  many 
cases  of  delayed  union  rather  prompt  healing 
of  the  bone  has  taken  place.  This  might  have 
been  due  to  the  tonic  effect,  thereby  raising 
the  general  vitality  of  the  patient,  which 
would  naturally  have  had  considerable  bear- 
ing on  the  accomplishment  of  union.  In  no 
instance  has  a ease  been  classified  as  non 
union  under  six  months. 

Control  of  fragments  and  maintenance  of 
reduction  are  most  essential,  but  absolute  im- 
mobility is  not  deemed  necessary.  Fractures 
of  the  clavicle  best  illustrate  this  point.  Very 
rarely  is.  nonunion  noted  in  this  bone,  and  ab- 
solute immobility  is  impossible. 

In  almost  all  cases  of  delayed  union  the 
ends  of  the  bones  have  become  eburnated. 


*Read  before  the  Louisville  Medico-Chirurgical  Society. 
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The  vascular  channels  have  been  closed  by 
the  formation  of  new  bone  with  considerable 
accumulation  of  vascular  granulation  tissue. 

The  cases  in  which  autogenous  massive  bone 
grafts  or  transplants  have  been  employed 
have  been  far  more  successful  than  where  oth- 
er methods  have  been  used. 

For  conservation  of  time  it  is  important  to 
have  two  operative  teams  and  two  sets  of  in- 
struments, one  to  prepare  the  graft,  the  other 
to  prepare  the  field  for  the  transplant.  It  is 
hardly  necessary  to  mention  that  strict  asepsis 
is  most  essential.  Drill  holes  should  be  made 
in  the  graft  before  removal  from  the  tibia.  A 
small  strip  of  bone  should  also  be  removed  to 
be  employed  as  pegs  or  bone  nails.  All  fas 
eia  and  interposed  soft  tissue  should  be  re- 
moved  from  between  the  fragments.  The 
medullary  canal  nf  both  fragments  should  be 
thoroughly  opened.  A small  piece  of  bone 
should  be  removed  from  both  ends  of  the  frag- 
ments. After  proper  alignment  of  the  bones 
a longitudinal  incision  is  made  through  the 
periosteum,  which  should  be  stripped  free, 
and  a flattened  surface  made  on  the  two  frag- 
ments of  sufficient  size  to  receive  the  graft. 

After  the  graft  has  been  applied  and  firm- 
ly pinned,  the  periosteum  should  be  pulled 
over  as  far  as  possible  on  the  edges  of  the 
graft.  The  graft  should  be  carefully  sur- 
rounded with  sufficient  muscle  and  strips  of 
fascia  to  maintain  it  in  position  and  assist  in 
re-establishment  of  the  blood  supply.  It  is 
very  important  to  apply  a suitable  external 
splint  sufficient  to  remove  all  undue  strain 
from  the  transplanted  graft. 

Barring  complications  union  may  be  ex- 
pected to  occur  in  from  six  weeks  to  three 
months.  The  usual  after-treatment  as  em- 
ployed in  all  fractures  is  necessary  in  order  to 
encourage  early  restoration  of  function. 

In  a report  of  two  hundred  and  twenty- 
one  cases  taken  from  the  Mayo  Clinic,  and  dis- 
cussed by  Dr.  Henderson,  the  following  in- 
formation appears : 


Case  Reports. 


Case  I.  W.  C.  R.,  male,  aged  thirty-three, 
was  admitted  to  hospital  May  26th,  1926,  with 
the  diagnosis  of  ununited  fracture  of  the  up- 
per third  of  the  right  humerus.  The  fracture 
was  sustained  five  years  previously  and  in  the 
meantime  several  operations  had  been  per- 
formed in  the  attempt  to  get  union.  The  pa 
tient  says  he  has  enjoyed  excellent  health  all 
his  life.  Family  and  balance  of  personal  his- 
tory of  no  interest. 


W.  C.  R.  No.  1.  Case  1,  Figure  1. 


Physical  examination  revealed  a well-nour- 
ished, fairly  well-developed  man  apparently 
in  good  health.  The  only  abnormality  found 
was  nonunion  of  the  right  humerus.  Labora- 
tory findings,  including  blood  Wassermann, 
negative. 

Operation,  June  12th,  1926.  Massive  bone 
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onlay  after  reduction,  application  of  plaster  of 
paris  cast.  A plaster  spiea  was  applied  to  the 


W.  C.  R.  No.  2 Case  1,  Figure  II. 


W C.  R.  No.  3.  Case  I,  Figure  III. 


body  a few  days  before  operation  and  was  bi- 
valved.  An  incision  was  made  exposing  the 
site  of  fracture,  and  at  the  same  time  Dr. 
Spurting  exposed  the  left  tibia  preparatory  tp 
obtaining  a large  graft  for  onlay.  Unfortun- 
ately the  electric  saw  was  not  in  working  or- 
der, hence  the  onlay  had  to  be  obtained  by 
chiseling.  Four  holes  were  drilled  over  the 
onlay  and  pegs  from  live  bone  chiselled  to  fit 
these  holes.  The  fragments  were  immobilized 
and  good  alignment  and  position  secured.  The 
massive  onlay  was  placed  on  the  outer  side 
of  the  humerus  and  held  in  place  by  (he  bone 
pegs.  Two  ligatures  of  kangaroo  tendon  were 
placed  around  the  humerus  to  hold  the  onlay 
more  securely  in  position.  The  wound  was 
closed  in  layers  and  the  arm  placed  in  a plast- 
er cast  in  position  of  right  angle  abduction. 

The  patient  left  the  table  in  good  condition 
and  his  convalescence  was  uneventful.  He 
was  dismissed  from  hospital  September  30th, 
1926,  still  wearing  the  spiea,  and  was  in- 
structed to  return  to  the  orthopedic  clinic  for 
further  observation. 


J D.  E.  No.  1.  Case  II,  Figure  I. 


Case  II.  J.  D.  E.,  male,  aged  forty,  sus- 
tained a comminuted  fracture  of  the  lower 
end  of  the  right  humerus  when  atteinjd  ing  to 
turn  the  propeller  of  an  airplane.  He  had  al- 
ways been  healthy.  Blood  Wk^eritiahn  nega- 
tive. He  had  primarily  a ParMtH  Martin 
band  applied  which  resulted  in  nominipn  and 
infection. 

At  my  first  examination  there  >vas  found  a 
discharging  sinus  arid  nonunion.  This  was 
fourteen  months  after  the  operation  just  men- 


July,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


349 


tioned.  At  my  first  operation  the  Parham- 
Martin  band  was  removed  and  the  rarefied 
bones  thoroughly  freshened  and  a plaster 
spies  them  applied.  After  the  wound  had 
healed  there  was  still  no  attempt  on  part  of 
the  fragments  to  unite.  Six  months  later  the 
massive  bone  onlay  operation  was  performed. 
Three  months  after  this  operation  union  was 
firm,  the  wound  thoroughly  healed,  and  func- 


J D.  E.  No.  2.  Case  II,  Figure  II. 


J.  D.  E.  No.  3 Case  II,  Figure  III. 


J.  D.  E.  No.  4.  Case  II,  Figure  IV. 


tion  re-established.  The  last  accompanying 
roentgenogram  shows  the  situation  at  the  end 
of  three  months. 

This  man  is  an  automobile  salesman,  he  is 
able  to  drive  and  manipulate  the  machine  as 
well  as  any  normal  individual.  He  has  no 
pain  and  his  arm  has  resumed  almost  its  nor- 
mal power  and  function. 

Case  III.  Mrs.  T.,  aged  fifty,  sustained  a 
simple  fracture  of  the  radius  and  ulna.  It 
was  deemed  advisable  by  her  surgeon  to  insert 
a Lane  plate  on  the  radius  in  order  to  main- 
tain bony  apposition.  There  was  failure  of 
union,  rarefying  ostitis  occurred  around  each 


Mrs.  Tanner  No.  1.  Case  III.,  Figure  I. 
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Mrs.  Tanner  No.  2.  Case  III,  Figure  II. 

screw  hole,  and  there  was  considerable  de- 
formity of  the  hand  and  arm. 

Four  months  after  this  operation  the  Lane 
plate  was  removed,  the  ends  of  the  bones 
freshened  and  the  canals  opened,  and  the  mas- 
sive bone  onlay  graft  was  applied,  this  hav- 
ing been  removed  from  the  tibia  of  the  pa- 
tient. The  deformity  of  the  arm  and  hand 
was  corrected  and  a plaster  fixation  dressing 
applied. 

Re-examination  three  years  after  operation 
showed  perfect  function  in  the  hand  and  arm 
with  no  deformity.  Firm  bony  union  is  il- 
lustrated by  the  roentgenogram. 

The  usual  convalescent  treatment,  which 
consists  of  heat,  massage,  passive  and  active 
motion,  was  instituted  in  this  as  in  the  other 
eases  reported. 

DISCUSSIONS. 

Orville  R.  Miller:  The  cases  reported  by  Dr. 
Owen  are  extremely  interesting.  As  he  has 
stated  a frequent  cause  of  nonunion  of  frac- 
tures is  interference  with  the  blood  supply.  In- 
fection is  another  reason  for  nonunion.  A rath- 
er peculiar  feature  is  that  certain  individuals  in 
apparently  normal  health  will  have  nonunion  in 
the  event  fractures  occur,  whereas  others  whose 
appearance  indicates  lowered  vitality  will  have 
perfect  union.  In  some  instances  the  fact  that 
fractured  bones  do  not  unite  is  inexplicable. 

I believe  quite  often  nonunion  is  brought 
about  by  too  firm  fixation.  Personally  I have 
in  many  instances  employed  the  Grant  gimlets 
or  pins  in  my  fracture  work.  I nearly  always 
leave  the  pins  in  situ  for  two  or  three  weeks,  or 
long  enough  to  be  certain  the  fragments  are 
held  in  proper  position.  A plaster  cast  is  ap- 
plied and  this  is  left  intact  for  six  to  eight  weeks. 
In  some  of  these  cases  there  has  been  delayed 
union,  the  cause  of  which  I believe  was  too  firm 


fixation  by  the  plaster.  Some  authorities  re- 
commend very  slight  fixation,  allowing  enough 
motion  to'  stimulate  regeneration  of  bone  cells 
and  callus  formation.  I have  often  noticed  in 
roentgenograms  made  after  application  of  Lane 
plates  considerable  callus  formation  on  the  op- 
posite side  of  the  bone  from  the  plate.  I do  not 
know  whether  this  was  due  to  the  effect  of  the 
metal  in  contact  with  the  bone  or  whether  it 
was  because  of  too  firm  fixation.  There  is  no 
question  that  metal  has  some  effect  on  the  bone. 
The  plate  sometimes  shows  salt-like  incrustations 
and  the  surrounding  bone  has  a peculiar  discol- 
oration. 

Unquestionably  the  bone  graft  is  the  best 
method  of  treating  cases  of  nonunion.  If  the 
Lane  plate  is  used  frequently,  but  probably  not 
always  it  has  to  be  removed,  and  sometimes  it 
seems  to  be  the  cause  of  infection  and  rarefying 
ostitis  around  the  screw  holes.  The  Grant  pins 
in  my  experience  have  caused  less  trouble  and 
they  can  be  removed  when  desired  without  op- 
eration. In  nonunion  I think  the  bone  graft  is 
by  far  the  preferable  method  of  treatment. 
Henderson  in  the  article  from  which  Dr.  Owen 
quoted  also  states  that  leaving  a section  of  per- 
iosteum around  the  massive  bone  graft,  attached 
to  the  sides  of  the  bone  on  each  side  of  the  graft 
and  covering  it,  is  also  of  value  although  he  does 
believe  it  is  absolutely  necessary.  To  obtain 
a good  union  by  the  bone  graft  or  sliding  graft 
of  Albee  it  is  necessary  to  use  all  four  layers 
of  the  bone,  periosteum,  cortex,  endosteum  and 
marrow. 

The  cases  Dr.  Owen  has  reported  are  certain- 
ly splendid  examples  of  what  can  be  done  with 
the  massive  bone  graft.  I saw  one  of  the  pa- 
tients a few  days  ago  at  the  Louisville  City  Hos- 
pital. The  man  has  firm  union  and  a useful 
arm.  The  only  feature  about  the.  case  that  pre- 
vents a perfect  anatomical  result  is  that  there  is 
some  shortening  of  the  arm.  This  of  course  is 
due  to  bone  destruction  prior  to  application  of 
the  graft.  If  the  graft  could  have  been  applied 
bfore  any  destruction  of  bone  occurred  the  arm 
would  have  been  of  normal  length. 

J.  Garland  Sherrill:  The  subject  of  fractures 

and  their  treatment  is  always  interesting  and 
always  debatable.  Any  deformity  resulting  from 
tht  treatment  of  a fracture  is  always  carried  by 
the  patient  as  an  advertisement  of  the  surgeon 
who  handled  the  case. 

It  seems  to  me  in  later  years  there  have  been 
more  cases  of  nonunion  proportionately  than 
formerly.  The  causation  of  nonunion  is  var- 
iable, but  I believe  in  most  cases  we  can  trace 
the  factors  responsible  for  the  condition.  I disa- 
gree with  the  essayist’s  statement  that  syphilis 
plays  no  important  part  in  nonunion,  on  the  con- 
trary I believe  it  is  a very  important  factor. 
Malposition  frequently  plays  a very  small  part 
as  a cause  of  nonunion.  In  some  cases  where 
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there  is  great  malposition  perfect  union  occurs, 
in  others  where  there  is  slight  malposition  de- 
layed union  or  nonunion  may  be  noted.  Inter- 
position of  muscle  or  fascia  between  fragments 
is  one  of  the  most  frequent  causes  of  nonunion. 
However,  that  has  not  always  been  demonstrat- 
ed by  operation. 

I recall  one  case  with  a very  interesting  his- 
tory. A young  man  sustained  an  injury  in 
which  both  bones  of  the  right  forearm  were 
fractured.  The  usual  dressings  were  applied  by 
the  attending  physician  and  the  patient  allowed 
to  go  about  with  his  arm  in  a sling.  Both  bones 
seemed  fixed  and  there  was  apparently  no  mo- 
tion. Eight  weeks  afterw  ard  there  was  free  mo- 
tion in  both  bones  and  the  patient  was  referred 
to  me.  One  bone  was  approximated  with  simple 
suture,  on  the  other  an  ivory  peg  was  used. 
Prompt  union  occurred  in  the  bone  where  a sut- 
ure was  used,  but  in  a short  time  the  ivory  peg 
became  detached.  A Lane  plate  was  then  ap- 
plied which  was  also  unsuccessful.  A bone  graft 
was  later  applied  and  good  union  secured.  In 
the  meantime  the  man  received  vigorous  anti- 
syphilitic treatment. 

In  a few  cases  after  the  ends  of  the  bone  have 
become  eburnated,  after  the  circulation  has  been 
impaired  by  fibrous  tissue  formation,  the  admin- 
istration of  mercury  and  potassium  iodide  may 
help  in  restoration  of  the  circulation.  Of  course 
proper  fixation  of  the  bone  fragments  in  the 
early  stages  is  much  better  than  any  other  meth- 
od of  treatment.  Devitalized  bone  act  as  a for- 
eign body  and  must  be  removed.  The  Lane  plate 
is  not  only  a foreign  body  but  in  addition  there 
must  be  some  chemical  change  which  takes  place 
in  the  tissues. 

Many  patients  are  seen  with  fractures  where 
the  bone  is  normal  and  yet  union  is  delayed,  all 
the  factors  necessary  for  regeneration  of  bone 
seem  to  be  present,  yet  there  is  no  tendney  for 
the  bone  to  unite.  Some  of  these  patients  res- 
pond to  arsenic  and  iron.  Patients  who  have 
taken  large  amounts  of  mercury,  whether  syphil- 
itic or  nosyphilitic,  sometimes  have  delayed 
union.  In  some  cases  the  administration  of 
phosphorus  seems  to  assist  bone  formation,  in 
fact  it  is  a good  idea  to  administer  phosphorus 
in  small  doses  in  every  case  where  fracture  has 
occurred. 

My  belief  is  that  of  all  the  methods  of  intern- 
al fixation  of  fragments  in  fractures  the  auto- 
genous bone  graft  is  the  best.  Of  methods  which 
contemplate  the  use  of  metal,  Grant’s  gimlets  and 
Parkhill’s  clamps  must  not  be  forgotten.  Of 
the  external  methods  of  fixation  Grant’s  gim- 
lets or  awls  are  most  suitable.  The  gimlets  may 
be  removed  within  a short  time,  not  later  than 
the  third  week,  without  operation  or  discom- 
fort. 

In  fractures  of  the  humerus,  clavicle  or  rib 
nonunion  seldom  occurs.  The  most  probable  rea- 


son is  that  fixation  of  these  bones  cannot  be 
made  perfect  because  of  their  anatomic  situa- 
tion. Plaster  of  paris  dressings  applied  to  these 
fractures  permit  of  considerable  movement,  the 
circulation  is  disturbed,  therefore  delayed  union 
is  not  infrequent  in  fractures  of  the  upper  ex- 
tremities so  treated. 

The  subject  of  delayed  union  and  nonunion  is 
very  extensive,  and  I doubt  if  anyone  can  form- 
ulate any  general  rule  which  will  be  definitely 
applicable  to  every  case.  Some  surgeons  place 
plaster  of  paris  Dandages  around  the  forearm  in 
fractures,  a method  which  is  no  longer  looked 
upon  with  favor. 

I recently  had  under  observation  in  the  Nor- 
ton Infirmary  a man  eighty-six  years  old  who 
slipped  on  the  floor  and  fell  fracturing  his  hum- 
erus at  the  surgical  neck.  The  closed  method  of 
treatment  was  applied,  a Stromyer  pillow  was 
employed  which  permitted  him  to  sit  up  in  bed, 
he  was  treated  along  general  lines,  and  has  made 
an  excellent  recovery.  Sometimes  the  simpler 
the  method  used  the  better  the  results  obtained. 

When  we  come  to  complicated  cases  such  as 
Dr.  Owen  has  described,  their  management  re- 
quires a great  amount  of  time,  good  surgical 
judgment  and  infinite  patience.  In  his  treat- 
ment Dr.  Owen  used  the  best  and  most  modern 
method,  that  is  the  application  of  autogenous 
bone  grafts. 

R.  Glenn  Spurting:  In  many  cases  of  non- 

union we  have  found  there  is  deficiency  in  the 
mineral  salts  of  the  blood  by  which  calcium  is 
not  deposited  at  the  normal  rate.  On  this  basis 
we  have  been  giving  these  patients  calcium  lac- 
tate, cod  liver  oil,  and  alpine  light  treatments, 
throughout  their  convalesence.  In  the  Louisville 
City  Hospital  we  see  a great  many  patients  with 
ununited  fractures.  We  have  frequently  re- 
moved plaster  casts  from  fractured  limbs  at  the 
usual  time  and  found  nonunion, — perhaps  not  ty- 
pical nonunion,  but  certainly  delayed  union. 
Under  the  treatment  with  the  cod  liver  oil  and 
calcium  mixture  and  alpine  light  when  the  cast 
was  removed  a few  weeks  later  we  have  found 
the  bones  to  be  perfectly  united.  Whether  the 
treatment  or  increased  immobilization  was  res- 
ponsible for  the  result  we  are  unprepared  to  say. 

Wm.  J.  Young:  I have  been  very  much  in- 

structed by  the  essayist’s  paper.  I was  especial- 
ly glad  to  hear  him  speak  of  the  administration 
of  arsphenamin  to  patients  with  fractures  and 
who  were  suspected  of  having  syphilis.  The 
medical  profession  has  become  so  certain  about 
the  exclusion  of  syphilis  whenever  the  Wasser- 
mann  reaction  is  negative  that  we  are  losing 
sight  of  all  the  clinical  evidences.  We  are  also 
forgetting  the  fact  Dr.  Owen  mentioned  in  his 
paper,  that  we  can  easily  make  the  therapeutic 
test  by  the  intravenous  administration  of  ars- 
phenamin. We  can  with,  absolute  safety  institute 
intensive  treatment  in  a nonsyphilitic  just  as 
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well  as  in  the  known  syphilitic.  There  is  no 
reason  at  anytime  in  clinically  suspected  syphilis 
whether  it  be  in  bone  or  elsewhere  why  we  cannot 
employ  arsphenamin  with  the  same  degree  of 
safety  as  in  known  syphilitic  patients.  This  is  a 
point  well  worth  bearing  in  mind. 

Wm.  Barnett  Owen  (in  closing)  : I thank  the 

gentlemen  for  their  generous  discussion.  It  has 
long  been  my  belief  that  too  many  operations 
are  being  performed  primarily  in  the  treatment 
of  fractures.  In  many  cases  coming  under  my 
observation,  while  union  was  very  slow,  it  fin- 
ally occurred  after  several  months.  In  a number 
of  cases  of  fracture  of  the  femur,  braces  were 
applied  and  the  patients  allowed  to  walk,  and 
unquestionably  the  motion  stimulated  osteogene- 
sis. In  two  of  the  cases  mentioned  in  the  paper, 
I believe  union  could  have  been  secured  without 
operation.  In  one  the  Parham-Martin  band  was 
used,  the  other  was  a case  of  five  years  duration. 
Both  patients  had  teen  operated  upon  primarily. 

We  have  had  some  cases  in  which  from  the 
viewpoint  of  the  roentgenogram  the  fractured 
arms  looked  considerably  crippled,  but  the 
functional  result  was  perfect  and  the  carrying 
power  normal.  A good  functional  result  seems 
to  me  preferable  to  a good  roentgen-ray  result. 
On  the  other  hand,  cases  have  been  observed  in 
which  the  roentgen-ray  findings  were  perfect, 
and  yet  function  was  more  or  less  impaired. 

I have  always  held  the  opinion  expressed  by 
Dr.  Sherrill,  that  syphilis  plays  ouite  an  import- 
ant part  in  the  prevention  of  union  in  fractured 
bones.  That  is  why  in  all  suspicious  cases, — and 
in  some  that  were  not  even  suspicious. — arsphen- 
amin has  been  administered,  and  these  patients 
have  been  greatly  benefited,  the  fractured  bones 
finally  uniting  without  operation.  I recall  one 
case  in  particular,  a girl  from  the  country  with 
a fracture  which  had  showed  no  signs  of  healing 
after  six  months.  She  had  a compound,  com- 
minuted fracture  of  the  leg  just  above  the  ankle 
joint.  She  was  admitted  to  the  Louisville  City 
Hospital,  arsphenamin  was  administered,  the 
bones  united  without  operation,  and  she  now  has 
firm  union  and  good  function. 

I am  very  much  opposed  to  the  Lane  plate  as 
a routine  measure,  in  fact  ha-re  removed  many 
more  such  plates  than  I have  ever  inserted.  I 
have  never  used  the  Parkhill  bone  clamps,  but 
have  removed  seven.  Foreign  substances  should 
be  used  in  fractures  in  or  near  joints  where  it 
is  absolutely  necessary  to  have  proper  apposition 
and  replacement,  which  can  not  be  accomplished 
otherwise.  In  some  of  these  cases  phospho- 
bronze  or  silver  wire  has  been  used  and  I have 
never  regretted  it.  In  two  instances  kangaroo 
tendon  had  to  be  removed,  in  one  eighteen 
months  and  in  the  other  ten  months,  after  oper- 
ation. The  tendon  had  become  completely  en- 
cysted and  there  was  no  attempt  at  absorption. 
Have  abandoned  the  use  of  kangaroo  tendon. 


TULAREMIA,  REPORT  OF  SEVEN 
CASES* 

Bv  C.  N.  Kavanaugii,  M.  D.,  F.  A.  C.  P., 
Lexington  Clinic,  Lexington. 

Tularemia  is  an  infectious  disease  caused 
by  bacterium  tularense  Primarily  it  occurs 
in  nature  as  a fatal  bacteremia  of  wild  rodents, 
especially  rabbits  and  hares.  Secondarily  it 
is  a disease  of  man  transmitted  from  rodents 
to  man  by  the  bite  of  an  infected  blood-suck- 
ing fly  or  tick,  or  by  contamination  of  his 
hands  or  his  conjunctival  sac  with  portions 
of  the  internal  organs  or  with  the  body  fluids 
of  infected  rodents,  flies  or  ticks. 

McCoy  and  Chapin  first  discovered  this  or- 
ganism in  1911  as  the  cause  of  a fatal  epidem- 
ic among  the  ground  squirrels  in  Tulare 
County,  California  and  gave  it  the  name,  bac- 
terium tularense.  The  disease  is  named  tular- 
emia on  account  of  the  presence  in  the  blood 
stream  of  the  causative  organism,  bacterium 
tularense. 

During  1912  McCoy  and  Chapin  made  the 
first  reference  to  laboratory  cases  of  this  in- 
fection. They  reported  complement  fixation 
and  agglutination  of  bacterium  tularense  by 
the  serum  of  Chapin  and  a laboratory  at- 
tendant, both  of  whom  contracted  tularemia 
while  extensively  engaged  in  handling  or  dis- 
secting infected  rodents,  thus  identifying  tul- 
araemia serologically  in  the  human  being.  The 
first  case  of  tularemia  on  record  to  receive 
bacteriologic  confirmation  was  one  that  oc- 
curred in  1913  in  the  ophthalmic  practice  of 
Dr.  Vail  of  Cincinnati,  Ohio,  and  was  stud- 
ied culturally  by  Wherry  and  Lamb.  Later 
Wherry  and  Lamb  isolated  the  germ  from  cot- 
ton-tail rabbits  during  an  epidemic  in  south- 
ern Indiana.  Finally,  in  1921,  Francis,  after 
extensive  investigations,  described  the  disease 
and  called  it,  “Tularemia,  A New  Disease  in 
Man  ” 

Tularemia  is  a new  disease  of  man  that  has 
been  discovered  in  the  past  fifteen  years,  and 
the  only  one  that  has  been  worked  out  from 
the  beginning  by  American  investigators.  E. 
Francis  has  reported  human  cases  occurring 
in  twenty-nine  states  from  the  Atlantic  to 
the  Pacific  coast  and  from  the  Canadian  to 
the  Mexican  borders. 

The  incidence  is  governed  to  some  extent 
by  the  game  laws  and  the  prevalence  of  the 
louse.  Haemodysus  ventricosis,  among  rodents, 
which  is  capable  of  transmitting  the  infection 
from  rabbit  to  rabbit,  and  the  seasonal  prev- 
alence of  the  blood-sricking  flies  of  the  spec- 
ies (chrvsops  discalis)  commonlv  found  on 
horse,  which  also  bite  rabbits  and  man;  and 
wood-ticks  of  the  species  (dermacentor  ander- 
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soni  stilis),  whose  bite  transmits  the  infection 
from  rabbit  to  man.  The  cases  herein  report 
ed  from  Central  Kentucky  all  contracted  tul- 
aremia from  handling  dead  rabbits  during 
the  open  season  and  it  the  present  time  there 
is  no  information  available  as  to  t he  source 
of  the  infection  among  rabbits.  It  is  gener- 
ally known  fact  that  rabbits  have  died  by 
the  hundreds  during  the  past  eight  or  ten 
years  in  this  vicinity  from  an  “intermittent 
plague”  of  unknown  etiology.  The  rabbit 
louse  and  lie  are  most  probably  t he  infecting 
host. 

Bacterium  tularense,  the  cause  of  the  dis- 
ease, as  described  by  Francis,  “Is  a small, 
pleomorphic  organism  occurring  in  bacillary 
cocoidal  forms,  both  in  tissues  and  in  cul- 
tures; a bipolar  form  occurs  in  certain  cul- 
tures. The  organism  is  gram-negative,  non- 
motile,  and  non-spore  bearing;  it  grows  only 
under  aerobic  conditions;  its  optimum  PH 
range  is  between  6.8  and  7.3;  it  ferments  glu- 
cose and  glycerol,  forming  a id  but  not  gas. 
It  grows  well  on  coagulated  .egg  yolk  and  glu- 
cose cystine  agar,  but  not  on  ordinary  labora- 
tory medias  such  as  plain  sugar  agar  and  plain 
bouillon.  Additional  efficient  medias  are 
scrum  glucose,  agar,  glucose  blood  agar,  and 
olood  agar,  each  having  been  enriched  by  rub- 
bing over  its  surface  a piece  of  fresh  sterile 
raboit  spleen  which  is  allowed  to  remain  on 
the  medium.  In  cover  glass  preparations 
from  tissues  and  cultures  the  organism  stains 
with  ordinary  dyes,  but  preferably  with  ani- 
line gentian  violet.  In  sections  of  tissues  it 
stains  well  with  Mallory’s  eosin  and  methy- 
lene-blue and  with  Giemsa’s  solution,  prefer- 
ably the  latter.  Sterile  Berkefeld  filtrates  of 
virulent  cultures  are  non-toxic  to  guinea  pigs. 
In  three  of  eight  attempts  it  passed  through 
Berkefeld  filters  which  held  back;  a small 
staphylococcus.  ” 

Pathology  in  Man.  Very  little  is  known  of 
the  pathology  in  the  human.  Verbryche's 
autopsy  report  of  a fatal  case  in  man  is  the 
first  and  I believe  the  only  necropsy  report 
on  record.  I will  describe  only  the  character- 
istic lesions.  The  lower  lobe  of  the  left  lung 
had  scattered  throughout  its  substance  a num- 
ber of  hard,  irregular  but  discrete  nodules  of 
varying  size.  On  section,  these  nodules  were 
fibrinous  and  white,  and  did  not*seem  to  be 
surrounded  by  an  inflammatory  area.  They 
varied  from  the  size  of  a walnut  to  that  of  a 
shot.  The  right  lung  presented  the  same  pic- 
ture as  the  left  with  more  extensive  involve- 
ment in  the  upper  lobe.  The  liver  was  not  re- 
markable. The  spleen  was  somewhat  larger 
than  usual,  and  was  unusually  soft.  The  pulp 
was  a dark  chocolate  brown  and  almost  semi- 
fluid in  consistency.  Scattered  over  its  sur- 
face, as  well  as  through  its  substance,  were 


many  small  circumscribed,  well  defined,  hard, 
yellowish  white  nodules.  Tissue  examination: 
A section  of  the  spleen  showed  marked  degen- 
eration of  the  spleen  pulp  with  areas  of  ne- 
crosis and  definite  increase  in  the  fibrous 
tissue  trabeculae.  The  blood  vessels  were 
rather  markedly  thickened,  and  some  of  the 
degenerated  areas  were  filled  with  extravas- 
ated  blood.  There  was  also  a marked  lymph- 
ocytic infiltration,  and  much  pigment  was 
present.  Sections  stained  for  tubercle  bacil- 
lus failed  to  reveal  the  organism.  Sections  of 
the  lung  showed  many  areas  of  necrotic  de- 
generation, which  were  apparently  caseous, 
containing  much  granular  debris  and  sur- 
rounded by  a thin  and  irregular  zone  of  small 
lymphocytes.  No  giant  cells  were  present. 
There  was  also  a very  definite  thickening  of 
the  blood  vessels.  Some  of  the  necrotic  areas 
were  partially  enveloped  in  a capsule  of  con- 
nective tissue.  Sections  stained  for  tubercle 
bacillus  failed  to  reveal  any  organisms. 

Subacuteness  approaching  chronicity  char- 
acterizes the  lesions  in  man.  This  applies  to 
the  primary  ulcer  at  the  site  of  infection,  the 
subcutaneous  nodules  in  the  course  of  the 
lymphatics  lying  between  the  ulcer  and  the 
glands,  and  to  the  internal  organs — spleen, 
liver,  lungs  and  adrenals. 

Microscopic  sections  show  many  miliary 
and  confluent  areas  of  granular  debris  and 
polymorphonuclear  leucocytes  surrounded  by 
zones  of  epitheliod  cells  and  fibroblasts  in 
radial  arrangement  with  an  outermost  zone 
made  up  of  a dense  inflammatoi*y  exudate  in 
which  lymphocytes  and  plasma  cells  predom- 
inate. The  fibroblastic  zone  often  contains 
many  large  giant  cells  resembling  the  lang- 
hans  types. 

The  granulomatous  type  of  the  human  les- 
ions corresponds  to  the  subacute  clinical 
course,  typical  of  the  disease  in  man. 

Four  clinical  types  are  described:  (1)  Ul- 
ceroglandular,  the  primary  lesion  being  a 
papuli,  later  an  ulcer  of  the  skin  and  accom- 
panied by  enlargement  of  the  regional  lymph 
glands;  (2)  Oculoglandular,  the  primary  les- 
ions being  a conjunctivitis  and  accompanied 
by  an  enlargement  of  the  regional  lymph 
glands;  (3)  Glandular,  without  primary  les- 
ions but  with  enlargement  of  the  regional 
lymph  glands;  (4)  Typhoid,  without  primary 
lesions  and  without  glandular  enlargements. 

Six  of  seven  cases  reported  in  this  paper 
are  of  the  ulceroglandular  type,  the  other  be 
ing  the  typhoid  type.  All  seven  cases  re- 
ceived their  infection  from  preparing  rab- 
bits for  food.  No  cases  of  the  glandular  type 
without  primary  lesions  have  come  under  my 
observation. 

The  average  period  of  incubation  definite 
ly  determined  by  Francis  in  49  cases  was 
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slightly  over  three  days.  Incubatiou  period 
in  the  seven  cases  reported  herein  was  six, 
five,  three,  two  and  two  days  and  two  un- 
known. The  onset  is  sudden,  often  occurring 
while  the  patient  is  at  work,  and  is  manisfest- 
ed  characteristically  by  headache,  vomiting, 
chilliness,  chills,  aching  bodily  pains,  sweat- 
ing, prostration  and  fever. 

In  the  ulceroglandular  cases  the  majority 
of  the  patients  complain  within  48  hours  af- 
ter the  onset  of  pains  in  the  area  of  the  reg- 
ional lypmh  glands  which  drain  the  site  of 
infection.  On  examination  these  glands  are 
found  to  be  tender  and  slightly  enlarged. 
Within  24  to  36  hours  after  the  onset  the  site 
of  infection  becomes  manifest  as  a painful, 
swollen,  inflammed  papule  which  breaks 
down,  liberating  a necrotic  core  or  plug  and 
leaving  an  ulcer  about  three-eights  inch  in 
diameter,  with  raised  edges  and  having  a 
punched-out  appearance;  on  healing  the  ulcer 
is  replaced  by  scar  tissue. 

There  is  redness  of  the  skin  overlying  the 
enlarged  and  tender  lymph  glands;  this  red- 
ness may  be  continuous  from  the  site  of  in- 
fection or  there  may  be  red-streaks  visible  on 
the  extremity.  In  about  half  of  the  cases  the 
lymph  glands  suppurate,  an  abscess  ruptur- 
ing through  a soft,  thin  spot  in  the  skin.  Sup- 
puration of  these  enlarged  glands  has  occur- 
red as  late  as  the  tenth  month.  In  the  other 
half  of  the  cases  the  glands  do  not  break 
down,  but  remain  hard,  palpable,  and  rather 
tender  for  two  or  three  months,  gradually  re- 
turning to  normal.  In  one  of  the  reported 
eases  a large  tender  gland  was  present  in  the 
axilla  after  two  years. 

W eakness,  loss  of  weight,  recurring  chills, 
sweats,  and  prostration  are  often  noted  dur- 
ing the  active  stage  of  the  disease,  which  lasts 
from  two  to  three  weeks. 

The  symptoms  in  the  glandular  type  are 
the  same  as  above  with  the  exception  that 
there  is  no  primary  lesion. 

The  oculoglandular  cases  follow  the  gen- 
eral description  given  above  but  with  primary 
inflammation  or  ulcer  in  the  conjunctival  sac 
instead  of  the  skin.  The  constitutional  re- 
action is  generally  more  severe  and  may  be 
accompanied  by  convulsions,  delirium  and 
stupor.  In  the  early  stage  the  eye  manifests 
irritation,  weeping,  swelling  of  the  lids  and 
surrounding  tissues,  edema  of  the  ocular  con- 
junctiva, and  usually  a papule  on  the  con- 
junctiva of  the  lower  lid.  At  the  same  time 
there  are  swelling,  tenderness  and  pain  in 
some  of  the  following  lymph  glands:  pre- 
auricular,  parotid,  submaxillary,  anterior 
cervical,  and,  in  severe  cases,  in  the  axillary 
group.  Small  discrete  ulcers  appear  very 
soon  on  the  conjunctivae  of  both  lids.  No  in- 
volvement of  the  sinuses  or  permanent  im- 


pairment of  vision  is  noted. 

In  the  typhoidal  type,  fever  was  the  only 
outstanding  symptom.  Prostration,  recurring 
chills  and  sweats  occur  as  in  glandular  types. 
There  is  no  initial  lesion  or  glandular  enlarge- 
ments. Following  the  initial  fever,  which  lasts 
one,  two  or  three  days,  this  is  followed  by  a 
secondary  rise  to  the  original  height,  after 
which  there  is  a gradual  decline  to  normal,  the 
whole  febrile  period  lasting  from  two  to  three 
weeks. 

Convalescence  is  slow.  It  is  rare  for  a pa- 
tient to  be  at  work  again  at  the  end  of  a 
month;  usually  the  second  month  is  spent  ly- 
ing about  the  house  owing  to  weakness  on  ex- 
ertion, and  during  the  third  month  only  half- 
time work  is  performed.  Some  have  not  en- 
tirely returned  to  normal  for  six  months  or 
even  a year.  Recovery  finally  occurs  without 
evident  sequelae. 

In  the  series  herein  reported  one  case  has 
not  entirely  recovered  over  a period  of  34 
months;  another  is  incapitated  from  any  ex- 
ertion after  a period  of  14  months  and  one 
case  died  after  a stormy  convalesence  over  a 
period  of  one  year.  Recurring  mild  attacks 
of  fever  lasting  from  six  to  eight  days  have 
been  noted. 

Tularemia  is  probably  widely  distributed 
among  rodents,  especially  rabbits  and  is  prob- 
ably transferred  to  man  more  frequently  than 
heretofore  reported.  Only  one  of  the  report- 
ed cases  in  this  paper  was  primarily  diag- 
nosed tularemia  and  this  holds  true  with  a 
great  many  of  the  cases  heretofore  reported 
in  medical  literature.  With  the  increased  fa- 
cilities for  diagnosis  and  the  more  recent 
alertness  by  the  profession  for  the  recogni- 
tion of  the  clinical  symptoms,  tularemia  is 
no  longer  a rare  disease. 

Tularemia  should  always  be  borne  in  mind 
in  cases  of  septic  infection,  fever  of  unknown 
origin  and  in  cases  resembling  typhoid, 
“flu”,  “glanders  or  farcy”,  sporotrichosis, 
and  anthrax,  especially  if  occurring  during 
the  seasonal  incidence  of  this  disease.  The 
diagnosis  is  made  easy  if  the  following  clin- 
ical syndrome  is  borne  in  mind : 

1.  A history  of  having  dressed  or  cut  up 
a wild  rabbit  or  having  been  bitten  by  a tick 
or  a fly. 

2.  A primary  lesions  of  the  skin  in  the 
form  of  a papule  followed  by  a persistent  ul- 
cer. 

3.  A primary  conjunctivitis  followed  often 
by  ulcers  of  the  conjunctiva. 

4.  Persistent  glandular  enlargements  in 
the  region  draining  the  primary  lesion. 

5.  Fever  of  from  two  to  three  weeks  dur- 
ation. 

The  diagnosis  is  confirmed  (1)  By  obtain- 
ing an  agglutination  of  bacterium  tularense 
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by  blood  serum  collected  in  the  second  week 
oi  illness;  (2)  By  isolation  of  bacterium  tul  • 
arense  from  guinea  pigs  inoculated  with  ma- 
terial taken  as  eai’ly  as  die  first  week  from 
the  primary  lesion  or  enlarged  glands  or 
blood  of  the  patient.  Microscopic  examina- 
tion of  cover-glass  and  cultures  taken  direct 
ly  from  the  patient  is  useless.  The  diagnosis 
is'further  enhanced  if  the  patient  is  a labora- 
tory worker  who  is  engaged  in  dissecting 
guinea  pigs,  rabbits,  mice  artificially  inject- 
ed with  bacterium  tularense  or  if  there  is  a 
fatal  epizootic  in  wild  rabbits. 

A negative  Widal  in  a case  simulating  ty 
phoid  fever  should  immediately  suggest  the 
possibility  of  tularemia  and  the  blood  serum 
should  be  tested  for  agglutination  and  bacter- 
ium tularense.  According  to  E.  Francis, 
“The  persistence  of  agglutinins  in  the  blood 
of  patients  who  have  recovered,  however,  is  a 
notable  and  fortunate  occurrence,  so  that  the 
serum  from  patients  who  have  been  well  for 
several  years  is  of  great  diagnostic  value.” 
In  his  experience  no  case  of  tularemia  has 
ever  entirely  lost  its  agglutinins  for  bacter- 
ium tularense;  these  observations  included  12 
cases  found  positive  after  18,  14,  10,  6,  5, 
5,  4,  4,  3,  3,  2,  and  2 years  respectively. 

Case  Reports. 

Case  No.  1.  Mrs.  B.  P.  D.,  Mt.  Sterling, 
Ky.  Housewife,  age  33,  was  seen  by  me 
March  22,  1926  Her  general  health  has  al 
ways  been  good  prior  to  present  illness.  On 
November  17,  1925  patient  cut  her  finger 
while  dressing  a rabbit.  During  the  follow 
ing  three  days  ^he  complained  of  a painful, 
swollen  papule  which  rapidly  broke  down, 
leaving  a punched  out  ulcer  about  one-fourth 
inch  in  diameter  with  raised  edges  and  crater 
filled  with  yellow  tenacious  material.  On  the 
sixth  day  while  shopping  she  became  Wivui 
and  dizzy  and  reached  home  with  difficulty. 
At  this  time  she  noticed  pain  in  axilla  and 
red  streaks  extending  from  wound  on  finger 
to  axilla.  During  the  night  had  severe  chill, 
vomiting,  headache  and  general  bodily  acb 
ing.  On  following  day  was  prostrated,  tem- 
perature 105°,  and  had  drenching  sweats  dur- 
ing day.  Within  few  days  had  marked  ede- 
ma of  arms  and  multiple  nodules,  which  seem- 
ed to  involve  skin,  extending  to  axilla.  Axil- 
lary  glands  became  markedly  enlarged  and 
tender.  Temperature  continued  for  three 
weeks  ranging  from  100  in  a.  m.  to  103-4  in 
p.  m.  and  accompanied  by  frequent  chills  and 
.profuse  sweating.  There  was  no  suppuration 
of  glands  or  nodules.  After  temperature  re- 
turned to  normal  patient  was  confined  to  bed 
three  weeks  because  of  prostration.  At  the 
present  time  her  arm  is  still  edematous,  but 
no  glands  are  palpable.  She  is  unable  to  ex 
ert  herself  without  attack  of  weakness  and 


shortness  of  breath.  On  physical  examina- 
tion her  heart  and  lungs  are  negative. 

Urine:  Acid,  specific  gravity  1020,  color 

clear  amber,  albumin  I (basis  IV). 

Blood:  Red  blood  cells  4,540,000;  hemo- 

globin 88%;  white  blood  cells  8,600;  color  in- 
dex 0.97 ; neut.  59%  ; small  lymphocytes  37%, 
large  lymphocytes  4%. 

Serum  agglutinated  bacterium  tularense  in 
all  dilutions  from  1:  10  to  1:  320.  At  the 
present  writing  patient  is  still  incapacitated 
because  of  weakness  and  prostration  in  exer- 
tion. 

Case  No.  2.  Mrs.  S.  D.,  Mt.  Sterling,  Ky. 
Housewife,  age  55.  This  patient  was  mother- 
in-law  of  case  No.  1 and  she  finished  cleaning 
rabbit  after  Case  No  1 had  cut  her  finger. 
On  November  21,  1925  she  had  severe  chill 
followed  by  fever,  prostration  and  aching  of 
back  and  limbs.  She  continued  for  a period 
of  two  weeks  having  irregular  intermittent 
chills  with  temperature  of  103°  to  104°  and 
drenching  sweats.  The  third  week  tempera 
ture  dropped  by  lysis;  at  this  period  hemo- 
globin was  58%.  During  the  following  three 
months  patient  complained  of  marked  weak- 
ness. She  continued  unable  to  attend  former 
duties  without  mild  prostration  until  her 
death  one  month  ago.  At  this  time  patient 
developed  fever  of  unknown  origin  and  after 
lingering  two  weeks  in  a semi-conscious  con- 
dition died.  Autopsy  was  refused  and  the  re- 
lation of  her  illness  to  tularemia  was  not  as- 
certained. 

July  31,  1925 — blood  serum  agglutinated 
bacterium  tularense  in  dilutions  from  1 :10 
to  1:160. 

Case  No.  3.  Mrs.  E.  R„  Lancaster,  Ky. 
Housewife,  age  43,  was  seen  by  me  June  21, 
1926.  Patient’s  health  has  not  been  good  for 
past  15  years.  She  "had  rheumatism  in  1913; 
acute  appendicitis  and  operation  1913 ; severe 
attack  of  influenza  1918  ; acute  ethmoiditis 
3 months  ago.  She  came  to  the  clinic  because 
of  chronic  coryza. 

Three  years  ago  while  dressing  a rabbit  pa- 
tient stuck  small  bone  in  thumb  of  left  hand. 
About  two  days  later  this  wound  ulcerated, 
thumb  was  swollen  and  at  same  time  also  no- 
ticed ulcerated  area  on  index  and  little  fin- 
ger same  hand.  On  the  fifth  day  following 
initial  wound  had  severe  chill  while  at  work, 
which  was  followed  by  temperature  of  103 
and  profuse  sweating — ulcers  on  hand  were 
markedly  inflammed  and  swollen  with  red 
streaks  extending  to  axilla.  Continued  to 
have  intermittent  chills,  fever  and  sweats  and 
within  week  arm  was  enormously  swollen 
with  multiple  firm  nodules  of  skin  extending 
to  axilla — axillary  glands  enormously  swol- 
len. Necrotic  tissue  sloughed  from  wounds 
leaving  ragged  punched  out  ulcers  about  one- 
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fourth  inch  in  diameter.  About  tenth  day 
arm  covered  with  red  papules.  Patient  was 
confined  to  bed  four  weeks  during  which  time 
had  intermittent  chills,  fever  and  sweats  and 
great  prostration.  Was  unable  to  attend  to 
household  duties  for  five  months  because  of 
swollen  arm  and  weakness.  Arm  continued 
swollen  to  less  degree  for  one  year.  Was  told 
at  this  time  that  she  had  severe  anemia.  Pa- 
tient has  never  been  well  to  present  time  be- 
cause of  general  malais  and  weakness  and  at 
present  time  has  a coryza  which  has  persist- 
ed four  months. 

Physical  examination:  Well  developed, 

fairly  well  nourished,  mucous  membranes 
pale.  Ear,  nose  and  throat  negative  excepl 
for  vasomotor  rhinitis.  Marked  pyorrhoea. 
Heart,  lungs  and  abdomen  negative.  Pelvic 
and  rectal  examination  negative.  Gland  size 
thimble  left  axilla,  movable,  not  tender. 
X-ray  of  stomach,  colon  and  chest  negative. 

Urine:  Acid,  specific  gravity  1010,  albu 

min  1,  acetone  II. 

Blood  Count:  Hemoglobin  58%;  erthyro- 

cytes  3,880,000,  color  index  0.76;  leucotyes 
6100;  lymphocytes  13;  neutrophiles  57;  an- 
isocyteris  HI  cells  small  and  pale. 

W assermann : Negative. 

Sensitization  Tests:  Food,  epidermals  ami 
pollens  negative. 

July  1,  1926 — Serum  agglutinated  Bacter- 
ium tularense  in  dilutions  from  1:10  to  1 :80. 

Case  No.  4.  Mrs.  M.  E.  M.,  Lexington,  Ky. 
Housewife,  age  45,  whose  general  health  has 
always  been  excellent,  was  seen  by  me  in  con- 
sultation December  3,  1926  On  November 
23,  1926  while  cleaning  a rabbit  obtained 
from  the  market  she  received  a punctured 
wound  on  her  left  thumb  and  right  index  fin-- 
ger  as  she  was  breaking  rq-bbit  ribs.  On  the 
following  day  these  wounds  were  red,  painful 
and  swollen  and  that  evening,  36  hours  fol- 
lowing injury,  she  had  a severe  chill  accom- 
panied by  intense  headache,  backache  and 
aching  in  long  bones.  On  the  26th  both 
wounds  presented  a necrotic  area  and  dis- 
charged a dark  blue  core;  at  this  time  red 
streaks  extended  up  both  arms  to  axilla  arid 
had  small  painful  glands  in  right  epitrochlear 
region,  and  both  axilla.  On  examination  pa- 
tient appeared  prostrated,  temperature  105", 
pulse  100,  respirations  24.  • There  was  an  ul- 
cer on  the  right  index  finger  and  left  thumb 
about  size  of  pea  and  filled  with  thick  ten- 
acious yellow  material.  Right  epitrochlear 
gland  tender,  size  of  hazelnut  and  overlying 
skin  edematous  and  red.  Several  glands  each 
axilla  size  hickory  nuts  which  were  very  ten- 
der. Patients ’s  temperature  chart  during  the 
first  two  weeks  ranged  from  99  to  100  in  a. 
m.  and  101  to  102  each  p.  m.  Had  chill  every 
three  to  four  days  and  continued  profuse 


sweating.  Ten  days  after  temperature  had 
returned  to  normal  patient  began  complain- 
ing of  painful  papule  just  outside  left  nos- 
tril. Nose  became  markedly  swollen,  red  and 
tender  accompanied  by  painful  left  cervical 
glands.  This  ushered  in  by  chili,  aching, 
headache,  fever  102°  and  profuse  sweating 
with  moderate  prostration.  Temperature  sub- 
sided in  about  seven  days,  but  punched  out 
ulcer  and  cervical  glands  still  remain.  At 
present  writing  patient  is  still  confined  to 
bed  and  ulcers  on  fingers  have  healed  leaving 
scar  tissue. 

December  10,  1926 — White  blood  cells 
7900;  red  biood  cells  4,180,000;  hemoglobin 
60%;  color  index  0.71;  polymorphonuclear 
neutrophiles  54%;  lymphocytes  46%. 

December  7th  (or  lOtn  day  of  illness)  pa- 
tient’s serum  agglutinated  Bacterium  t.ular 
ense  in  dilutions  from  1 : 10  to  1 : 20. 

December  18th:  Patient’s  serum  aggiutiu 
ated  Bacterium  tularense  in  dilutions  from 
1 :10  to  1 :1280. 

Case  No.  5.  R.  C.,  Lexington,  Ky.  A so- 
licitor, age  26,  who  had  always  enjoyed  ex- 
cellent health  was  seen  by  me  December  7, 
1926.  November  20,  1926  patient  cleaned  a 
rabbit  which  he  had  bought  at  a nearby  store. 
There  was  no  recollection  of  abrasion  on  fin- 
gers at  this  time.  December  22nd  he  was 
awakened  by  a severe  chill,  vomiting,  in- 
tense headache,  and  general  bodily  aching 
followed  by  fever.  The  following  day  he 
noticed  a small  red  papule  on  the  index  finger 
of  left  hand,  which  was  swollen,  red  and  pain- 
ful. December  24th  noticed  gland  in  axilla 
size  thimble  which  was  very  painful  and  ten- 
der to  touch.  Temperature  range  during 
first  seven  days  102°  to  103°.  November  27th 
papule  discharged  dark  blue  necrotic  core 
with  tenacious  thick  yellow  pus,  leaving  a 
ragged  punched  out  ulcer  about  one-fourth 
inch  in  diameter.  Was  compelled  to  go  to 
work  at  this  time,  although  was  very  weak 
and  had  profuse  sweating  on  much  exertion. 
On  examination  he  presented  the  symptoms 
described  above  and  gland  in  axilla  was  size 
of  hen’s  egg,  was  very  tender  and  fluctuated. 
Skin  over  gland  red,  thin  mass  fluctuated. 
Impending  ruptux’e  was  anticipated  and  gland 
mass  was  removed  in  toto  by  Dr.  Kay  Decem- 
ber 17,  1926. 

December  8th:  Urine:  Acid,  1020,  clear. 

December  9th : White  blood  cells  9700,  red 
blood  cells  3,160,000,  hemoglobin  80%,  poly- 
morphonuclear neutrophiles  53%,  lympho- 
cytes 47%. 

December  15th:  White  .blood  cells  9500, 

red  blood  cells  3,950,000,  hemoblogin  80%. 

December  9th:  Blood  serum  agglutinated 

Bacterium  tularense  in  all  dilutions  from 
1 :10  to  1 :320. 
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Pathological  report  of  examination  of  ax- 
illary gland  by  Dr.  Maxwell  follows: 

Gross : The  specimen  consists  of  a mass  of 
glands  measuring  6 cms.  in  diameter  removed 
from  the  axilla.  The  surface  of  the  cut  sec- 
tion shows  the  glands  to  vary  from  1 to  4 
cms.  in  diameter  with  many  small  areas  of 
softening  and  one  larger  area  that  shows  evi- 
dence of  extending  toward  the  skin.  These 
abscesses  are  filled  with  creamy  yellow  pus. 

Histopathology : Sections  show  many  mili- 
ary and  confluent  areas  of  granular  debris 
and  polynuclears  surrounded  by  a zone  of 
endotheloid  cells  and  lymphocytes.  No  giant 
cells  are  apparent.  The  lymphoid  tissue 
shows  considerable  congestion. 

Diagnosis:  Acute  lymph  adenitis  with  sup- 
puration (Tularemia). 

Case  No.  6.  Wm.  B.,  Richmond,  Ky.  School- 
boy, age  17,  was  seen  by  me  in  consultation 
December  17,  1926. 

TIis  previous  history  was  not  remarkable. 
On  November  29th,  1926  out  in  town,  was  tak- 
en with  sudden  severe  chill  and  was  so  weak 
and  prostrated  that  he  reached  home  with  dif- 
ficulty. During  the  night  he  developed  severe 
headache  and  was  very  hot.  On  the  follow- 
ing day  he  noticed  a small,  red,  swollen,  pa- 
pule, on  inside  of  right  thumb,  which  was 
very  painful.  During  the  day  was  prostrat- 
ed, vomited  frequently,  and  complained  of 
severe  headache,  body  aching,  pain  in  right 
axillary  region.  Chill  followed  by  fever  and 
profuse  sweating.  On  the  fourth  day  mother 
opened  this  large  swollen  red  papule,  but  ob- 
tained no  pus.  Red  streaks  were  noticed  ex- 
tending from  thumb  to  axilla.  A.  few  days 
later  papule  broke  down,  liberating  dark  ne- 
crotic material  leaving  an  ulcerated  area  size 
of  a quarter.  During  the  first  two  weeks  of 
illness  temperature  ranged  from  100°  to  103° 
with  morning  remissions.  About  third  week 
noticed  many  firm,  raised,  red  nodules  size 
of  pea  in  skin  extending  to  axilla,  a few  of 
which  are  still  present.  On  examination  there 
was  a large  granulating  ulcer  inside  right 
thumb,  many  firm  nodules  size  of  pea  which 
seemed  to  be  in  skin,  and  several  tender 
glands  in  axilla  about  size  of  walnut. 

December  20,  1926:  Blood  serum  agglutin- 
ated Bacterium  tularense  in  all  dilutions  from 
1 :10  to  1 :2560. 

Case  No.  7.  Mrs.  R.  L.,  Cynthiana,  Ky. 
A housewife,  age  33,  came  to  the  clinic  Jan- 
uary 3,  1927  for  diagnosis  and  treatment.  A 
history  of  her  previous  diseases  was  not  re- 
markable. 

On  November  2,  1926  patient  noticed  a 
small  painful  papule,  which  was  red  and  swol- 
len, on  little  finger  left  hand.  On  Novem- 
ber 3rd  right  epitrochlear  gland  was  swollen, 
painful  and  overlying  skin  was  red  and  right 


axilla  was  tender  and  painful.  This  same  day 
had  severe  chill  followed  by  intense  headache, 
backache,  aching  in  arms  and  legs,  fever  102°. 
November  5th  when  examined  by  Dr.  Wood 
her  temperature  was  102.5° — patient  was 
prostrated  and  presented  a small  ulcer  with 
raised  ragged  edges  filled  with  thick  tenac- 
ious material.  Right  epitrochlear  and  axil- 
lary glands  enlarged  and  painful.  Tempera- 
ture continued  99°  to  102°  daily  with  sweats 
and  occasional  mild  chill.  November  7th  epi- 
trochlear gland  was  size  hazelnut,  tender,  soft 
and  seemed  to  fluctuate.  It,  was  incised  and 
no  pus  obtained  and  wound  subsequently 
healed  without  suppuration.  Temperature 
dropped  by  lysis  at  end  of  two  weeks,  but  was 
followed  at  an  interval  of  three  days  by  chill, 
fever  102°  and  sweating  and  continued  for 
ten  days  with  average  rise  99°  to  101°  daily. 
Patient  has  not  been  able  to  do  housework 
since  illness.  Epitrochlear  and  axillary  glands 
still  remain  and  ulcer  on  finger  has  not  en- 
tirely healed.  During  past  ten  days  has  had 
severe  night  sweats. 

January  3,  1927 — Urine:  acid,  1006;  albu- 
min I (basis  IV). 

Blood : White  blood  cells  9000,  red  blood 

cells  4,480,000,  hemoglobin  64%,  color  index 

0.72  polymorphonuclear  neutrophiles  74%, 
lymphocytes  26%. 

Wassermann : negative. 

Stained  spread  from  ulcer  showed  no  or- 
ganism. 

January  7 1927 : Blood  serum  agglutinat- 
ed Bacterium  tularense  in  all  dilutions  from 
1:10  to  1:640. 

Summary. 

1.  Seven  cases  of  tularemia  are  report- 
ed from  Kentucky.  Six  of  the  ulceroglan^u- 
iar  type  and  one  of  the  typhoid  type. 

2.  A case  of  auto  infection  during  active 
course  of  disease  is  reported. 

3.  The  persistence  of  agglutinins  in  the 
blood  of  patients  who  have  recovered,  and  the 
fact  that  Bacterium  tularense  agglutinates  the 
serum  from  patients  who  have  been  well  for 
several  years,  is  of  great  diagnostic  value. 

4.  The  clinical  syndrome  is  characteristic. 

5.  Histopathology  of  an  axillary  lymph 
gland  is  reported. 

Influence  of  Roentgen  Rays  on  Coagulation, 
Glycemia  and  Calcemia. — Zunz  and  La  Barre  ex- 
amined the  blood  of  rabbits  before  and  after  ex- 
posure of  the  splenic  region  to  roentgen  rays.  It 
appeared  that  penetrating  rays,  which  accelerate 
coagulation,  also  increase  the  content  of  calcium 
and  of  glucose  in  the  blood.  This  is  accompan- 
ied by  rise  in  blod  pressure.  Further  researches 
indicated  that  doses  of  roentgen  rays  enhancing 
coagulation  cause  an  abnormally  large  secretion 
of  epinephrine  into  the  blood. 
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BICORNATE  UTERUS  WITH  REPORT 
OF  CASE.* 

By  A.  H.  Barkley,  A.  B.,  M.  D.,  Lexington. 

The  abnormal  development  of  various  or- 
gans, while  by  no  means  common,  are  not  in- 
frequently met  with,  perhaps,  of  all  the  anom- 
alies encountered,  those  of  the  organ  of  gen- 
eration occur  most  frequently.  They,  as  a 
rule  follow  well  defined  lines  that  govern 
congenital  deviations  from  the  normal  in  the 
fetal  and  infantile  body. 

In  order  that  a clear  idea  may  be  had  of 
these  abnormalties  reference  briefly  to  their 
embryo-genesis  is  necessary.  The  Wolffian 
body  and  Muller’s  ducts  play  the  most  im- 
portant part  in  their  development,  as  it  is 
from  these  structures  that  the  female  gener- 
ative organs  are  developed.  The  time  at 
which  an  arrest  in  the  development  of  the 
Uterus  takes  place  determines  the  degree  of 
abnormality.  Thus,  if  the  development  is 
arrested  before  the  twelfth  week  and  the 
ducts  of  Muller  do  not  fuse  together  a duplic 
ity  of  the  uterus  results.  If  the  fusion  of 
the  ducts  occur  shortly  after  that  pe  iod  a 
bicornate  uterus  is  produced,  and  if  the  de- 
velopment is  arrested  or  in  any  way  inter- 
ferred  with  at  a later  period  the  uterus  as- 
sumes the  undeveloped  of  fetal  type  occas- 
ionally met  with  in  gynecological  practice. 
Other  factors  sometimes  materially  retard  de- 
velopment of  these  organs,  such  as  mal-posi- 
tion  and  an  unstable  or  undeveloped  nervous 
system.  Complete  absence  of  the  uterus  is 
quite  rare  and  is  not  always  detected  during 
life.  The  cervix  and  vagina  are  subject  to 
the  same  deviations  from  the  normal. 

In  these  anomolous  conditions  one  some- 
times encounters  cases  of  superfoetation,  as 
well  as  those  women  who  menstruate  regular 
ly  while  pregnant,  though  this  latter  condi- 
tion occurs  occasionally  in  women  with  nor- 
mal organs. 

Case  Report. 

In  June,  1926  Mrs.  K.,  white,  age  45, 
came  to  me  for  examination.  At  this  time 
she  complained  of  indefinite  pains  in  lower 
pelvic  region  which  radiated  into  the  vagina 
and  down  the  inner  side  of  the  thighs.  She 
had  considerable  leucorrhoea  at  the  time.  The 
uterus  was  somewhat  enlarged,  though  noth- 
ing irregular  could  be  felt  bimanuallv.  The 
ovaries  and  tubes  were  negative,  the  cervix 
was  very  much  enlarged,  very  hard  and  bled 
freely  when  touched  with  instruments.  Just 
why  the  cervical  tissue  bled  so  freely  could 
not  be  explained,  as  there  was  no  polyp  at 
that  time  and  only  one  small  ulceration. 
There  was  no  laceration  of  the  cervix,  not- 
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withstanding  the  fact  she  had  given  birth  to 
live  children. 

She  had  been  advised  by  two  other  doctors 
before  coming  to  see  me  to  have  a total  hys- 
terectomy, and  from  her  age  and  the  condi- 
tion of  the  cervix,  fearing  it  might  become 
malignant,  I advised  the  same.  To  this  she 
declined  and  went  home  only  to  suffer  more 
pain  and  bleed  considerably  until  she  decided 
to  undergo  the  operation  and  returned  Feb- 
ruary 9,  1927.  At  this  time  her  condition 
was  mucli  the  same,  except  she  was  more  ane- 
mic and  had  developed  a small  polyp  which 
protruded  from  the  cervix  about  one  inch. 
She  was  operated  upon  February  10,  1927,  a 
total  hysterectomy  was  done.  Upon  opening 
the  abdomen  the  urachus  was  found  spread 
out  somewhat  and  considerably  enlarged,  so 
that  its  removal  was  necessary  before  com- 
plete access  could  be  had  to  the  pelvic  organs. 


The  uterus  was  found  to  be  double,  the  divis- 
ions being  complete,  with  one  cervix.  In  the 
left  uterus  a small  subperitoneal  fibroid  was 
found  which  may  have  accounted  for  some  of 
the  pain.  The  right  uterus  was  normal,  the 
cervix  was  the  seat  of  chronic  endocervicitis, 
with  marked  inflammatory  reaction,  with  an 
area  near  the  base  of  the  polyp  which  showed 
distinct  hypertrophy  of  epithelium  but  no 
evidence  of  migration.  Her  recovery  was  un- 
eventful, wound  healing  by  first  intention. 
She  was  discharged  February  25,  1927. 

The  interest  in  reporting  this  case  lies  only 
in  its  abnormality,  as  over  thirty  years  of 
surgical  practice,  the  writer  has  encountered 
only  two  cases,  the  first  was  reported  in  this 
Journal  in  1921. 
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FUTURE  MEDICINE  OF  CARLISLE 
COUNTY.* 

By  J.  F.  Dunn,  Arlington. 

Gentlemen  of  the  Carlisle  County  Medical 
Society : I wish  to  extend  my  heartfelt  thanks 
to  you  for  this,  the  highest  honor  which  this 
society  can  confer  upon  one  of  its  members, — - 
that  of  electing  me  your  president.  This  is 
the  second  time  you  have  thus  honored  me 
and  I want  to  thank  each  and  every  one  of 
you  for  the  hearty  co-operation  you  have  giv- 
en me.  It  is  this  earnest  eo-operation  which 
has  dominated  for  several  years  among  our 
members  that  has  made  our  society  one  of  the 
leading  societies  of  Kentucky.  Here  as  well 
as  with  every  other  organization,  be  it  medical 
or  non-medieal,  the  old  slogan  of  our  state 
medical  society,  “United,  we  stand;  divided, 
we  fall,”  is  the  key  to  success. 

Gentlemen  we  are  on  the  decline.  Our 
number  is  diminishing,  our  heads  are  getting 
hoary,  and  the  time  is  fast  approaching  when 
we  must  stick  together  like  brothers  if  we 
are  able  to  cope  with  the  situation. 

We  have  a fine  citizenship  here  in  our 
midst — a county  consisting  of  a population  of 
approximately  8,000  people,  composed  of  a 
number  of  old  landmarks,  who,  by  their 
high  ideals  have  set  a standard  high  enough 
for  all  future  generations.  Also  do  we  have  a 
fine  young  generation  coming  on  which  is  a 
credit  to  any  nation.  These  youngsters  have 
a much  better  opportunity  at  present  than  of 
yore.  The  schools  have  longer  terms,  the 
teachers  are  better  prepared,  and  there  are 
fewer  pupils  to  the  teacher  thereby  allowing 
more  attention  to  the  individual  pupil.  The 
text  books  are  more  modern  and  extensive, 
which  gives  the  studen,  a much  broader  view. 
These  students  are  being  taught  in  our 
schools  the  principles  of  hygiene  and  health 
preservation.  Why.  the  average  boy  or  girl 
of  today  knows  more  about  what  kind  of  food 
he  needs  than  we  do.  He  knows  how  to  ven- 
tilate, how  to  bathe,  how  to  preserve  his 
teeth,  and  many  other  things  necessary  to 
perfect  health.  Now,  with  a fine  generation 
like  this  growing  up  in  our  midst,  with  the 
foundation  already  laid,  and  with  a desire  to 
learn  everything  possible  that  will  keep  them 
physically  fit  to  fight  the  battles  of  life,  does 
it  not  become  our  urgent  duty  to  lead  them 
onward  and  give  them  every  assistance  pos- 
sible toward  accomplishing  their  aim  ? 

The  future  medicine  of  Carlisle  County 
as  well  as  all  other  counties  in  our  land  is 
already  resolving  itself  into  the  problem  of 
prevention  rather  than  cure. 

The  public,  through  the  medium  of  the 
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newspapers,  the  magazines,  the  schools,  the 
Red  Cross  Society,  and  the  radios  are  be- 
ing enlightened  along  health  lines  at  a very 
rapid  pace.  Now,  while  the  public  is  carry- 
ing on  this  great  work,  what  are  we  doing? 
To  some  extent  we  are  asleep  on  the  job  and 
are  letting  the  public  get  in  the  lead.  We 
are  sitting  in  our  offices  waiting  for  the  sick 
to  come  to  us  where  we  will  apply  the  heal- 
ing art.  It  is  no  wonder  that  we  are  slowly 
losing  our  prestige.  Gentlemen,  the  time  has 
come  when  we  must  awake  from  our  slumber 
and  begin  to  do  the  big  task  just  ahead  of 
us.  Natural!}',  all  matters  pertaining  to 
health  and  disease  should  be  vested  in  us,  just  • 
as  the  moral  side  should  be  nested  in  the 
preacher,  and  the  criminal,  the  lawyer.  The 
public  is  not  attempting  to  wrest  from  the 
preacher,  the  art  of  controlling  the  moral  side 
of  our  citizens,  neither  are  they  attempting  to 
control  the  criminal  side  of  our  nation,  but 
there  is  a tendency  to  take  from  the  physic- 
ian some  of  the  prestige  that  belongs  to  him. 
But,  whose  fault  is  it?  This  public  health 
propaganda  that  is  being  given  out  through 
the  various  channels  mentioned  above  is  good 
stuff,  and  the  people  are  taking  to  it  with 
great  satisfaction.  While  this  information 
comes  indirectly  from  the  profession,  yet  it  ■ 
is  our  business  and  our  duty  to  impart  this 
knowledge  to  the  citizens.  Only  last  night 
I heard  a lawyer  from  the  state  of  Iowa  de- 
liver a lecture  over  the  radio  on  communica- 
ble diseases.  In  this  lecture  he  told  his  great 
radio  audience  how  to  prevent  the  spread  of 
certain  diseases ; how  long  the  quarantine 
should  be  in  force  for  certain  diseases,  what 
to  do  with  “disease  carriers,”  etc.  While  he 
pretended  to  give  the  legal  side  of  the  ques- 
tion, yet  he  went  far  beyond  that.  Is  it  any 
wonder  that  the  people  have  become  stam- 
peded and  are  running  off  after  the  chiro- 
practor and  other  charlatans,  and  the  news- 
paper advertisements?  I’ll  tell  you  the  time 
has  come  when  we  must  act,  and  act  judic- 
iously. 

As  we  said  in  the  beginning — our  number 
is  fast  diminishing  and  we  are  all  getting  over 
on  the  shady  side  of  life.  There  are  only  sev- 
en of  us  in  this  county  doing  active  practice 
and  the  two  youngest  of  us  are  already  up  in 
forty.  What  will  20  years  hence  mean  to  the 
public  in  the  way  of  medical  attention?  How 
many  of  us  will  be  able  to  practice  medicine 
at  that  time?  Probably  one  or  two  of  us  will 
be  able  to  do  light  work  only.  Then,  that  be- 
ing the  case  and  as  there  are  no  prospects  of 
any  young  doctors  coming  into  the  county  in 
the  future,  do  we  not  owe  it  to  the  people 
who  have  faithfully  stood  by  us  for  the  past 
several  years  to  provide  some  method  that 
will  relieve  this  embarrassing  situation  which 
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is  sure  to  come? 

As  I see  it.  this  is  our  greatest  problem  and 
it  is  one  which  I can  not  solve.  Moses  led 
his  people  out  of  the  wilderness,  which  was 
by  far  a greater  task  than  we  have  to  per- 
form. While  Moses  was  altogether  a differ- 
ent type  of  man  to  us,  yet  it  is  not  utterly 
impossible  for  us  to  deliver  our  people. 

Realizing  my  inability  to  offer  any  solu- 
tion to  this  problem,  I at  least  feel  that  it  is 
high  time  that  this  question  was  being  agi- 
tated. 

This  great  problem  can  not  be  worked  out 
and  put  into  effect  in  a short  period  of  time, 
but  it  may  in  the  course  of  the  next  few 
years,  by  a cooperation  of  the  doctors  and  the 
public,  be  put  on  a much  higher  plane  than  it 
is  today. 

The  only  hope  for  the  future  of  our  citi- 
zens is  to  learn  to  stay  well,  and  we  should 
be  the  teachers. 

In  the  bulletins  of  the  State  Board  of 
Health  of  Kentucky,  we  are  admonished  to 
“Teach  the  children,  today,  what  we,  yester- 
day, did  not  know  about  the  causes  and  pre- 
vention of  disease,  that  tomorrow  the  people 
of  Kentucky  may  live  longer,  be  freer  from 
sickness  and  able  to  carry  on  the  warfare 
against  disease  with  less  opposition  from  ig- 
norant people  who  must  be  protected  in  spite 
of  themselves.” 

Tf  the  preventable  diseases  were  all  eradi- 
cated there  would  be  very  little  sickness.  There 
is  much  less  opposition  now  to  health  work 
than  a few  years  ago,  in  fact,  the  people  as  a 
whole  are  in  a receptive  mood,  so  it  is  up  to 
us  to  hand  it  to  them.  But  we  say  how  can 
we  do  it,  when  the  state  is  not  able  to  pay 
for  such  service  ? The  only  way  we  can  do  it 
is  gratis,  at  least  a great  part  of  it.  But 
owing  to  the  increase  in  population,  the  de- 
crease in  doctors,  and  the  great  need  of  such 
service,  I feel  that  this  great  work  would  be 
a living  monument  to  the  medical  profession. 

We  can  start  this  great  move  by  teaching 
the  people,  as  we  visit  them  in  their  homes 
and  as  they  visit  us  in  our  offices,  the  art  of 
staying  well.  We  should  stress  food  sani- 
tation, what  to  eat  and  how  1o  eat  it,  ventil- 
ation, the  care  of  the  teeth  and  the  skin,  and 
manner  of  dress.  Every  home  should  have  a 
laboratory  report  on  their  drinking  water 
and  each  member  of  the  family  should  have  a 
private  drinking  cup.  Here  is  one  reason 
why  colds,  tonsillitis,  and  other  diseases  in 
vade  entire  families.  They  all  use  the  same 
dipper  and  put  it  back  into  the  bucket  after 
using.  We  physicians  rarely  ever  advise  hav- 
ing the  drinking  water  tested  except  in  the 
midst  of  a typhoid  fever  epidemic,  or  some 
other  contagious  disease  that  is  water  bourne. 
I believe  that  in  making  a physical  examina- 


tion it  is  just  as  essential  to  inspect  thv?  water 
supply  as  to  inspect  the  teeth  and  tonsil's,  and 
I shall  make  the  statement  that  no  physical 
examination  is  complete  without  it. 

The  majority  of  the  deaths  of  infants  un- 
der one  year  of  age  is  due  to  ignorance  of  the 
mothers  as  to  how  to  feed  and  care  for  them. 
The  mothers  over  our  country  need  advice, 
and  this  advice  should  begin  soon  after  con- 
ception takes  place.  During  these  early 
months,  by  taking  the  proper  diet,  exercise, 
rest,  etc.,  the  mother  can  bring  forth  a much 
healthier  baby,  and  following  up  this  advice 
throughout  the  first  year  the  infant  mortal 
ity  would  be  much  lower. 

We  should  insist  on  the  people  taking  the 
typhoid  prophylaxis,  and  all  children  taking 
the  toxin-antitoxin.  Of  course,  we  are  al- 
ready giving  these  serums  to  those  who  come 
and  ask  for  them,  but  our  duty  is  to  rigidly 
insist  on  everybody  taking  them  whether  we 
have  an  epidemic  or  not.  Timidity  often  pre- 
vents us  from  doing  our  full  duty.  We  are 
afraid  the  public  will  think  we  are  after  the 
fee. 

All  school  children  should  be  inspected 
each  year  as  soon  as  ihe  schools  begin.  Their 
defects  should  be  noted  and  we  should  insist 
that  the  parents  have  them  corrected.  Wo 
have  already  begun  to  examine  some  of  the 
schools  near  us  and  a card  is  filled  out  for 
each  child  noting  the  defects.  This  card  is 
carried  home  to  the  mother,  but  in  most  in- 
stances she  doesn’t  know  what  it  means.  For 
instance,  if  the  card  states  that  Johnny  has 
diseased  tonsils  and  adenoids  which  should 
be  removed,  the  family  often  believe  that  the 
good  resulting  from  such  an  operation  would 
be  that  Johnny  could  sleep  better  at  nigh! 
and  would  not  arouse  other  members  of  the 
family  by  his  loud  snoring.  While,  if  the 
examiner  could  talk  with  the  mother  person- 
ally and  relate  to  her  the  sequels  of  such  de- 
fects. she  would  see  it  in  a different  light, 
and  in  the  majority'  of  cases  have  theih  cor- 
rected. 

We  should  also  insist  on  all  adults  having 
regular  periodic  examinations.  The  import- 
ance of  such  examinations  can  often  be  dem- 
onstrated when  we  have  an  old  fellow  who  has 
neglected  this  and  has  been  slipped  up  on  by 
a stroke  of  paralysis  and  his  anxious  friends 
are  wondering  why  it  came  so  suddenly 
when,  as  we  know  this  was  only  a climax  of 
a train  of  symptoms  that  had  been  develop- 
ing for  the  past  several  months  unnoticed. 

Don’t  understand  me  to  say  that  all  of  Ihe 
service  we  have  referred  to  above  should  be 
rendered  free.  I believe  a part  of  it,  such  as 
the  examinations  of  school  children  and  a 
few  other  minor  things,  should  be  free,  es- 
pecially' charity,  but  for  the  remainder  we 
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should  charge  a reasonable  lee,  which  the  peo- 
ple would  be  glad  to  pay  if  we  could  get  tnem 
to  realize  the  value  of  such  service. 

Now,  to  those  of  you  who  happen  to  be 
gifted  in  oratory  let  me  say  that  you  can  do 
a great  work  if  you  will,  every  time  oppor- 
tunity affords,  deliver  a public  health  talk 
to  the  citizens,  telling  them  of  the  future  out- 
look here  in  our  county  and  insist  on  their 
co-operation  with  one  another  and  with  us. 

As  I look  into  the  future  of  Carlisle  Coun- 
ty 1 can  see  the  approach  of  a hospital — yes, 
I can  almost  get  a scent  of  the  ether,  it  is 
coming  some  day  and  the  more  we  agitate  it 
the  sooner  it  will  arrive.  This  hospital  should 
be  located  near  the  center  of  the  county, 
which  of  course  is  Bardwell,  our  county  seat. 
Then  it  would  be  only  a question  of  time 
when  all  the  roads  from  the  remote  corners 
of  the  county  would  be  graveled  into  town. 
Bardwell  would  then  be  considered  the  great 
medical  center  of  the  county.  This  hospital 
could  be  operated  by  the  few  of  us  who  would 
still  be  in  practice  in  conjunction  with  a 
young  surgeon  who  could  be  imported  and 
two  or  three  graduate  nurses.  The  hospital 
should  be  composed  of  three  compartments — - 
one  for  charity,  another  for  the  average  fel- 
low and  a third  for  those  who  are  able  to  pay 
for  the  best.  In  this  manner  ail  classes  could 
be  taken  care  of.  Then  with  hardroads  lead- 
ing in  every  direction  any  patient  in  the 
county  could  reach  the  hospital  in  thirty  min- 
utes, and  practically  all  the  sick  in  the  coun- 
ty could  come  to  the  hospital  instead  of  hav- 
ing the  doctors  visit  the  various  homes.  In 
this  way  fewer  doctors  could  handle  a larger 
number  of  patients  and  in  a much  better 
manner.  This  would  be  much  better  for  the 
doctors  and  for  the  people  and  every  one  con- 
cerned. 

The  doctors  and  the  nurses  could  visit  the 
various  schools  and  make  health  talks  to  the 
children  and  also  to  the  parents  at  every  op- 
portunity. There  could  be  special  days  set 
apart  for  physical  examinations  of  the  ap- 
parently well  and  for  giving  general  advice. 
All  other  details  could  be  worked  out  in  due 
time. 

This  proposition  may  seem  absurd,  but  it  is 
not  at  all  impossible.  Every  great  thing  that 
has  ever  been  done  had  its  beginning.  I be- 
lieve that  by  a united  body,  consisting  of  the 
doctors  and  the  laity,  especially  the  children 
whom  we  are  training  up  in  the  way  wre  will 
have  them  go,  can  put  this  great  move  over 
and  prevent  the  great  crisis  just  ahead  of  us. 

In  conclusion,  I again  want  to  thank  you 
for  this  honor  and  your  co-operation,  and  al- 
so wish  to  say  that  I shall  at  all  times  be 
ready  to  extend  a helping  hand  to  the  future 
success  of  the  Carlisle  County  Medical  Society. 


PRACTICAL  INFANT  FEEDING.* 

By  B.  M.  Taylor,  Portland,  Indiana. 

Since  the  breasts  of  the  first  mother  faded 
to  function  properly  in  nourishing  her  infant, 
infant  feeding  that  is  safe,  simple  and  ade- 
quate has  been  a problem  that  has  agitated 
the  minds  of  the  lay  and  medical  profession. 
The  mortality  rate  in  artificially  fed  infants 
up  to  two  years  of  age,  the  ear  marks  of 
poorly  adapted  food,  the  anaemia  and  the  dis- 
turbed sleep  caused  by  such,  the  mental  slug 
gishness  in  school,  the  physically  unfit  adult, 
all  point  to  an  inadequate  infant  food  for  the 
first  year  of  age.  No  one  who  is  even  a cas- 
ual observer  can  deny  or  even  doubt  these 
facts.  The  greatest  industry  of  the  ages  is, 
and  has  been,  the  rearing  and  feeding  of  in- 
fants and  it  is  passing  strange  that  it  and  its 
boon  companion  or  rather  forerunner,  Ob- 
stetrics, have  received  little  more  than  pas.*' 
ing  interest  from  the  rank  and  file  of  the 
medical  profession.  Until  McKirn  Marriott 
gave  to  the  profession  his  formula  of  aeidul- 
qated  cow’s  milk,  the  trial  of  artificial  feeding 
in  infants  with  raw  cow’s  milk  has  been 
marked  with  death,  infection,  indigestion  and 
the  resulting  ills.  No  baby  has  been  fed  on 
raw  cow’s  milk  without  leaving  upon  that 
baby  its  trade  mark.  That  trade  mark  is  a 
certain  amount  of  indigestion  from  a mild  to 
a severe  grade.  When  I speak  of  raw  cow’s 
milk,  1 mean  cow’s  milk  not  treated  with  lac- 
tic acid.  If  anyone  will  take  pains  enough  to 
follow  up  the  cases  fed  on  unacidulated  cow ’s 
milk,  or  any  of  the  prepared  baby  foods  with 
a fixed  content  of  carbohydrate,  he  will  find 
in  a majority  of  them  intestinal  disturbances 
evidenced  by  gas,  restless  sleep,  oftentimes 
pale,  waxy  skin  and  a capricious  appetite  and 
a lowered  resistance  to  diseases. 

The  success  of  infant  feeding  or  food  is 
not  measured  by  how  long  a baby  lives, 
whether  he  survives  the  bottle  stage  or  lives 
his  three  score  years  and  ten;  but  how  well 
he  lives  and  how  few  ear  marks  of  unadapted 
food  he  has  on  him.  By  unadapted  food,  1 
mean  that  food  that  has  not  been  adapted  to 
the  ability  of  the  baby  to  digest  and  appro- 
priate and  to  supply  his  growing  needs. 
This  has  been  the  tragedy  of  infant  feeding. 
An  unadapted  food  may  not  kill  the  baby  and 
he  may  even  fatten  on  it,  but  one  year’s  feed- 
ing of  such  food  will  leave  its  impression  on 
that  'baby  which  he  will  never  live  long 
enough  to  outgrow.  The  food  has  to  be  adapt- 
ed to  the  baby  and  not  the  baby  to  the  food. 
A formula  for  rule  of  thumb  feeding  is  like 
a formula  for  rqle  of  thumb  shoe  fitting.  A 
number  ten  foot  will  not  fit  successfully  into 

*Read  before  the  Kentucky  State  Medical  Association, 
Frankfort,  September  20,  21,  22,  23,  1926. 
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a number  seven  shoe  and  vice  versa.  To  pres- 
cribe four  hundred  calories  to  an  eight  hun- 
dred calorie  capacity  baby  would  starve  the 
ba'by  and  would  be  equally  as  disastrous  so 
far  as  good  results  are  concerned,  as  to  pre- 
scribe eight  hundred  calories  to  a four  hun- 
dred calorie  capacity  baby.  Each  would  be 
starved,  one  with  too  little  food  and  the  other 
with  too  much  food.  The  one  would  lack  four 
hundred  calories  of  food  to  insure  growth,  and 
the  other  would  have  four  hundred  of  undi- 
gested and  unappropriated  food  to  create 
trouble  and  prevent  the  proper  digestion  and 
appropriation  of  the  four  hundred  required. 
The  starvation  would  be  the  same.  One  would 
be  starved  for  lack  of  food  and  the  other 
would  be  starved  with  its  stomach  too  full  of 
food.  The  only  difference  would  be  the  one 
who  is  starved  from  lack  of  food  will  respond 
to  an  inciease  of  food  quick] y,  while  the  oth- 
er will  have  to  overcome  oftentimes,  an  in- 
testinal pathology  caused  by  the  continued  in- 
digestion and  decomposed  food. 

The  rule  of  thumb  formulae  worked  out  in 
the  laboratory  of  this  or  that  expert  dietitian 
are  very  convenient  and  easy  for  us  to  pre- 
scribe, but  very  difficult  for  the  babies  to  car- 
ry out.  They  will  make  one  thrive  and  de- 
stroy another.  One  baby  will  thrive  on  one 
form  of  cai*bohydrate  and  another  will  have 
gastric  disturbances  by  it.  One  baby  will  spit 
up  its  food  from  fermentation  with  four  tea- 
spoonsfull  of  one  carbohydrate  in  the  twenty- 
four  hours  and  another  of  equal  weight  will 
have  a pai'tial  cax-bohydi-ate  starvation  on 
twice  that  amount.  To  presci'ibe  a baby  food 
by  a formula  that  is  given  us  and  expect  that 
particular  foimiula  to  work  in  every  case  is 
like  and  just  as  sensible  as  ordering  a pair  of 
shoes  by  mail  without  taking  the  foot  into 
consideration.  The  number  may  be  exactly 
right,  but  a bad  bunion  or  a corn  or  a broken 
down  arch  may  make  the  wearing  of  that  shoe 
not  only  unbeai’able,  but  impossible.  These 
simple  illustrations  are  given  to  show  the  fal- 
lacy of  percentage  feeding.  The  only  place 
where  percentage  fits  in  is  where  things  are 
bought  and  sold.  Infant  feeding  has  to  be 
tailor  made  with  a try  on  before  the  sale  is 
completed.  If  all  babies  were  exactly  alike, 
the  same  weight,  the  same  inheritance,  the 
same  birth  hazai-ds,  the  same  prenatal  care, 
the  same  placental  capacity,  the  same  pelvic 
and  outlet  resistance,  the  same  endocrine  in- 
heritance, the  same  environment;  in  fact,  if 
they  all  bad  the  same  capacity  and  x’equire- 
ments,  then  the  set  of  hand-me-down  formulas 
could  be  printed  in  pads  and  all  we  had  to  do 
would  be  to  have  one  brand  of  food  and  hand 
them  out.  If  that  were  true,  as  good  pedia- 
trics could  be  practiced  from  the  corner  drug 
store  as  from  the  office  of  the  best  pediatrician 


in  the  country. 

This  may  seem  to  you  a digression  here  in 
this  paper',  but  it  is  not  a digression.  It  is 
the  most  important  part  of  this  paper  and  of 
infant  feeding.  It  is  this.  When  we  speak 
of  artificial  feeding  of  an  infant,  we  usually 
means  that  time  when  it  began  to  use  the  bot- 
tle and  was  nourished  by  that  food  alone.  If 
a child  has  been  taking  the  'bottle  for  nine 
months,  we  think  there  have  been  only  nine 
months  of  artificial  feeding.  In  reality  there 
have  been  eighteen  months  artificial  feeding, 
because  there  have  been  nine  months  artificial 
feeding  in  utero.  This  nine  months  in  utero 
means  success  or  failure  in  part  of  the  nine 
months  feeding  after  the  child  is  born.  If  the 
mother  has  not  had  the  proper  prenatal  care, 
the  child  has  been  poorly  nourished  in  utero 
and  this  faulty  feeding  and  poor  nourishment 
will  give  us  at  birth  a baby  poorly  equipped 
for  artificial  feeding.  A mother  who  has  had 
no  scientific  care  before  the  birth  of  hex'  baby 
oftentimes  presents  the  pediatrician  with 
quite  a problem  in  artificial  feeding  and  even 
breast  feeding.  Next  to  importance  in  diet 
in  the  mother  is  the  endocrine  com]  ition  of 
the  mother.  A pregnant  mother  who  has  from 
four  to  nine  months  nausea,  who  has  not 
enough  calcium  phosphorous  content  in  hex- 
blood  to  maintain  a good  set  of  teeth,  who 
has  been  the  victim  of  sick  headaches,  is  too 
fat  or  too  thin,  ci'aves  candy,  a low  basal  xnet- 
abolic  x'ate,  will  not  give  birth  to  a baby  with 
a well  balanced  endocrine  system.  This  pre- 
sents a problem  in  infant  feeding.  A rule  ol 
thumb  attempt  at  feeding  this  baby  will  not 
give  a baby,  a child  and  an  adult  physically 
fit,  but  will  increase  the  hazards  under  which 
it  is  laboring.  A child  with  a well  balanced 
endocrine  system  will  take  punishment  from  a 
pooi’ly  adapted  food  much  more  gracefully 
than  one  who  has  not.  These  endocrine  de- 
fects are  ti'ansmitted  from  mother  to  child 
and  oftentimes  play  havoc  ixx  the  rule  of 
thumb  attempts  at  feeding  the  child.  Why  ? 
Because  the  lowered  vitality  of  the  child  from 
such  inherited  defects  will  cause  digestive 
disturbances,  which  otherwise  would  not  have 
happened.  The  very  fact  that  a mother  fails 
to  have  enough  milk  for  her  baby  shows  con 
clusively  an  unbalanced  intexuial  seci’etion 
If  we  doubt  this  fact,  it  is  not  evidence  that 
this  statement  is  wrong,  but  it  is  evidence 
that  we  have  not  gone  into  the  study  of  these 
conditions.  Since  I have  been  giving  this  sub 
ject  some  thought,  I caxxnot  recall  a single 
failure  in  breast  feeding  that  did  not  have  an 
endocrine  embalance.  In  each  case  the  baby 
pi'esented  a problem  all  its  own.  Not  a single 
one  of  these  babies  would  fit  a hand-me-down 
formula  for  feeding.  In  artificial  feeding,  I 
find  the  carbohydrate  content  in  the  food  the 
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stumbling  block  over  which  most  physicians 
tall  headlong  and  causes  most  'babies  serious 
digestive  disturbances.  The  human  race  is 
adverse  to  being  driven,  but  most  of  us  can  be 
persuaded  or  led.  A baby’s  stomach  is  a very 
important  part  of  the  individual  in  the  hu- 
man race.  It,  too,  can  not  lie  driven,  but  per- 
suaded. 

When  a baby  presents  itself,  then,  for  the 
advice  in  artificial  feeding,  what  is  the  first 
thing  to  consider?  1 will  unhesitatingly  say 
the  complete  history  of  the  mother  from  her 
infancy  to  the  'birth  of  the  baby.  Was  she, 
herself,  a fat  or  a thin  baby;  was  she  slow  to 
cut  teeth,  to  walk,  to  talk;  what  age  did  she 
menstruate  and  was  it  regular  or  painful;  was 
there  no  libido;  what  is  the  condition  of  her 
teeth;  was  she  constipated;  how  many  months 
was  she  nauseated ; has  she  suffered  with  cold 
hands  and  feet  since  childhood ; has  she  had 
the  habit  of  biting  her  finger  nails;  has  she 
had  a pain  between  her  shoulders;  what  was 
her  weight  at  marriage  and  what  was  it  after 
the  birth  of  the  baby;  is  her  hair  premature- 
ly gray;  does  she  crave  sweets?  If  she  an- 
swers a portion  of  these  questions  in  the  af- 
firmative, no  rule  of  thumb  formula  will  suit 
her  baby.  Her  baby  may  live  on  most  any 
formula  given  it,  but  how  well  ? The  main 
question  at  issue  is  what  kind  of  a finished 
product  will  we  give  from  the  material  fur- 
nished us?  If  we  can  take  the  baby  with 
these  weak  tendencies  and  suit  a food  to  that 
baby  and  overcome  the  weak  tendencies  and 
•give  a finished  product  worthy  of  the  name, 
we  have  done  a real  service  to  humanity.  To 
do  this,  then,  we  must  take  into  consideration 
the  assets  and  liabilities  of  each  individual 
baby.  This  as  stated  above  can  be  done  only 
by  a complete  examination  of  both  baby  and 
mother. 

What  is  the  best  food  for  the  baby?  Moth- 
er's milk,  of  course,  when  it  is  properly  bal- 
anced. When  it  is  not,  it  is  just  as  poor  a 
food  as  any  other  that  does  not  agree.  Moth- 
er’s milk  digests  in  light  curds  and  any  arti- 
ficial food  must  be  as  much  like  this  in  qual- 
ity as  possible.  This  is  why  unacidulated 
cows  milk  taxes  the  digestion  of  an  infant  and 
causes  so  much  trouble  is  because  the  curds 
are  tough.  If  one  can  secure  good  Holstein 
milk  with  not  over  4%  fat  and  put  one  to  two 
drachms  of  lactic  acid  to  the  quart,  adding  it 
drop  by  drop,  he  will  have  the  next  best  and 
cheapest  food  he  can  obtain.  If  this  is  im- 
possible, the  next  best  and  safest,  which  may 
be  the  tjest  after  all  is  Klim  Powdered  Whole 
Milk  put  up  by  Merrell-Soule  Ho.  This  has 
the  advantage  of  always  having  fresh  milk  at 
hand  and  with  people  who  have  no  fixed  resi- 
dence or  who  are  to  visit  occasionally  this 
milk  is  a Grod  send.  This  milk  is  the  same  in 


Maine  as  in  California.  The  content  is  the 
same  and  the  mother  is  always  assured  of  a 
germ  proof  milk  that  will  agree  with  most  any 
baby  if  the  proper  amount  of  carbohydrate 
is  added.  This  milk  has  the  most  uniform 
stools  and  the  least  digestive  disturbances  of 
any  prepared  foods.  It  is  more  like  mother’s 
milk  in  curds,  in  that  they  are  uniform  and 
floculent.  One  will  not  see  curds  in  the  stools 
of  an  infant  fed  on  Klim  with  the  proper  car- 
bohydrate content.  After  all,  this  may  be 
cheaper  than  cow’s  milk  acidulated,  because 
the  baby  can  utilize  all  the  food  and  waste 
none  in  curds.  This  is  economy,  both  physic- 
ally and  financially.  Curds  will  keep  the 
'baby’s  intestines  inflated  with  gas  which  im- 
pairs their  function. 

My  method  of  preparing  Klim  for  babies 
over  2 weeks  of  age  is  to  restore  the  whole 
cow’s  milk  and  add  just  enough  malt  sugar 
(Borcherds)  to  suit  the  baby’s  capacity  to 
take  care  of  it.  If  we  will  take  a lesson  from 
nature,  we  will  see  the  baby  taking  the  same 
milk  from  the  mother’s  breast  at  two  months 
of  age  as  it  takes  at  six.  The  milk  then  in 
either  case  is  undiluted.  Why  should  cow’s 
milk  or  Klim  be  diluted?  If  a baby  can  di- 
gest a food  diluted,  it  can  digest  it  undiluted. 
The  reason  we  dilute  cow’s  milk,  is  our  at- 
tempt to  break  up  the  curd,  which  we  do  not 
do.  Marriott  has  the  credit  of  teaching  us 
to  break  this  up  with  lactic  acid.  Where  most 
foods  fail  in  ba'bies  is  we  add  more  sugar  than 
a baby  can  take  care  of.  This  sets  up  fermen- 
tation and  the  food  gets  the  credit  for  the 
disturbance.  This  is  why  we  have  so  many 
different  baby  foods  on  the  market.  1 have 
had  babies  come  into  my  office  which  have 
been  on  five  or  six  different  foods  and  to  all 
appearances  all  disagreeing.  An  examination 
showed  that  it  was  not  this  or  that  food,  hut 
the  baby  had  been  upset  by  the  sugar  and  as 
long  as  this  upset  continued  no  food  would 
agree.  The  sugar  would  be  withdrawn  and 
the  fermentation  stopped  and  the  baby  put  on 
a.  food  with  the  proper  sugar  content  and 
there  would  be  no  further  trouble  with  the 
food.  This  would  have  been  avoided  if  the 
proper  amount  of  carbohydrate  had  been  giv- 
en in  the  beginning. 

To  begin  with,  I use  from  two  to  four  tea 
spoonsful  of  Borcherds  Malt  Sugar,  accord- 
ing to  the  age,  in  twenty  four  hour  feedings 
and  add  the  malt  sugar  gradually  until  the 
stools  are  of  a smooth,  yellow  consistency  and 
soft.  This  is  enough  sugar ; anymore  will 
show  a tendency  to  ferment.  This  fermenta- 
tion can  be  told  by  folding  the  diaper  over  the 
stools  and  pressing  between  the  fingers.  If 
there  is  slight  fermentation,  the  stools  will 
crepitate.  If  this  fermentation  progresses, 
the  buttocks  will  show  redness  and  signs  of 
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excoriation.  No  baby  will  tki’ive  where  there 
is  fermentation.  As  the  stools  show  a ten- 
dency to  constipation,  sugar  is  added  as  be- 
fore until  bowel  actions  are  again  soft. 

Many  babies  are  brought  to  the  physician 
for  advice  on  account  of  excoriation.  This 
probably  has  been  going  on  for  months.  Cith- 
ers are  brought  on  account  of  spitting  up 
their  food.  The  problem  they  present  de- 
pends on  the  length  of  time  this  has  been  go- 
ing on.  I know  of  no  better  remedy  to  stop 
this  spitting  up  the  food  and  excoriation,  than 
Powdered  Protein  Milk,  put  up  bjT  Merrell- 
Soule  Co.  This  is  given  without  sugar  for 
several  days  and  then  sugar  is  gradually  add- 
ed and  this  kept  up  for  a week  or  until  the 
symptoms  have  subsided.  The  baby  can  then 
be  put  back  on  the  Klim. 

Carbohydrate  should  be  added  cautiously 
and  only  enough  in  the  beginning  lest  a se- 
vere fermentation  result  and  a sugar  intoler- 
ance be  created.  To  illustrate:  I was  called 
to  see  a baby  four  months  of  age.  It  weighed 
eight  and  one  half  pounds  at  birth.  The  moth- 
er with  a thyro-pituitarv  tendency  nursed  the 
baby  one  month.  It  was  put  on  modified 
Klim  but  with  a high  carbohydrate  content. 
There  was  fermentation  and  spitting  up  of 
food.  At  the  age  of  four  months  it  had  gained 
one  and  three-quarters  pounds.  It  was  as 
miserable  a baby  as  I have  ever  seen.  It  cried 
constantly  while  awake.  Its  buttocks  were 
raw  and  it  showed  the  part  of  malnutrition. 
It  had  been  fed  from  the  first  month  of  age 
on  a formula  worked  out  in  a laboratory.  The 
ability  of  the  child  and  its  endocrine  inheri- 
tance had  not  been  taken  into  consideration. 
It  .was  taking  six  tablespoons  of  Dextri  Mal- 
tose in  the  twenty -four  hour  feeding.  This 
was  the  prescribed  formula  according  to  the 
table.  It  was  put  on  Protein  Milk  and  in 
thirty-six  hours  it  had  almost  ceased  to  spit 
up  its  milk.  This  was  kept  up  for  three  days 
and  malt  sugar  added,  beginning  with  one 
teaspoonful  in  the  twenty-four  hour  feeding 
and  this  gradually  increased  until  three  tea- 
spoonfuls  in  the  twenty-four  hour  feeding 
were  taken.  This  was  kept  up  for  a week  and 
the  baby  put  back  on  Klim,  restored  to  whole 
milk  and  malt  sugar  was  added  cautiously. 
The  fermentation  had  ceased,  evidenced  by 
healed  buttocks  and  ability  to  retain  food. 
After  the  second  wreek  he  began  to  gain  in 
weight,  but  cried  a lot  until  he  had  overcome 
the  intestinal  pathology  caused  by  three 
months  fermentation.  That  'baby  is  now  nine 
months  old,  weighs  nineteen  pounds,  has  two 
teeth,  a good  color,  is  pei’fectly  comfortable, 
cries  only  to  make  its  wants  known  and  all 
this  was  accomplished  or>  the  same  food  that 
was  destroying  him, the  only  difference  is  the 
Klim  was  given  at  once  full  strength  and 


carbohydrate  added  to  suit  its  ability  to  take 
care  of  it.  It  can  now  take  only  four  tea- 
spoonfuls of  tne  malt  sugar  in  the  twenty- 
four  hours,  the  addition  of  one-half  teaspoon- 
ful more  will  cause  it  to  spit  up  its  food.  As 
stated  in  the  beginning,  at  the  age  of  four 
months  he  was  taken  24  teaspoonsful  in  the 
twenty-four  hours.  This  caused  the  upset,  be- 
cause the  baby  on  account  of  inherited  ten- 
dencies could  not  accomodate  it.  This  mother 
lias  two  children,  the  older  is  four  3?ears  old. 
The  first  one  was  breast  fed  for  two  months 
and  put  on  a well  known  canned  infant  food 
with  a fixed  carbohydrate  content  and  kept 
on  it.  This  child,  of  course,  survived  but  it 
bears  now,  and  will  throughout  life,  the  ear- 
marks of  a poorly  adapted  infant  feeding  the 
first  year  of  life.  These  are  the  children  of 
a mother  with  a poorly  ‘balanced  endocrine 
system.  The  history  of  these  mothers  is  they 
nurse  a shorter  time  each  succeeding  baby. 
Unless  the  proper  prenatal  care  is  carried  out 
in  such  cases  throughout  pregnancy,  they 
should  not  attempt  to  nurse  their  babies  at 
all;  but  put  on  a suitable  diet  at  first  and 
thus  avoid  trouble  and  loss  of  time.  To  il- 
lustrate further:  Twins:  One  weighed  four 
and  one-half  pounds  and  the  other  six,  at 
birth.  There  was  one  placenta  and  the  cord 
of  the  smaller  child  was  attached  near  tho 
margin  of  the  placenta.  They  each  cried  at 
once  showing  no  evidence  of  cranial  hemor- 
rhage. There  were  six  children  and  the  moth- 
er, a typical  borderland  hypothyroid  case,  had 
nursed  two  of  these  three  months.  Others  all 
bottle  babies.  She  was  nauseated  from  six  to 
nine  months  with  each  pregnancy.  There  was 
no  libido.  She  nursed  these  'babies  two  weeks. 
These  babies  were  put  on  cow’s  milk  and  Dex- 
tri Maltose,  each  was  given  the  same  furmula 
— one  weighing  four  pounds  and  the  other 
six.  They  were  unable  to  take  care  of  the 
curds  and  the  sugar  added  causing  the  result- 
ing fermentation  and  indigestion  followed.  I 
saw  them  at  the  age  of  five  months.  They 
weighed  nine  and  ten  pounds.  They  cried 
constantly  and  were  anaemic,  restless,  dis- 
tended with  gas,  their  buttocks  were  raw  and 
they  showed  a true  picture  of  faulty  feeding. 
There  were  at  the  time  on  Eagle  Brand.  While 
on  cow’s  milk  their  stools  were  full  of  curds. 
These  babies  were  put  on  Powdered  Protein 
Milk  (Merreil-Soule)  without  sugar  for  three 
days  and  sugar  (Borcherds  malt  sugar)  grad 
ually  added.  The  fermentation  ceased  and 
these  babies  were  put  on  Klim,  as  they  had 
no  suitable  cow,  and  malt  sugar  gradually 
added  until  the  stools  were  soft,  smooth  and 
yellow.  These  babies  became  comfortable  as 
soon  as  fermentation  ceased  and  began  to 
gain.  They  gain  from  eight  to  fourteen  ounces 
per  week.  They  are  given  Upjohns  Syrup  Cal 
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cium  Lactophosphate  and  one-fifth  grain  Thy- 
roid extract  daily.  Had  the  family  doctor  rec- 
ognized the  endocrine  condition  of  the  mother 
and  had  put  these  babies  on  a food  that  each 
could  have  digested  and  appropriated,  the 
picture  that  I found  would  have  been  differ- 
ent. As  a result  of  this  mistake  in  feeding, 
these  babies  will  always  be  behind  themselves 
and  their  longevity  will  be  several  years  short- 
er and  their  earning  capacity  discounted.  This 
makes  pediatrics  the  most  responsible  of  all 
medicine  'because  the  results  are  so  far  reach- 
ing. 

Here  is  a case  of  a baby  of  a mother  with 
hyperthyroidism.  She  was  nauseated  nine 
months  of  pregnancy.  Baby  weighed  at.  birth 
seven  and  one-half  pounds.  There  were  live 
children  and  all  breast  fed  except  one.  This 
one  was  nursed  one  month.  It  was  put  on 
Klim  and  granulated  sugar.  The  baby  gained 
in  weight,  but  spat  up  its  food  and  was  very 
restless.  It  cried  constantly  while  awake.  It 
was  constipated.  Upon  examination  I found 
a baby,  age  3 months,  weight  nine  pounds, 
pale,  flabby  flesh,  gaseous  distention.  It  was 
getting  two  tablespoonsful  of  Klim  to  the 
feeding.  This  was  just  one-half  of  the  whole 
milk.  The  Klim  was  restored  to  whole  milk 
and  malt  sugar  added  teaspoonful  at  a time 
until  'bowel  action  became  normal.  The  baby 
gained  a pound  in  seven  days.  It  ceased  to 
cry,  and  became  contented.  This  baby  was 
fed  by  printed  formula  and  was  starving  to 
death.  As  soon  as  it  was  fed  from  the  kitchen, 
instead  of  from  a book  it  went  to  sleep.  The 
parents  and  the  physician  thought  ihe  food 
was  disagreeing  with  it.  In  fact  they  were  the 
ones  that  were  disagreeing  with  it.  The  best 
evidence  of  an  agreeing  food  is  a curdless, 
soft,  smooth,  yellow,  bowel  action  free  from 
odor  and  a baby  that  smiles  and  sleeps. 

I will  report  one  baby  of  healthy  and  well 
balanced  endocrine  parents.  Age  three 
months.  Weight  at  birth  seven  and  one-half 
pounds.  It  was  nursed  at  'breast  three  weeks 
and  weaned  on  account  of  sore  nipples.  It 
was  put  on  Klim,  one-half  strength,  and  eight 
teaspoonfuls  of  sugar  in  twenty-four  hour 
feeding.  The  baby  was  restless  and  fretful 
on  this  and  the  Klim  was  weakened  further, 
but  sugar  was  replaced  by  Karo  Corn  Syrup, 
two  tablespoonsful  in  twenty-four  hour  feed- 
ing. The  baby  gained  some  but  cried  con- 
stantly when  awake.  The  Klim  was  made 
stronger,  but  baby  ceased  to  gain.  Upon  ex- 
amination I found  its  weight  ten  pounds  and 
seven  ounces.  Abdomen  distended  with  gas 
and  baby  spitting  up  its  food.  Its  buttocks 
were  raw.  Stools  green  and  loose.  This  baby 
was  put  on  Protein  Milk  for  three  days  with- 
out sugar  and  then  put  on  Klim  restored  to 
whole  milk  and  malt  sugar  added  gradually 


until  stools  were  yellow,  soft  and  smooth. 
The  second  week  it  gained  six  ounces  and  in 
one  month’s  time  it  gained  two  pounds  and 
was  perfectly  comfortable.  It  now  takes  sev- 
en tcaspoonsfui  of  malt  sugar  in  twenty-four 
hours.  This  baby  takes  the  required  amount 
of  sugar  according  to  age  and  weight.  It  has 
no  inherited  defects.  This  baby  would  have 
had  not  trouble  in  the  beginning  if  it  had  been 
put  on  the  proper  amount  of  sugar  instead  of 
overdoing  it  right  at  the  start  and  the  milk 
made  full  strength. 

If  a baby  has  a tendency  to  ricketts  or  has 
a weak  digestive  capacity,  it  will  better 
from  the  start  on  Protein  milk  or  acidulated 
milk.  I have  been  successful  in  feeding  pre- 
mature infants  on  this  kind  of  milk.  It  seems 
to  suit  their  ability  to  digest  it  and  has  a ten- 
dency to  prevent  fermentation  and  this  al- 
lows them  to  take  more  carbohydrates.  It  taxes 
their  digestion  the  least  and  this  practices 
preventive  medicine,  which  means  so  much 
to  such  babies.  In  every  case  sugar  is  in- 
creased as  the  child  shows  a tendency  to  be- 
come constipated.  The  bow7el  actions  are  to 
be  the  guide  all  the  time. 

Of  course  orange  and  tomato  juice  are  to 
be  given  from  three  months  of  age.  Phos 
phoroized  Cod  Liver  Oil  can  be  given  to  an 
advantage.  As  the  child  grows  other  foods 
are  to  be  given  to  meet  the  demands  of  a grow- 
ing child. 

At  about  eight  months  of  age  cereals  can 
be  added  to  the  diet.  Cream  of  AVheat  well 
cooked,  Farina,  or  oat  meal  are  the  best  of  the 
cereals.  Most  pediatricians  and  text  books 
tell  us  to  cook  the  oat  meal  in  a double  boiler 
for  three  hours.  This  means  that  the  baby 
will  get  no  oat  meal.  It  is  well  nigh  impos- 
sible to  get  a mother  io  cook  anything  for  a 
baby  for  three  hours.  Good  oat  meal  or 
Cream  of  Wheat  can  be  made  by  cooking  over 
a direct  flame  for  thirty  minutes.  Add  a 
cup  full  of  oats  or  wheat  to  the  quart  of  wa- 
ter and  boil  for  thirty  minutes.  This  can  be 
given  once  a day.  It  may  be  strained  through 
a cloth  to  get  out  the  husks.  As  most  babies 
need  some  iron  on  account  of  the  tendency  to 
anaemia  at  this  age  it  is  well  to  add  the  yel- 
low of  the  egg  to  the  milk  once  a day.  One 
can  begin  with  a teaspoon  fill  once  a day  beal 
en  into  the  milk  and  gradually  increase  to  the 
whole  yellow.  It  is  well  to  leave  off  some  of 
the  milk  at  this  feeding  as  the  full  milk  feed 
ing  plus  the  egg  is  liable  to  make  the  baby 
spit  it  up  for  a few  times.  The  milk  is  much 
richer  this  way  and  the  quantity  may  be  les- 
sened at  this  feeding.  At  one  year  the  whole 
egg  may  be  given  coddled.  The  egg  is  placed 
in  boiling  water  and  set  off  the  store  for  three 
minutes.  Tomatoes  raw,  carrots,  parsnips  and 
beans  (green),  well  cooked  and  run  through  a 
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river  may  be  given  at  ten  months.  Beef  broth 
without  any  fat  may  be  given,  Zweibacli  may 
be  added  to  this.  I think  these  things  can  be 
fed  in  summer  as  well  as  in  winter.  If  the 
food  is  kept  free  from  contamination  the  sea- 
son of  the  year  has  very  little  to  do  with  in- 
fant feeding. 

Most  physicians  are  concerned  more  over 
the  feeding  of  sick  infants  than  well  ones. 
Just  a word  in  regard  to  this.  Most  of  our 
intestinal  cases  are  due  to  too  much  sugar 
or  too  much  fat  or  infection.  The  removal  of 
the  cause  is  the  treatment  of  each.  With  the 
first  two  this  is  easy,  but  with  the  third  it  is 
more  difficult.  The  first  indication  is  the 
clearing  of  the  alimentary  tract.  Castor  oil 
or  the  milk  of  magnesium  are  the  things  1 
use,  preferring  the  latter.  If  this  is  due  to 
sugar  fermentation,  as  stated  above,  the  sugar 
is  temporarily  withdrawn  and  Protein  Milk 
(Merrell-Soule)  used.  If  too  much  fat,  the 
fat  is,  of  course  withdrawn  and  low  fat  con- 
tent used.  I use  Protein  Milk  in  these  cases. 
Orange  juice  should  be  fed  in  all  these  cases. 
If  to  intestinal  infection,  the  source  if  possi- 
ble should  be  found  and  a repetition  of  the 
trouble  should  be  avoided.  Milk  of  magnes- 
ium is  used  to  clear  the  intestines  and  repeat- 
ed as  often  as  necessary.  Food  may  be  with- 
drawn for  twenty-four  hours,  if  necessary. 
Orange  juice  given  freely  and  for  the  food 
I find  not  better  than  the  Protein  Milk  re- 
ferred to  above.  (I  will  add  that,  if  there  are 
flies  in  the  house,  the  napkins  should  be  cov- 
ered or  at  once  sterilized  by  boiling.  It  is  dif- 
ficult to  cure  a baby  of  intestinal  infection 
with  flies  in  the  room). 

These  few  remarks  are  made  on  the  sick 
infant  because  the  feeding  of  the  sick  infant 
is  as  important  as  the  well  and  oftentimes  con- 
cerns us  the  more. 

Infant  feeding  will  never  be  on  a strictly 
scientific  basis  until  we  cease  to  try  to  make  a 
machine  out  of  a baby  by  feeding  so  much 
food  per  pound,  or  such  a dilution  according 
to  age.  We  must  forget  that  there  is  such  a 
thing  as  a calorie  and  put  in  its  stead  the  sen- 
sible thought  that  the  baby  has  an  intestinal 
tract  with  only  so  much  digestive  and  assim- 
ilative capacity  and  to  tax  this  capacity,  spells 
nothing  but  disaster.  If  we  could  sell  for 
cash  the  evil  results  throughout  life  caused  by 
one  or  two  years  faulty  feeding  in  infancy, 
the  world  would  be  flooded  with  millionaires. 
This  kind  of  pediatrics  is  the  result  of  a 
scientifically  made  formula  worked  out  in  a 
laboratory  with  an  imaginary  baby  as  a model. 
The  real  baby  is  the  sufferer. 

If  the  baby  has  a mother  with  a thyroid  de- 
ficiency, the  main  symptoms  of  which  are 
faulty  tootli  enamel,  headaches,  tired  feeling,  a 
disposition  to  skin  eruptions,  prematurely 


gray  hair,  excessive  nausea,  the  craving  of 
sweets,  is  too  fat  or  too  thin,  a basal  metabolic 
rate  of  less  than  plus  fifteen  to  twenty-five  af- 
ter three  months  of  gestation,  it  is  well  to  give 
her  daily  at  intervals  during  gestation,  Thy- 
roid, Parathyroid  and  Glycerophosphates  or 
the  Syrup  Calcium  Lactophosphate.  This 
will  give  her  baby  a better  nervous  system,  a 
better  bone  and  will  keep  the  baby  above  six 
pounds  and  under  nine  pounds  at  birth.  Any 
baby  under  six  and  over  nine  should  be  re- 
garded as  a hypothyroid  case.  These  babies 
as  a rule  have  poor  digestion  and  assimila- 
tion and  a tendency  to  bow  legs  and  flat  feet, 
and  in  females  a retroflexed  uterus.  The 
baby  of  such  a mother  should  be  given  almost 
as  a routine  Upjohns  Syrup  Calcium  Lacto- 
phosphate  and  if  its  teeth  do  not  appear  in 
six  months,  Thyroid  extract.  This  will  insure 
that  the  baby  will  have  a good  tootli  enamel 
and  will  prevent  the  premature  decay  of  the 
temporary  and  permanent  set.  This  is  really 
preventive  medicine  in  the  most  classical  way; 
for  no  one  can  remain  physically  fit  without 
good  teeth  and  the  necessary  blood  calcium. 

To  sum  up,  examine  the  mother  in  the  first 
month  of  gestation,  take  care  of  her  needs, 
know  the  possibilities  and  probabilities  of  the 
baby  physically  and  select  a food  as  near  the 
mother’s  milk  as  possible  and  add  the  carbo- 
hydrate to  suit  the  baby ; in  other  words,  suit 
the  food  to  the  baby  and  not  the  baby  to  the 
food.  If  this  is  done,  the  babies  will  be  bet- 
ter and  happier  and  old  age  deferred. 

DISCUSSIONS. 

L.  C.  Redman,  Lexington:  I can’t  let  this 

pass  without  discussing  Dr.  Taylor’s  paper.  I am 
not  a pediatrician;  I can  only  discuss  it  from  the 
standpoint  of  an  obstetrician.  Having  associated 
with  me  a pediatrician.  I have  had  the  oppor- 
tunity to  watch  the  progress  in  the  cases  of  these 
babies  and  to  study  some  of  their  problems.  I 
believe  conclusively  that  the  proper  pre-natal 
care  of  a woman  in  pregnancy  will  prevent  nine- 
ty per  cent  of  the  feeding  ills  that  infants  are 
heir  to.  I mean  by  that  not  only  the  monthly 
or  bi-monthly  or  every  three  weeks  checking  of 
the  blood  pressure  or  the  urine  of  the  pregnant 
woman  but  going  into  it  a great  deal  more  care- 
fully, checking  the  weight  of  the  patient,  check- 
ing the  basal  metabolism,  and  watching  her  ten- 
dency to  anemia.  I find  unless  a pregnant  wo- 
man gains  during  her  pregnancy  from  ten  to 
twenty  pounds  above  her  normal  weight  she  is 
not  handling  her  pregnancy  satisfactorily  and 
her  baby  is  going  to  suffer  as  a result  of  it. 

I find  also  that  if  the  patient  shows  a tendency 
to  anemia  and  the  hemoglobin  gets  down  below 
normal  and  the  red  cells  are  lower  in  number, 
the  baby  will  suffer  as  a result.  In  other  words, 
we  have  to  carry  the  mother  along  and  help  her 
to  carry  her  burden  of  pregnancy  in  such  a way 
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that  when  she  does  deliver  she  will  be  in  as  near 
normal  condition  as  possible  to  carry  on  the 
function  of  lactation. 

As  to  the  endocrine  disturbances  that  the  preg- 
nant woman  is  heir  to,  I have  very  little  to  say 
about  that  because  I know  very  little  about  it.  It 
is  a big  question  and  we  are  just  now  beginning 
to  study  it,  I think.  I do  believe  that  the  intern- 
al secretions  play  a rather  important  process  in 
the  problem  of  lactation. 

To  my  mind,  the  problem  of  the  pre-natal 
care  of  the  pregnant  woman  or  the  job  that  the 
obsteterician  has  to  carry  out  is  more  than  the 
routine  examination  of  the  urine  and  the  routine 
taking  of  the  blood  pressure. 

Basil  ML  Taylor  (in  closing)  : I have  nothing 
to  add  in  closing  except  that  I am  sorry  I could 
not  report  the  cases  because  of  lack  of  time.  I 
had  several  with  an  endocrine  disturbance  show 
ing  the  fallacy  of  percentage  feeding  and  try- 
ing to  suit  the  baby  to  the  food.  I wanted  to 
hear  discussion  on  feeding  whole  milk  to  very 
young  babies  instead  of  diluting  it  to  suit  the 
age,  as  has  been  taught  for  thirty  odd  years. 
Perhaps  I will  hear  more  about  it  when  the  ar 
tide  is  read  in  the  Journal.  Feeding  whole  milk 
from  the  beginning  is  much  easier  than  diluting 
it  if  we  will  add  120  drops  lactic  acid  to  the 
quart.  Klim  needs  no  acid. 


GYMNASTICS  FOR  SCHOOL  CHIL- 
DREN.* 

By  Burton  A.  Washburn,  Paducah. 

It  is  my  intention  to  present  a subject, 
which  I believe  will  meet  with  the  approval 
of  Medical  Societies,  and  should  be  of  inter- 
est to  parents  and  teachers. 

The  personnel  of  schools  have  placed  gym- 
nastics foremost,  as  mental  and  physical 
training  for  children ; mental,  'because  it  re- 
quires a concentration  of  all  their  co-ordina- 
tion to  receive  instructions,  and  to  execute 
same  with  precision  and  grace.  Consideration 
must  be  shown  children,  because  the  physical 
development  is  so  unlike  in  different  ones. 
The  same  exercise  may  benefit  one  child  and 
he  harmful  to  another;  therefore,  it  is  my 
opinion,  the  kind  of  training  should  be  left  to 
a doctor  selected  by  the  school  board,  and  the 
doctor’s  instructions  carried  out  by  the  teach- 
er of  gymnastics. 

Why  do  I make  this  statement?  There  are 
many  children  who  return  home  exhausted, 
because  the  exercises  they  have  been  subjected 
to,  have  overtaxed  them,  mentally  and  phy- 
sically, reacting  as  friction  to  the  nervous  sys- 
tem. This  is  not  written  with  the  intent  to 
criticise  the  teacher,  because  he  or  she  does 
not  hold  a diploma  as  a diagnotician.  The 
school  board  is  to.  blame  for  asking  the  teach 


er  to  make  a physical  examination  and  diag- 
nosis. 

Children  should  assemble  in  special  quar 
ters  for  physical  relaxation,  under  the  obser 
vatiou  of  the  gymnasium  teacher  and  the  doc 
tor.  Their  standing  and  walking  positions 
will  indicate  a lardosis,  flat  back,  scoliosis  or 
a normal  condition.  Evei’y  back  should  be 
examined  for  the  purpose  of  ascertaining  the 
proper  alignment,  and  those  who  show  any 
defect  should  be  placed  under  the  care  of  the 
doctor  for  a special  prescribed  exercise  that 
will  benefit  the  individual  case.  Parents  will 
appreciate  this  kind  of  care,  because  they 
know  the  value  of  gymnasium  training. 

Every  school  board  should  feel  that  there 
is  a moral  obligation  that  they  owe  the  child- 
ren. Co-operation  on  the  part  of  the  school 
board  with  the  parents  will  give  the  children 
an  opportunity  of  taking  a correct  exercise, 
wherein  each  will  be  benefitted. 

In  normal  action  the  associated  muscle 
groups  are  so  constructed  and  controlled  as  to 
give  the  most  power  and  perfect  mechanical 
response  with  the  least  muscular  expenditure. 
In  studying  these  muscles  we  recognize  the 
fact  that  there  must  be  a preliminary,  or  first 
position.  A second : the  movement  taken  from 
the  first  position.  A third : the  movement  of 
recovery ; back  to  the  first  or  starting  position. 
It  must  be  remembered  that  the  child  who  has 
any  degree  of  deformity  cannot  have  a normal 
muscle  action,  and  if  they  are  given  the  active 
exercises,  it  is  performed  in  an  incorrect  man- 
ner and  at  the  expense  of  the  nervous  system. 

Gymnastics  should  have  two  divisions; 
namely : physical  and  mental.  A director 
should  have  the  class  before  him,  making  an 
observation  of  their  development,  in  keeping 
with  the  age  and  mental  powers.  In  the  men- 
tal class  he  should  make  a note  of  the  child’s 
co-ordination ; this  is  important  because  the 
exercise  depends  entirely  upon  this  brain 
function.  When  there  is  good  mental  rela- 
tionship between  the  taking  of  the  instructions 
and  the  execution  of  the  exercise,  there  is  a 
normal  muscle  balance  and  the  exercise  be- 
comes a pleasure.  The  instructor  should  be 
mindful  of  this,  “avoid  over-taxing  the  child 
with  exercise  that  is  not  performed  with 
ease.’’  The  teacher  has  the  personal  contact 
with  the  child  which  affords  him  the  oppor- 
tunity to  study  their  peculiarities,  whereby  a 
course  of  instructions  can  be  outlined  which 
best  suits  the  selected  case.  There  are  stu- 
dents who  will  be  crippled  the  balance  of  their 
life  because  of  improper  instructions.  All  stu- 
dents who  indulge  in  gymnastics  are  over- 
anxious to  do  their  best  and  because  of  this 
they  overtax  their  physical  powers,  injuring 
the  heart,  ligaments  and  joints.  If  a student 
shows  great  skill  in  some  one  of  the  athletics. 
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it  should  not  be  a guarantee  that  he  is  taking 
care  of  the  intense  energy  that  he  is  using 
against  his  vital  resisting  powers  and  unless 
he  is  watched,  the  fatigue  that  follows  the 
strenuous  exercise  will  injure  him  and  he 
will  go  through  life  a physical  wreck  with  the 
memory  of  school  honors  and  sympathy. 

When  you  consider  the  age  of  the  children 
and  the  time  of  bone  development,  you  must 
grant  that  it  is  proper  for  the  school  'board 
to  outline  a system  that  will  take  care  of  the 
abnormal  cases. 

The  correct  exercise  should  have  the  right 
time  and  rythm,  whereby  a good  tone  can  be 
given  to  the  muscles  and  nerves,  that  stimu- 
lates and  strengthens. 

It  is  necessary  to  take  care  of  the  child’s 
organs;  to  maintain  the  normal  relationship 
anatomically,  until  they  have  matured. 

WHY  THE  CO-OPERATION  OF  THE 
PHYSICIAN  AND  THE  DRUGGIST.* 
By  H.  B.  Chapman,  Bard  well. 

We  wish  to  mention  some  of  the  advantages 
and  benefits  the  doctor  derives  through  tne 
assistance  of  a competent  druggist,  it  the  doc- 
tor will  only  avail  himself  of  these  benefits 
by  co-operation. 

In  the  first  place  it  is  professional.  The 
days  of  the  old-time  root  and  herb  doctor  are 
gone,  just  as  the  old-time  pill  bag  and  ox- 
cart, the  three  being  contemporaneous.  No 
more  do  we  see  the  herb  gatherer  with  his  bas- 
ket roaming  the  fields  and  woods,  the  ox-cart 
on  the  highway  or  the  pill  bag  thrown  care- 
lessly over  the  shoulder.  These  were  all  right 
in  their  day,  but  they  have  served  their  pur- 
pose. Time  has  moved  on  and  the  profession 
has  moved  many  stirdes  forward. 

No  doubt  if  any  of  you  gentlemen  were  to 
call  at  a reputable  physician’s  office  in  any 
of  our  cities  or  large  towns  to  be  treated  for 
any  of  the  ailments  common  to  human  beings, 
and  if  he,  after  proper  examination  and  diag 
nosis,  went  into  another  room  and  proceeded 
to  give  you  a few  tablets  or  even  fix  you  a 
treatment  in  a bottle,  you  would  leave  that 
office  disappointed,  and  with  a feeling  tint  I 
you  would  probably  call  on  some  other  phy- 
sician the  next  time  you  needed  treatment. 
The  physician  has  lowered  himself  in  your  es- 
timation, to  say  the  least  of  it.  You  expected 
him  to  prescribe  for  you. 

In  the  second  place,  it  is  ethical.  The 
druggist  has  gone  to  a lot  of  hard  work  and 
expense  to  prepare  himself  for  his  profession, 
and  his  investment  is  large.  He  feels  that  tin; 
art  of  dispensing  should  be  delegated  to  him. 

The  physician  needs  the  druggist  and  the 
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druggist  needs  the  physician.  They  need  the 
assistance  that  each  can  render  the  other  in 
the  part  of  protection.  The  druggist  can  and 
should  send  prospective  patients  to  a doctor, 
being  very  caieful  not  to  show  or  have  any 
preference,  suggesting  to  the  patient  that  if 
the  medicine  he  has  called  for  from  the  drug- 
gist does  not  give  the  result  expected,  he 
should  call  a physician  before  the  disease  gets 
too  strong  a hold  on  him.  The  physician,  iu 
turn,  should  prescribe  for  the  patient  and 
send  him,  or  her  as  the  case  may  be,  back  to 
the  druggist  to  have  the  prescription  filled. 
The  physician  and  the  druggist  both  profit 
by  this  transaction — the  one  when  he  writes 
the  prescription  and  the  other  when  he  fids 
it. 

The  patient  leaves  the  doctor’s  office  feeling 
satisfied  that  the  doctor  has  prescribed  for 
him  what  he  really  needs,  and  has  not  given 
him  what  he  happened  to  have  in  his  oftice  or 
pill  bag.  In  fact,  the  patient  feels  that  the 
doctor  has  given  his  case  some  thought,  where- 
as on  the  other  hand  he  feels  he  has  been  dis- 
missed with  the  least  possible  thought  and 
trouble. 

When  the  physician  stops  dispensing  and 
turns  to  writing  prescriptions,  for  which  lie 
should  and  is  expected  to  charge,  he  relieves 
himself  of  the  burden  of  carrying  a heavy- 
stock  of  drugs,  and  piling  up  a lot  of  bad  ac- 
counts. 

The  patient  has  more  confidence  in  the 
doctor  and  the  druggist  when  they  co-operate 
as  they  should. 

There  are  no  other  professions  that  need 
each  other,  or  that  are  needed  by  the  public, 
more  than  the  doctor  and  the  druggist.  The 
patient  needs  the  doctor  and  the  druggist,  the 
doctor  needs  the  patient  and  the  druggist,  and 
the  druggist  needs  the  doctor  and  the  patient. 
So  you  see  it  is,  and  should  be,  one  round  of 
co-operation. 

The  drug  store  should  be  the  medium  of  in- 
formation between  the  patient  and  the  doctor. 
Where  the  doctor  does  not  have  an  office  girl, 
the  drug  store  should  receive  his  calls  and  re- 
port to  him  on  arrival.  The  druggist  shoul  ! 
keep  himself  posted,  keeping  in  stock  the  var- 
ious preparations  that  each  particular  doctor 
is  prescribing.  He  should  keep  up  on  new 
preparations  coming  on  the  market,  as  to  dos- 
age and  expected  results.  He  should  keep  the 
doctor  supplied  at  all  times  with  prescription 
pads. 

The  druggist  should  have  the  interest  of 
the  doctor  in  mind  at  all  times,  and  in  turn 
the  doctor  should  have  the  druggist’s  inter- 
est in  mind. 

The  druggist  stands  shoulder  to  shoulder 
with  the  physician,  an  honorable  profession 
w-ith  an  honorable  background. 
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Accidents  may  happen  in  the  bright  glare 
of  day,  or  illness  creep  in  like  a thief  in  the 
night.  Storms  may  howl  and  winds  blow  and 
all  nature  seem  to  be  at  war,  but  he  stands  at 
his  post  ready  to  serve. 

He  may  wait  for  long  periods,  but  he  waits, 
ready  to  serve.  Pestilence  like  an  invading 
army  may  rear  ils  head ; still  he  is  there  ready 
to  serve. 

Within  the  reach  of  his  hand  he  carries 
things  little  known  and  things  much  sought 
after — always  prepared  to  serve. 

By  whatever  name  he  may  be  known : 
aesculapius,  apothecary,  pharmacist,  or  drug- 
gist he  stands  a living  embodiment  of  service 
to  mankind. 


THE  GROWING  PREVALENCE  IN  THE 

RURAL  DISTRICTS  OF  ARTIFICIAL 
FEEDING  OF  INFANTS.* 

By  J.  T.  MarshalL,  Bardwell. 

The  Journal  of  the  American  Medical  As- 
sociation, of  August  29.  1925,  published  a 
paper  by  Dr.  Frank  Howard  Richardson  of 
Brookland,  N.  Y.,  on  “The  Universal  Breast 
Feeding  in  a Community.”  After  reading 
this  paper  I was  prompted  to  bring  this  sub- 
ject before  a meeting,  composed  as  this  is, 
largely  of  rural  doctors,  because  I believe 
that  the  practice  of  artificial  feeding  of  babies 
is  growing  in  the  country  districts,  smaller 
cities  and  towns ; and  this  paper  is  written 
from  the  standpoint  of  a country  doctor. 

Twenty  or  twenty-five  years  ago  all  babies 
in  the  country  districts  were  breast  fed,  the 
exception  proving  the  rule.  At  this  time, 
however,  artificial  feeding  was  being  prac- 
ticed rather  extensively  in  the  cities,  and  from 
the  cities  this  practice  or  fad,  has  spread  to 
the  rural  districts,  until  now  we  in  the  coun- 
try sometimes  experience  a good  deal  of  trou- 
ble in  keeping  the  babies  on  the  breast  of  nor- 
mal healthy  mothers. 

I do  not  believe  that  country  women  live 
any  more  strenuous  lives  now  than  their 
mothers  and  grandmothers  did ; perhaps  they 
have  less  actual  physical  labor,  but  when  the 
modern  conveniences,  water  works,  electricity, 
etc.,  on  the  farms  and  in  the  smaller  towns, 
these  mothers  have  more  leisure  for  social 
pleasures  that  tend  to  keep  them  away  from 
home  more  and  at  longer  intervals ; conse- 
quently this  probably  has  something  to  do 
with  the  increasing  number  of  bottle  babies 
we  find  in  the  country. 

T am  not  censuring  these  mothers  for  their 
pleasures,  but  I do  not  believe  that  all  of  them 
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want  to  take  the  time  from  social  duties, 
to  nurse  their  babies,  but  find  it  more  conven- 
ient to  put  the  baby  on  some  artificially  pre- 
pared food.  It  is  easier  to  prepare  the  baby’s 
food  from  some  tin  can  and  leave  directions 
with  the  nurse  or  some  member  of  the  family 
to  give  the  baby  the  bottle  at  a certain  time, 
while  the  mother  is  enabled  to  be  away  from 
home,  than  it  is  to  sit  down  at  regular  inter- 
vals and  nurse  the  baby  in  the  way  nature 
provided.  Even  when  it  is  absolutely  neces- 
sary to  feed  the  baby  artificially  it  is  easier 
to  use  some  proprietary  brand  of  milk  than  it 
is  to  prepare  the  proper  modification  of  cow’s 
milk. 

The  doctors  in  the  larger  cities  where  this 
practice  of  artificial  feeding  is  on  a larger 
scale  and  has  been  in  practice  longer  than  in 
the  smaller  cities,  towns  and  country,  are  now 
realizing  the  detrimental  effects  of  such  prac- 
tice and  are  endeavoring  to  correct  this  mis- 
take. While  we  have  not  so  far  to  go  to  cor- 
rect this  practice,  it  seems  to  me  the  sooner  we 
start  out  with  the  idea  of  seeing  that  all  the 
women  we  deliver  are  impressed  with  the  im- 
portance, both  to  the  woman,  but  more  to  the 
baby,  who  is  the  future  citizen,  of  breast  feed- 
ing, the  easier  our  task  will  be  and  the  few- 
er bottle  babies  we  will  have.  Shears  (1)  says 
that  “In  some  families  the  theory  that  the 
mother  will  not  be  able  to  nurse  her  baby  is 
too  eagerly  accepted.”  We  are  taught  and  we 
know  from  practice,  that  the  infant  that  gets 
its  food  from  the  proper  source,  that  the 
mother  has  a more  rapid  involution  of  the 
uterus,  and  that  the  baby  is  rendered  immune 
through  the  mother’s  milk  to  most  contagious 
diseases,  and  furthermore  we  know  that  if  a 
breast  fed  baby  should  get  sick  that  its  chances 
for  recovery  are  much  greater  than  the  baby 
that  is  fed  artificially. 

Chapin  and  Pesik  (2)  remind  us  that  the 
main  points  to  be  kept  in  mind  in  infant  feed- 
ing are:  “The  infant  should  be  looked  upon 
as  a mammary  fetus.”  “The  mother’s  breast 
secretions  are  specialized  forms  of  food,  adapt- 
ed to  the  developing  digestive  organs.” 

“Milks  of  lower  annmals  and  table  foods 
are  as  nutritious  as  mother’s  milk  but  are  not 
adapted  to  the  undeveloped  condition  of  the 
infant’s  digestive  tract.” 

“The  chemical  composition  of  a food  shows 
nothing  concerning  its  suitability  for  any  ani- 
mal and  is  not  of  first  importance.” 

“The  value  of  foods  for  individuals  cannot 
be  judged  by  comparing  their  chemical  com- 
position.” 

“Foods  may  be  chemically  right  but  prac- 
tically wrong.” 

“The  food  element  required  for  all  infants 
are  the  same,  but  the  form  in  which  they  are 
presented  must  be  determined  for  each  infant 


370 


KENTUCKY  MEDICAL  JOURNAL 


[July,  1927 


by  experiment.” 

“No  infant  is  a law  unto  itself  except  con- 
cerning the  form  in  which  it  prefers  its  food.” 

These  same  authors  also  state,  “That  breast 
secretions  are  furnished  during  the  time  the 
infant ’s  digestive  apparatus  is  developing, 
and  serve  a purpose  in  addition  to  supplying 
nourishment.”  And  they  go  on  and  explain 
that  as  the  infant’s  digestive  organs  develop 
the  secretions  from  the  mother’s  breast 
change,  etc.,  adapting  themselves  to  the  in- 
creased development  of  the  infant’s  digestive 
organs.  We  can  readily  see  how  difficult  it  is 
to  scientifically  feed  a baby  artificially. 
Rickets  is  more  common  in  the  rural  districts 
now  than  twenty  years  ago.  This  is  perhaps 
due  to  more  babies  being  fed  on  proprietary 
foods  and  partly  due  perhaps  to  improper  diet 
of  the  nursing  mother.  For  a baby  to  thrive 
on  breast  milk,  it  is  essential  that  the  milk  be 
of  the  proper  quality  as  well  as  quantity.  We 
know  that  rickets  is  brought  about  by  the  food 
lacking  vitamin  D,  and  when  this  vitamin 
is  supplied,  either  in  the  food  or  from  expos- 
ure to  certain  light  rays,  or  from  the  admin- 
istration of  cod  liver  oil;  that  this  disease  is 
cured,  providing  to  a certain  extent  that  “un- 
hygienic surroundings”  play  a part  in  caus- 
ing rickets.  Kerley  (3)  states  that  a child  fed 
on  normal  breast  milk  will  endure  and  thrive 
in  an  environment  that  typifies  “unhygienic 
conditions.”  While  Forcheimer  (4)  says, 
“There  can  be  no  doubt  that  a well  regulated 
breast  feeding  is  the  most  efficacious  plan  in 
the  prevention  of  rickets.”  And  Holt  (5) 
says,  “Rickets  is  not  common  in  nursing  chil- 
dren while  the  artificially  fed  are  prone  to 
it.”  To  quote  Starr  (6).  “Infants  suckled 
by  healthy  mothers  or  wet  nurses  who  have 
an  abundance  of  milk  of  good  quality  do  not 
become  rachitic  as  long  as  their  nutriment,  is 
derived  from  this  source.” 

In  marasmus,  Kerley  (7)  says,  “The 
usual  history  in  marasmus  is  that  the  mother 
could  not  or  would  not  nurse  her  baby,  then 
follows  the  change  to  some  artificial  food 
with  the  usual  symptoms  incident  to  this  con- 
dition.” 

To  quote  from  Dr.  Richardson’s  (8)  article, 
“The  greatest  difference  is  found  as  would 
be  expected,  in  diseases  of  the  digestive  tract; 
where  the  ratio  is  almost  3 to  1 in  favor  of 
breast  feeding.  Respiratory  disease  shows  the 
next  highest  variation.  Note  especially  the 
prevalence  of  pneumonia  and  bronchitis 
among  the  infants  with  limited  breast  feed- 
ing. These  children  are  also  more  susceptible 
to  infectious  diseases,  especially  whooping 
cough,  measles  and  chicken  pox.  One  third  or 
37.1  per  cent  of  the  children  prematurely 
weaned  became  sick,  as  over  against  only  one- 


eighth,  or  12.5  per  cent  of  those  who  were  nine 
months  breast  fed.  Three-fourths  or  28.4 
per  cent  of  these  were  weaned  within  fifteen 
days  after  birth.  Thus  the  data  proves  con- 
clusively not  only  that  there  is  more  sick- 
ness among  children  deprived  of  breast  feed- 
ing i.  e.  more  widely  distributed,  but  also 
that  a higher  percentage  of  these  children 
are  sick.  There  is  sufficient  evidence  to  show 
that  the  feeding  which  a child  is  given  plays 
an  extremely  vital  part  in  his  claim  on 
health.”  And  I will  add  on  life. 

It  is  the  duty  of  the  doctor  to  impress  these 
facts  on  the  expectant  mother  and  again  at 
the  time  of  the  birth  of  the  baby.  Holt 
(9)  says,  “He  should  explain  to  the  mother 
how  important  breast  milk  is  for  the  child ; 
that  fully  four-fifths  of  the  deaths  under  one 
3rear  are  in  infants  who  are  artificially  fed. 
He  should  also  make  clear  the  conditions  by 
which  successful  nursing  can  be  accomplish- 
ed, viz.,  proper  diet,  regular  habits  of  sleep 
and  exercise,  and  a simple  life,  in  so  far  as 
possible  free  from  causes  of  nervous  excite- 
ment, fatigue,  overwork  or  worry.  Social  en- 
gagements should  be  avoided.  Nursing  may 
be  furthered  by  proper  care  of  the  nipples  be- 
fore delivery  and  by  attention  to  them  during 
the  early  days  of  nursing  to  prevent  fissures 
and  mastitis,  which  so  often  interrupts  suc- 
cessful nursing.” 

It  is  essentia]  that  the  breasts  be  emptied 
at  regular  intervals  if  the  mother  is  to  con- 
tinue to  nurse  her  baby:  if  the  baby  fails  to 
accomplish  this  it  then  becomes  necessary  to 
resort  to  other  means.  The  best  way  to  do 
this,  according  to  Richardson  (10),  “The 
method  of  expressing  milk  from  the  human 
breast  is  merely  the  adaptation  to  the  smaller 
anatomy  of  the  human  breast  of  the  diary  pro- 
cedure of  milking.  The  ball  of  the  thumb  and 
the  ball  of  the  index  finger  are  placed  on  on- 
posite  sides  of  the  breast  at  a point  just  back 
of  the  pigmented  areola.  They  are  then 
brought  nearly  together  with  the  substance 
of  the  breast  between  them  and  drawn  for- 
ward at  the  same  time,  until  a stream  of  milk 
is  ejected  by  the  pressure  thus  brought,  to 
bear  on  the  reservoir  just  back  of  the  openings 
of  the  ducts  through  the  nipple.” 

If  it  is  impossible  for  the  baby  to  obtain 
enough  breast  milk  for  its  needs,  then  we 
must  supply  this  deficiency  by  the  use  of  ar- 
tificial feedings  to  insure  the  growth  and  de- 
velopment of  the  infant.  Or  if  it  is  imprac- 
tical for  the  mother  to  nurse  her  baby,  we  as 
doctors  should  be  able  to  intelligently  advise 
her  as  to  the  feeding,  and  not  advise  some 
proprietary  food  simply  because  it  is  conven- 
ient or  because  it  is  advertised.  The  mother 
should  nurse  her  baby,  and  we  should  insist 
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that  .she  does,  unless  there  is  some  good  sound 
reason  for  not  doing  so. 
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ENTEROCOLITIS  IN  CHILDREN* 

By  W.  Z.  Jackson,  Arlington. 

A catarrhal  inflammation  of  the  lower  por- 
tion of  the  small  intestines,  ileum,  and  the 
upper  portion  of  the  large  intestines  with  a 
great  tendency  to  ulceration  of  the  intestinal 
glands  if  the  catarrh  becomes  chronic. 

Causes:  The  affection  is  most  common  dur- 
ing the  second  summer.  Improper  and  indi- 
gestible food,  artificial  feeding,  summer  sea- 
sons, impure  air,  uncleanliness,  and  exposure 
are  important  etiological  factors. 

It  may  follow  any  of  the  infectious  fevers 
and  disorders  of  the  intestinal  tract  such  as 
diarrhea  and  cholera  infantum.  The  bacillus 
dysenteriae  of  Shiga  is  often  present  in  the 
evacuations. 

Pathology:  The  disease  may  be  acute  or 

chronic.  In  the  acute  variety,  hyperemia, 
swelling,  edema,  and  softening  of  the  mucous 
membrane  of  the  ileum  and  upper  part  of  the 
colon  are  present.  The  intestinal  follicles  are 
considerably  hyperplastic,  their  excretory 
ducts  being  enlarged  and  tumid,  and  really 
distinguished  as  grayish  or  blackish  points  in 
the  center  of  the  glands.  Fever’s  patches  pre- 
sent the  same  changes  and  a similar  appear- 
ance, often  seemingly  ulcerated,  but  true  ul 
ceration  is  absent.  In  severe  cases  there  may 
be  a pseudomembranous  formation.  In  the 
chronic  variety,  the  thickening  and  infiltration 
involves  the  submucous  and  muscular  coats 
producing  induration  and  rigidity  of  the  in- 
testinal walls.  Ulcerations  occur  and  extend 
through  the  entire  thickness  of  the  membrane. 

These  ulcers,  when  isolated,  are  from  1 to 
1 1-2  lines  in  diameter,  oval  or  circular  in 
shape,  and  either  have  sharp  cut  edges,  as 
though  the  piece  of  mucous  membrane  had 
been  cut  out  with  a punch,  or  the  mucous 
membrane  bounding  them  is  undermined. 

The  small  ulcers  often  coalesce,  so  that 
large,  irregular  ulcerated  patches  of  a gray- 
ish white  color  are  formed,  having  for  their 
base  the  submucous  or  muscular  coats.  The 
mesenteric  glands  are  enlarged,  but  seldom, 
if  ever,  undergo  ulceration. 

Symptoms:  The  acute  form  may  develop 

slowly  with  restlessness  or  fretfulness,  or  sud- 
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denly  with  feverishness,  loss  of  appetite, 
thirst,  nausea,  vomiting,  abdominal  pain,  and 
diarrhea. 

The  abdomen  soon  becomes  enlarged  and 
tender.  The  stools  are  characteristic  being 
small,  semifluid,  heterogeneous,  greenish,  acid 
and  mixed  with  yellowish  particles  of  ordin- 
ary fees  and  undigested  case  in  which  give 
to  the  evacuation  the  appearance  of  chopped 
spinach.  They  vary  in  number  from  fif- 
teen to  thirty  in  twenty-four  hours.  The  tem- 
perature is  irregular  (102°  to  104°  P.)  and 
the  pulse  rate  is  increased.  Emaciation  is 
rapid  and  pronounced.  The  chronic  form 
usually  follows  the  acute  variety,  the  symp 
toms  being  less  severe,  but  persistent.  Loss  of 
strength  and  emaciation  become  extremely 
pronounced.  The  temper  is  very  irritable ; 
the  complexion  grows  dark,  sallow  and  un- 
healthy, and  the  face  presents  the  “old  man” 
appearance;  the  skin  is  dry  and  harsh,  and 
in  consequence  of  the  marked  emaciation, 
either  hangs  in  folds  around  the  shrunken 
limbs  or  is  drawn  tightly  over  the  joints;  the 
abdomen  is  enlarged  and  tender,  the  stools 
numbering  from  six  to  a dozen  during  the  day 
and  night,  consisting  of  the  products  of  an 
imperfect  digestion  mixed  with  mucus,  serum, 
pus,  and  oftentimes  blood,  having  a semifluid 
consistency,  and  an  extremely  offensive  odor. 
Ulcerative  stomatitis  is  a frequent  complica- 
tion adding  to  the  discomfort  of  the  patient. 

An  irregular  temperature  record  may  oc- 
cur with  increased  frequency  of  the  pulse.  In 
fatal  casese  the  termination  is  ushered  in 
with  delirium,  convulsions,  stupor,  coma  and 
other  symptoms  resembling  hydrocephalus. 

Diagnosis:  The  distinctive  features  of  this 
affection  are  the  fever,  abdominal  distention 
and  tenderness,  emaciation  and  the  character- 
istic “chopped  spinach”  stools.  Cholera  in- 
fantum may  be  confused  with  it,  but  the  rapid 
onset,  high  temperature,  persistent  vomiting, 
profuse  serous  stools  and  early  collapse  in  the 
former  affection  will  serve  to  differentiate 
these  conditions. 

Prognosis : Enterocolitis  is  always  a ser- 

ious affection.  The  acute  cases  usually  sub- 
side in  from  ten  days  to  two  weeks,  while  the 
chronic  forms  last  from  one  to  three  months 
or  longer.  Relapses  are  frequent.  In  vigor- 
ous children  who  have  passed  their  first  den- 
tition the  outlook  is  favorable,  but  in  weak 
infants  surrounded  by  unhygienic  environ- 
ments, the  prognosis  is  grave.  The  prompt 
institution  of  appropriate  treatment  favor- 
ably influences  the  prognosis. 

Treatment:  The  patient  should  be  placed 

in  a well  ventilated  room  and  kept  quiet. 
First  withdraw  the  food  for  at  least  twenty- 
four  hours.  Give  albumen  water  and  a dose 
of  castor  oil,  or  if  the  tongue  is  coated,  give 
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calomel  in  fractional  doses  and  follow  with 
oil.  The  use  of  fluid  is  essential.  This  may  be 
given  in  the  form  of  plain  water,  barley  wa- 
ter, normal  saline  solution,  or  weak  tea,  the 
latter  is  of  great  value  in  those  cases  in  which 
stimulation  is  needed.  Sponge  fever  down. 

Diet : After  the  food  has  been  withdrawn 

for  12  or  24  hours,  the  patient  should  be  given 
a light  nutritious  diet  at  intervals  of  every 
three  or  four  hours,  according  to  the  age  of 
the  child.  Diet  should  consist  of  such  as  boil- 
ed milk,  lactic  acid  milk,  barley  gruel,  rice 
gruel,  oat  meal  gruel,  vegetable  soup  if  fixed 
properly.  If  the  patient  grows  weaker  they 
may  be  stimulated  with  a little  whiskey, 
brandy,  atropine,  strychnine  or  citrate  of 
caffine  in  doses  to  suit  the  age  of  the  child. 
The  patient  should  have  a dose  of  castor  oil 
every  day  for  three  or  more  days ; should  have 
hot  applications  used  on  the  abdomen,  to  help 
relieve  pain,  flushing  the  colon  with  cold  nor- 
mal saline  solution  when  temperature  is  high, 
colon  should  be  flushed  once  or  twice  each 
day.  Weak  tannic  acid  solution  may  be  used 
when  the  bowels  have  a loose,  lax  condition. 


HYPOTENSION* 

By  H.  T.  Crouch,  Bardwell. 

We  understand  this  term  to  mean  an  ab- 
normally low  blood  pressure.  Much  more  at- 
tention has  been  paid  to  high  blood  pressure 
than  to  low  blood  pressure,  probably  because 
the  power  of  the  former  to  produce  harmful 
effects  is  greater  than  that  of  the  latter.  In- 
deed, there  is  no  consensus  of  opinion  as  to 
what  reading  should  be  regarded  as  low  blood 
pressure,  and  what  I shall  say  regarding  the 
subject  is  taken  from  a few7  of  the  writers  and 
teachers  on  hypotension,  and  whose  studies 
and  wide  experience  should  give  them  some 
authority  to  guide  the  general  practitioner  as 
to  what  pathological  conditions,  the  symptom, 
hypotension  is  associated  with.  The  little 
booklet  of  instruction  sent  along  by  the  maker 
of  our  blood  pressure  instruments  assures  us 
that  the  figures  that  he  places  as  the  high  and 
low7  blood  pressure  is  about  the  average  for 
the  normal  adult,  male  and  female  during 
each  given  decade  of  life  up  to  60  years  of  age, 
and  he  quotes  some  high  authorities  as  proof 
of  the  figures  given,  but  Stevens  in  his  recent 
book  on  the  practice  of  medicine  says,  “there 
is  no  concensus  of  opinion  as  to  what  reading 
should  be  regarded  as  low  pressure,  arbitrar- 
ily, however  one  may  place  the  lower  limit 
of  svstolic  pressure  in  the  adult  at  about  110 
M.  M.  Hg.” 

The  lower  limit  of  the  diastolic  pressure  is 
even  more  difficult  to  place  than  that  of  the 
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systolic  pressure,  as  very  often  the  two  pres- 
sures do  not  run  parallel.  Thus  in  one  case 
the  systolic  pressure  may  be  110  mm.  and  the 
diastolic  pressure  90  mm.  and  in  another 
case  the  systolic  pressure  may  be  90  mm.  and 
the  diastolic  may  be  55  mm.  Osier  found  the 
blood  pressure  to  vary  greatly  in  different 
individuals  and  in  the  same  individual  under 
varying  conditions.  The  normal  blood  pres- 
sure under  50  years  is  from  120  to  130  mm. 
Hg.  After  50  years,  140  to  160  mm.  A per- 
manent pressure  above  the  latter  is  high,  but 
there  are  great  regional  variations.  Some  old 
people  seem  perfectly  w7ell  with  a systolic 
pressure  around  180  mm.  Hg.  and  there  are 
persons  in  apparently  good  health  with  chron- 
ij  or  continuous  hvpotention  around  90  or  100 
mm.  Hg. 

Clinically,  hypotension  is  observed  as  a 
symptom  in  many  conditions,  such  as  (1) 
Shock,  both  surgical  and  anaphylactic.  (2) 
Poisoning  by  certain  drugs,  such  as  aconite, 
chloral,  chloroform,  ether,  alcohol,  etc.  (3) 
Many  acute  infections,  (4)  Cachexia  from  tu- 
berculosis, carcinoma  severe  anemia,  etc.  (5) 
Certain  disorders  of  internal  secretion  as  Ad- 
dison’s disease,  myxedema,  status  lyinphati- 
cus,  etc.  (6)  Certain  cardiovascular  diseases, 
as  in  myocraditis  and  chronic  aortitis.  (7) 
Some  nervous  disturbances,  as  in  some  cases 
of  neurasthenia,  paretic  dementia,  and  epilep- 
sy. (8)  Certain  renal  conditions  as  amyloid 
kidneys  and  cyclic  albumimuria,  and  other 
conditions  could  be  added. 

Symptoms : Persistent  hypotension  is  fre- 

quently associated  with  dull  headache,  verti- 
go, lassitude,  and  ready  mental  and  physical 
fatigue,  whether  these  symptoms  are  an  effect 
of  hypertension,  or  whether  the  hypotension 
is  the  result  of  the  nervous  symptoms,  or 
whether  both  the  nervous  phenomena  and  the 
low  blood  pressure  are  dependent  upon  a com- 
mon factor,  such  as  some  functional  disturb- 
ance of  the  internal  secretions  especially  ad- 
renal insufficiency  is  often  difficult  to  deter- 
mine (Stevens). 

Treatment : The  treatment  of  persistent 

hypotension  varies  w7ith  the  cause.  In  all 
cases  the  patient’s  habits  and  method  must 
be  carefully  reviewed.  His  diet  and  ability 
to  digest  foods,  and  his  secretions  and  excre- 
tions should  receive  constant  attention.  If 
ready  physical  exhaustion  is  the  dominant 
feature,  rest  is  very  important,  on  the  other 
hand,  if  the  tendency  is  to  mental  tire,  sys- 
tematic exercise  may  produce  excellent  re- 
sults. In  both  groups  of  cases  hydrotherapy 
is  said  to  be  invaluable.  If  myocardial  weak- 
ness is  a factor  digitalis  is  likely  to  prove  ef- 
ficacious. In  the  anemic,  iron,  arsenic  and 
other  tonics  are  useful.  Organotherapy  is 
not  often  of  service,  although  ovarian  or  cor- 
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pus  luteum  extract  may  sometimes  be  given 
with  advantage  in  hypotension  developing  at 
the  menopause  and  epinephrin  or  an  extract 
of  the  suprarenal  gland  may  occasionally  be 
of  benefit  when  hypotension  is  accompanied 
by  features  suggestive  of  Addison’s  disease. 
Timme  describes  a pleuriglandular  syndrome 
characterized  by  intratemporal  headache, 
great  defatiga'oility,  low  blood  pressure,  low 
sugar  content,  abnormalities  of  skeletal 
growth  and  usually  sex  deficiencies,  in  which 
pituitary  gland  products  cause  marked  im- 
provement. 


COELIAC  DISEASE* 

By  George  W.  Payne,  Bardwell. 

In  looking  up  the  literature  -on  coeliac  dis- 
ease I find  that  it  is  limited  and  there  seems  to 
be  no  definite  pathology.  My  experience  in  the 
diagnosis  and  treatment  is  limited.  I have 
seen  one  case  in  the  out  patient  department 
of  Barnes  Hospital,  and  one  in  my  practice 
that  I have  been  able  to  recognize.  The  only 
excuse  1 can  offer  for  presenting  this  paper 
is  that  it  may  be  of  some  help  to  you  and  es- 
pecially to  myself  in  recognizing  coeliac  dis- 
ease in  the  future  and  putting  the  patient  on 
the  proper  treatment  which  after  all  is  the 
dieting  of  these  patients  as  you  will  see  later. 

Coeliac  disease  is  a failure  to  properly  ab- 
sorb the  fat  of  the  food,  although  apparently 
split  by  the  pancreatic  juice,  a large  excess 
of  the  fat  in  the  diet  remains  unabsorbed.  The 
characteristic  features  of  the  disease  are:  (1) 
Excess  of  fat  in  the  stools;  (2)  enlargement  of 
the  abdomen  without  signs  of  organic  disease ; 
(3)  retardation  of  physical  growth  and  de- 
velopment; (4)  anorexia,  often  of  the  severest 
grade;  (5)  fever  either  low  and  persistent  or 
high  and  transient. 

It  is  not  possible  in  all  cases  to  say  when 
the  disease  begins  and  ends,  for  it  is  said  that 
even  in  absence  of  symptoms  fat  absorption 
is  below  normal.  Occasionally,  the  first  symp- 
tom is  the  passage  of  colorless  stools  which 
will  appear  suddenly  towards  the  end  of  the 
first  year  of  life ; but  more  commonly  pale 
diarrhoea  (diarrhoea  alba)  is  seen  for  the 
first  time  towards  the  end  of  the  second  year. 
From  this  time  onward,  in  the  absence  of 
treatment,  the  symptoms  will  be  seen  for 
many  years.  In  later  years  in  the  absence  of 
treatment,  some  improveent  in  fat  absorption 
seems  to  occur.  The  lack  of  growth  and  de- 
elopment  leads  to  considerable  stunting,  and 
in  severe  cases  to  retard  sexual  develop- 
ment. Growth  continues  for  many  years,  and 
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under  proper  treatment  a normal  average 
height  may  be  reached. 

Diarrhoeal  Type. 

This  is  the  type  described  by  Gee  in  1888. 
The  characteristic  features  of  this  type  is  the 
diarrhoea  alba,  the  stools  being  very  large, 
unformed,  pale,  greasy  and  extremely  offen- 
sive. They  vary  from  two  or  three  to  ten  or 
fifteen  daily  during  the  diarrhoeal  attacks.  On 
analysis  they  show  a great  excess  of  fat.  In 
these  pale  stools  the  bulk  of  the  fat  is  passed 
as  fatty  acid  crystals ; bile  pigment  is  not  ab- 
sent ’but  is  masked  by  the  excess  of  fatty  acids. 

Enlargement  of  the  abdomen  is  a striking 
feature.  This  is  partly  due  to  the  dilatation 
of  the  small  intestine,  but  chiefly  to  dilatation 
of  the  colon  which  is  characteristic  of  this  con 
dition.  It  is  due  partly  to  excessive  fermen- 
tation of  food,  and  partly  from  the  relaxed 
condition  of  the  bowel  wall.  Tympanites  is 
present  all  the  time  although  gas  is  passed  per 
rectum  frequently.  These  children  are  pale, 
anemic,  sallow  in  complexion  and  haggard 
looking.  Their  growth  is  retarded  if  the 
symptoms  have  lasted  long.  They  are  much 
below  the  average  in  height  and  weight,  but 
their  mentality  is  not  impaired.  They  are 
usually  neurotic  and  hysterical.  The  temper 
ature  may  be  low  or  high,  most  of  them  have 
no  fever. 

Non  Diarrhoeaic  Type. 

It  is  not  so  easily  recognized  as  the  former 
type.  It  differs  from  the  diarrhoeal  typo  in 
two  particulars:  (1)  The  stools  although 

larger  than  normal  are  neither  pale  nor  uni- 
formed nor  offensive;  it  is  formed  and  color- 
ed, and  may  be  dark,  hard,  and  constipated. 
Yet  it  contains  an  excess  of  fat  but  the  bulk 
of  the  fat  is  present  in  the  form  of  soap  which 
takes  up  the  color.  (2)  The  symptoms  of  ab 
dominal  enlargement,  lack  of  growth,  and  an 
orexia  are  milder  than  in  the  diarrhoeal  type. 

Treatment : The  principles  of  the  treat- 

ment is  to  work  out  a diet  with  a minimum 
amount  of  fat  that  will  produce  satisfactory 
growth  and  a complete  absence  of  symptoms. 
As  the  child  improves  on  the  low  fat  diet,  its 
appetite  will  improve  and  enable  more  food 
to  be  given  in  the  form  of  protein. 

If  possible  have  an  analysis  made  of  the 
stools  for  fat.  It  is  said  that  normally  there  is 
as  much  as  10%  or  11%  of  the  fat  passes 
through  the  intestines  unchanged.  If  there  is 
much  fat  in  the  stools  it  can  be  recognized 
from  the  glistening  clay  like  appearance. 

Change  the  diet  at  once  to  one  low  in  fats. 
The  diet  should  be  made  up  principally  of 
proteins.  In  the  beginning  put  the  patient  on 
a skimmed  milk  diet,  unless  milk  is  skimmed 
by  milk  separator,  boil  it  for  20  minutes  and 
set  it  aside  for  three  hours  after  which  all  the 
cream  can  be  carefully  removed;  or  give  them 
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plasmon  which  is  a powder  made  of  casein  in 
soluble  form. 

For  older  children  the  following  diet  will 
probably  be  suitable,  but  too  rich  for  very 
young  patients : 

Breakfast:  Plasmon  in  skimmed  milk  or  hot 
water,  fish,  egg  white,  lean  tongue;  toast' or 
bread;  no  butter;  cup  of  skimmed  milk  flav 
ored  with  cocoa,  tea  or  sugar. 

Dinner:  Boiled  fish,  lean  meat,  chicken,  po- 
tatoes, vegetables,  pudding  made  from  skim- 
med milk,  jellies,  stewed  fruit,  boiled  rice 
and  raw  fruits,  no  nuts. 

Supper:  Sandwiches  made  of  tongue, 

scraped  beef  or  tomato,  skimmed  milk  or  tea, 
rolls  or  brown  biscuits. 

After  the  child  has  been  on  this  diet  for 
two  or  three  weeks  if  the  diet  is  correct,  the 
stools  should  have  become  better  or  normal  in 
size ; the  abdomen  smaller ; the  colon  not  so 
much  distended;  the  tongue  clean  and  the  ap- 
petite better. 

The  child  should  begin  to  increase  in  weight 
and  height  and  should  be  kept  on  this  diet 
for  some  time.  When  the  patient  is  thorough- 
ly stable  and  doing  well  a little  extra  fat  may 
be  added  every  three  or  four  days  in  the  form 
of  butter.  If  this  increase  in  diet  causes  dis- 
tention of  colon,  coated  tongue,  lt>ss  of  appe- 
tite and  foul  stools,  leave  it  off.  Some  of  these 
patients  are  extremely  sensitive  to  fats  and  it 
can  not  be  increased. 

The  acute  diarrhoeal  attacks  are  seen  chief- 
ly in  the  youngest  patients.  For  these,  attacks 
cut  out  all  fats,  give  water  freely,  clear  whey 
and  barley  water  until  skimmed  milk  can  be 
given.  Bismuth  and  opium  mixtures  with  col- 
onic irrigations  may  be  given.  Alkaline  mix- 
tures as  rheubarb  and  soda  with  'bromide  if 
very  nervous.  Bile  salts  are  very  good  be- 
cause they  increase  the  absorption-  of  fat. 

Experimental  Radium  Arthritis. Glass  tubes 

containing  radium  were  introduced  by  Fisher  in- 
to the  knee  joints  of  rabbits,  and  well  marked 
proliferation  of  the  cartilage  of  the  inner  and 
upper  margin  of  the  trochlear  surface  of  the  fe- 
mur resulted.  The  introduction  of  radium  con- 
tained in  platinum  tubes  resulted  in  an  acute  des- 
tructive suppurative  arthritis  of  a fulminating 
type,  which  necessitated  its  destruction.  In  an- 
other rabbit,  a condition  of  chronic  anthritis  of 
mixed  type,  or  “rheumatoid  anthritis,”  developed- 
In  a third  rabbit,  a tumor  developed  from  the 
lower  end  of  the  femur.  Histologically,  the  tu- 
mor was  clearly  an  ossifying  periosteal  sarco- 
ma, which  had  originated  from  the  periosteum 
covering  the  intra-articular  portion  of  the  dia- 
physis  and  the  adjacent  portion  of  the  epiphysis 
of  the  internal  femoral  condyle. 
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DOCTOR  R.  T.  IIOCKER  AS  A MEDICAL 
SOCIETY  WORKER.* 

By  T.  J.  Marshall,  Bardwell. 

“He  is  wisest,  who  only  gives, 

True  to  himself,  the  best  he  can ; 

Who  drifting  on  the  winds  of  praise, 

The  inward  monitor  obeys, 

And  with  the  boldness’ that  confuses  fear 
Takes  in  the  crowded  sail,  and  lets  liis  con- 
science steer.” 

Doctor  Hocker’s  conscience  has  been  his 
guide  in  all  his  dealing  with  the  medical  pro- 
fession, and  being  convinced  early  in  life 
that  the  surest  and  best  way  to  keep  the  pro- 
fession clean  was  through  the  medical  so 
ciety,  he  lent  his  influence  to  this  purpose. 
Before  his  graduation  we  find  him  attending 
the  Southwestern  Kentucky  Medical  Society, 
being  present  while  still  a medical  student, 
at  the  birth  of  the  above  named  organization 
he  has  never  ceased  to  champion  and  work 
for  tli is  and  his  county  and  state  societies; 
consequently,  due  to  him  and  his  like,  we  have 
one  of  the  best  county,  district  and  state  med- 
ical societies  in  existence,  and  we  of  the 
younger  generation  owe  to  such  men  the  high- 
est respect  and  reverence.  It  is  from  such 
men  as  Doctor  Hocker  that  we  receive  the  in- 
spiration to  carry  on. 

It  was  in  1866  that  the  Southwestern  Ken- 
tucky Medical  Society  was  started  on  its  way, 
and  as  has  been  mentioned  above,  with  the  as- 
sistance of  Doctor  Hocker,  while  still  a med- 
ical student,  until  now,  this  society  ranks  with 
the  best  of  its  kind.  In  1872  Doctor  Hocker 
became  an  active  member  of  this  society,  1873 
he  was  elected  Junior  Vice  President,  188b 
Senior  Vice  President,  and  1887  President, 
having  been  elected  by  acclamation,  this  be- 
ing the  second  time  that  a president  had  been 
elected  unanimously  in  the  history  of  the  so 
ciety  up  to  that  time. 

In  1877  he  was  a charter  member  of  the  re- 
organization of  the  Graves  county  medical  so 
ciety  and  was  its  first  Second  Vice  President, 
and  its  second  President. 

Doctor  Hocker  was  one  of  the  four  who  or- 
ganized the  Carlisle  County  Medical  Society 
in  1889,  and  by  and  through  his  efforts  this 
county  has  one  of  the  best  medical  societies 
ing  the  State.  He  served  it  as  its  first  and  sec- 
ond president,  and  has  held  at  many  differ- 
ent times  the  various  offices  in  the  society, 
never  shirking  a duty  but  always  striving  for 
a better  county  society. 

In  1907  Doctor  Hocker  was  elected  Histor 
ian  for  the  Southwestern  Kentucky  Medical 
So  iety,  which  position  he  still  holds,  and  will 
continue  as  such  until  death  severs  his  eon- 


*Read  before  the  Carlisle  County  Medical  Society. 


KENTUCKY  MEDICAL  JOURNAL 


July,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


375 


nection  with  all  earthly  affairs. 

Whether  in  office  or  out,  Doctor  Hocker  has 
always  worked  for  the  doctors  and  the  pro 
fession,  always  having  the  highest  respect  for 
the  medical  profession  and  a heart  full  of 
love  and  sympathy  for  his  brother  practition- 
ers. 

Doctor  Hocker  never  did  a little  act,  know- 
ingly, nor  countenanced  anything  mean  or 
little  by  a fellow  doctor,  but  has  always  had 
the  highest  aims  personally  and  professional- 
ly ; and  by  his  acts  we  who  are  taking  up  the 
work  where  he  is  laying  it  down,  are  inspired 
to  emulate  him  and  to  endeavor  to  keep  our 
medical  societies  on  the  high  plane  on  which 
it  now  rests,  thereby  furthering  the  advance- 
ment of  the  art  and  science  of  the  practice  of 
medicine,  and  to  keep  fresh  within  our  minds 
the  golden  rule,  and  endeavor  to  promulgate 
a spirit  of  brotherly  love. 

My  advice  to  a young  man  beginning  his 
career  as  a physicion,  would  be,  read  anti 
study  the  professional  life  of  our  friend  and 
colleague,  Doctor  R.  T.  Hocker. 

By  the  life  of  Doctor  Hocker  l am  remind- 
ed— 

“1  shot  an  arrow  into  the  air, 

It  fell  to  earth,  I knew  not  where ; 

For  so  swiftly  it  flew,  the  sight 
Could  not  follow  in  its  flight. 

I breathed  a song  into  the  air, 

It  fell  to  earth,  1 knew  not  where ; 

For  who  has  sight  so  keen  and  strong, 

That  it  can  follow  the  flight  of  a song? 

Long,  long  afterwards,  in  an  oak, 

1 found  the  arrow,  still  unbroke; 

And  the  song,  from  beginning  to  end, 

I found  again  in  the  heart  of  a friend. 

Method  for  Detecting  Reflexes  of  Pyramidal 
Origin. — Sicard  suggests  a new  technic  for  ob- 
taining reflexes  in  the  lower  limbs,  characteris- 
tic for  diseases  of  the  pyramidal  tract.  While  the 
patient’s  leg  is  held  firmly  with  the  hand,  his 
foot  is  moved  from  side  to  side;  never  forward 
or  backward.  The  movements  must  be  brief  and 
rapid,  repeated  for  about  thirty  second.  The  re- 
flex is  more  evident  when  the  leg  and  the  thigh 
are  flexed.  The  sign  is  positive  if  there  is  ex- 
tension of  the  great  toe  alone  or  of  all  the  toes; 
extension  of  the  great  toe  and  flexion  of  other 
toes,  backward  flexing  of  the  foot  alone  or  asso- 
ciated flexion  of  the  foot  and  of  the  leg.  The 
sign  was  positive  in  several  cases  of  spasmodic 
paraplegia  of  organic  origin  in  which  Babinski’s 
reflex  and  that  of  Pierre  Marie  and  Foix  was 
negative  in  healthy  persons  and  in  those  with  dis- 
eases of  parapyramidal  origin. 


DOCTOR  HOCKER,  HIS  FRATERNAL 
AFFILIATIONS.* 

By  H.  A.  Gilliam,  Milburn. 

You  have  heard  of  Doctor  Hocker  and  his 
doings  in  the  various  positions  in  life.  In  a 
few  short  remarks  1 want  to  tell  you  some- 
thing of  his  work  in  a fraternal  way. 

First:  He  has  always  been  among  ihe  first 
to  affiliate  with  anything  that  goes  for  up- 
lift of  his  fellowman,  whether  it  be  his  Church, 
Medical  Society,  or  lodge,  he  is  always  ready, 
and  a willing  worker. 

He  was  one  of  the  charter  members  of  the 
Southwestern  Kentucky  Medical  Society,  al- 
so of  Carlisle  County  Medical  Society,  and 
was  one  of  the  early  members  of  the  Kentucky 
Medical  Society,  and  is  also  a member  of  the 
American  Medical  Association.  With  these 
he  has  always  played  an  active  'part,  and  is 
now  life  historian  of  the  Southwestern  Ken- 
tucky Medical  Society.  He  has  always  been 
a regular  attendant  at  all  the  meetings  of 
both  county  and  district  societies,  and, his  ab- 
sence would  be  missed  more  than  any  'other 
man.  During  his  association  with  these  or- 
ganizations,  he  has  formed  the  acquaintance 
and  friendship  of  many  men  of  distinction. 

Doctor  Hocker  is  a Mason  of  the  highest 
type.  He  has  been  a member  for  more  than 
fifty  years,  and  is  now  a free  member.  He 
wras  made  a member  of  the  Palestine  Lodge  in 
1872.  He  served  at  various  times  in  all  the 
different  offices.  From  this  lodge,  he  was 
demitted  to  Lowes  Lodge,  where  he  served  as 
Master,  and  also  in  other  offices.  From  this 
lodge  he  was  demitted  to  Arlington,  where  he 
has  served  in  all  the  stations,  having  been 
Master  several  times.  As  a Master  Mason  he 
has  officiated  in  the  raising  of  many  men, 
who  have  risen  to  distinction. 

He  conferred  the  third  degree  on  his  son- 
in-law,  and  in  1925,  while  in  Louisville,  lie 
had  the  pleasure  of  conferring  the  third  de- 
gree on  his  grandson. 

He  is  a charter  member  of  I.  0.  O.  F., 
Lowes,  and  served  in  various  stations  of  this 
noble  order  with  distinction 

As  a fraternalist  he  is  always  loyal  and  al- 
ways ready  for  anything  that  is  right  and 
just  for  his  fellowman. 

*Read  before  the  Carlisle  County  Medieal  Society. 


376 


KENTUCKY  MEDICAL  JOURNAL 


[July,  1927 


AN  APPRECIATION  OF  DR.  HOCKEli  * 
By  W.  L.  Mosby,  Bardwell. 

Doctor  Hoeker,  it  is  a genuine  pleasure  for 
me  as  tlie  official  spokesman  of  tne  Carlisle 
County  Medical  Society,  to  present  to  you  tnis 
token  of  appreciation  tor  youi;  long  honored, 
active  connection  with  our  society  and  the 
medical  profession  of  our  state  for  so  many 
years. 

You  have  contributed  materially  to  the  up 
lift  of  humanity  by  your  altruistic  devotion 
to  her  principles.  \ou  have  elevated  the 
standard  of  professional  Christian  living  by  a 
noble  example,  well  worthy  of  emulation  by 
your  fellows.  You  have  “set  high"  the 
“ideals”  in  medicine  by  your  lofty  ambition 
to  attain  this  standard.  Your  association  with 
the  younger  men  of  the  profession  has  indeed 
been  an  inspiration  to  them  and  no  doubt 
caused  many  to  follow  the  “banner”  held 
high  by  you  and  unfurled  to  humanity  with 
the  inscription,  “service”  boldly  emblazoned 
thereon. 

While  your  years  of  service  have  been  many 
and  arduous  yet  the  honor  and  glory  of  such 
a noble  career  has  brought  its  reward  in  a 
knowledge  of  deeds  well  done. 

Doctor  Hoeker,  this  gift  has  little  intrinsic 
value,  within  itself,  but  dear  doctor,  it  rep- 
resents far  more,  a principle,  a lofty  senli 
ment,  an  expression  of  appreciation,  deep 
seated  in  the  hearts  of  your  fellow  members  of 
this  society  which  is  very  feebly  indicated  by 
this  small  emblem  that  we  so  joyously  pre- 
sent to  you,  today,  in  the  name  of  the  Carlisle 
Count  Medical  Society,  and  we  sincerely  hope 
and  trust  that  it  may  help  to  lighten  the  bur- 
dens of  the  increasing  years  that  may  come 
to  you.  The  beautiful,  harmonious  curve  you 
observe  here  is  for  your  convenience  and  has 
no  relation  to  your  conduct  in  and  out  of  your 
time-honored  profession  and  the  “straight- 
ness” of  the  staff  may  well  represent  the  sub- 
lime ethical  -character  you  have  so  nobly  sus- 
tained in  the  great,  humane  profession  you 
have  so  signally  honored  by  your  unselfish  de- 
votion and  service.  Dr.  Hoeker,  in  the  name 
of  the  Carlisle  County  Medical  Society,  1 
present  to  you  this  cane  and  trust  the  joy  that 
cements  you  in  receiving  it,  may  only  be 
equalled  or  excelled  by  the  pleasure  that  comes 
to  us  in  giving  it. 


THE  DIAGNOSIS  OF  ACUTE  MAS- 
TOIDITIS.* 

By  Claude  T.  Wolfe,  M.  D.,  Louisville. 

Acute  infections  of  the  mastoid  are  due  to 
virulent  organisms  anti  are  almost  always  sec- 
ondary to  infections  of  the  middle  ear.  It 
is  the  exception  that  the  mastoid  cells  become 
infected  from  destruction  of  the  posterior- 
canal  wall.  It  is  also  probably  true  that  at 
least  ninety-five  percent  of  acute  middle  ear 
infections  have  their  origin  in  inflammatory 
conditions  of  the  nasopharynx  and  pharynx. 

It  is  not  within  the  scope  of  this  paper  to 
discuss  the  part  adenoids,  tonsils  and  the 
acute  exanthemateous  conditions,  particularly 
scarlatina,  measles,  diphtheria,  etc.,  play  in 
producing  localized  infections  in  the  naso- 
pharynx ; but  I might  add  that  with  local  in- 
fection present  in  this  area,  bacteria  get  into 
the  middle  ear  in  the  contiguity  of  the  surface 
of  the  mucous  membrane  of  the  eustachian 
tubes;  or  they  may  be  thrown  in  during  cough- 
ing, vomiting  or  sneezing.  With  the  'bacteria 
present  in  the  middle  ear  they  may  manifest 
their  presence  in  a very  insidious  manner  as 
children  have  been  known  to  spontaneously 
rupture  both  ear  drums,  with  a subsequent 
discharge  of  pus,  without  having  suffered 
from  any  previous  condition.  On  the  con- 
trary, their  presence  may  be  manifested  by  a 
sudden  acute  onset  with  severe  pain  in  the 
ear.  This  latter  symptom  may  be  looked  up- 
on as  being  specific.  The  earache  is  a pres- 
sure or  tension  symptom  and  is  due  to  en- 
gorgement of  the  tympanic  vessels  and  pres- 
sure by  the  retained  fluid  in  the  small  tym- 
panic space.  Naturally  its  severity  is  in- 
fluenced by  the  temperament  of  the  patient, 
but  there  is  perhaps  no  pain  of  any  disease 
more  exhausting  or  distressing.  Hearing  at 
the  onset  is  more  or  less  disturbed  and  an 
early  symptom  is  “stuffy”  sensation  in  the 
ear.  The  changes  in  the  drum  membrane  de- 
pend upon  the  stage  of  the  disease  and  the  site 
of  the  infection.  At  the  onset  it  may  be  only 
slightly  reddened,  later  very  much  reddened 
and  bulging.  Temperature  elevation  of  mod- 
erate degree  is  usual.  The  proper  treatment 
in  the  vast  majority  of  cases  is  free  incision 
of  the  drum  membrane  which  has  as  its  object 
the  providing  of  free  drainage  followed  by  ef- 
forts such  as  the  insertion  of  a gauze  wick  in 
the  canal  or  irrigation,  to  maintain  the  drain- 
age and  prevent  the  stagnation  and  accumu- 
lation of  the  purulent  material. 

At  this  time  I might  add  that  1 am  a strong 
advocate  of  early  incision  of  the  drum  mem- 
brane, and  I think  if  it  is  done  early  and  ef- 
ficiently, especially  in  children,  the  suffering 


*Read  before  the  Carlisle  County  Medical  Society. 
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is  promptly  ended,  hearing  is  conserved,  a 
chronic  process  is  averted,  the  great  danger  of 
mastoid  and  intracranial  infection  is  avoided. 
In  this  connection  permit  me  to  say  that  for 
the  incision  of  the  drum  membrane  a local  or 
a general  anesthetic  may  be  employed.  The  in 
cision  must  not  be  merely  a puncture,  but  a 
free  opening.  In  my  opinion  it  is  far  better  to 
make  an  early  free  opening  than  to  wait  for 
perforation.  The  former  heals  quickly  and  no 
damage  to  hearing  results;  the  latter  heals 
slowly  and  may  cause  adhesions  which  may  re- 
sult in  impaired  hearing.  Therefore,  delayed 
or  ineffi  dent  drainage  of  a suppurative  pro- 
cess of  the  middle  ear  is  perhaps  the  outstand- 
ing cause  of  the  majority  of  cases  of  acute 
mastoid  infection.  There  may  be  other  fac- 
tors, such  as  lowered  resistance,  consequent 
upon  a long  or  particularly  severe  illness,  etc 

With  this  rather  brief  summary  of  the  pre- 
disposing causes  of  acute  mastoiditis  we  will 
now  attempt  to  discuss  the  usual  points  of  di- 
agnosis and  comment  on  their  diagnostic 
value.  In  the  uncomplicated,  typical  case  we 
expect  to  encounter  many  of  the  symptoms 
which  I am  now  about  to  enumerate : 

First : A history  of  earache  and  aural  dis- 
charge. 

Second:  Tenderness  over  certain  points  of 
the  mastoid,  e.  g.,  the  antrum,  the  posterior 
emissary  vein  and  the  tip. 

Third:  Redness,  edema  or  fluctuation  over 
mastoid  process. 

Fourth:  Condition  found  more  frequently 
in  children  than  in  adults. 

Fifth:  The  auricle  protruding  from  the 
head. 

Sixth : Sagging  of  superior  posterior  canal 
wall. 

Seventh  : The  ear  drum  bulging,  congested 
or  perforated. 

Eighth:  A discharge  of  pus,  sometimes  pro- 
fuse. 

Nintli : Hearing  more  or  less  impaired. 

Tenth:  Average  leucocyte  count  of  13.000 
to  15,000. 

Eleventh  : The  roentgen  ray  picture  show- 
ing destruction  of  cell  walls  or  at  least  a blur- 
red or  cloudy  mastoid. 

Twelfth : The  bacteriological  examination 
of  the  pus  usually  shows  streptococcus  viri- 
dans  or  hemolyticus,  or  pneumococcus. 

Thirteenth:  Marked  fluctuation  of  temper 
ature,  although  it  may  be  of  moderate  degree. 

Where  all  of  these  points  are  present  the 
diagnosis  is  easy,  yet  each  point  must  be  con- 
sidered in  diagnosing  a case  for  operation.  I 
belong  to  the  conservative  class  and  believe 
that  a patient,  carefidly  watched,  should  be 
given  the  benefit  of  any  uncertainty  that  may 
be  present.  Coates  believes  that  an  infected 
mastoid  opening  in  the  very  early  stages  of  the 


disease  does  not  heal  as  kindly  as  ope  where 
barriers  to  infection  have  been  formed  in  the 
blood  and  lymph  channels,  so  that  delay  is 
not  always  a disadvantage,  and  many  a threat- 
ened mastoid  will  get  permanently  well  after 
free  incision  of  the  membrana  tympani  and 
expectant  treatment,  and  that  without  damage 
to  the  hearing  function.  On  the  other  hand, 
intracranial  complications  when  they  do  oc- 
cur, are  frequently  the  result  of  neglect  to  op- 
erate at  the  proper  moment,  and  even  if  the 
mastoid  disease  itself  subsides  the  patient  is 
at  times  left  with  a loss  of  function  due  to 
middle  ear  damage  caused  by  prolonged  sup- 
puration with  loss  of  hearing  and  danger  hi- 
rer, often  years  lat.er,  of  intracranial  compli- 
cations, or  of  chi’onic  mastoiditis  with  choles- 
teatoma, which  will  in  the  end  need  a radical 
operation  for  safety  or  cure.  Therefore,  1o 
delay  operation  may  mean  the  loss  of  our  pa 
tient’s  life  or  to  say  the  least,  leave  him  with 
a defect  in  hearing,  so  that  with  an  a cuddy 
discharging  middle  ear  of  several  weeks  stand- 
ing, a mastoid  operation  may  be  performed  to 
cure  the  discharge  and  in  case  of  great  doubt 
it  may  be  belter  to  operate  as  the  middle  ear 
will  be  cured  and  hearing  conserved. 

We  will  now  consider  the  value  of  the  diag 
nostic  points  mentioned  and  attempt  to  em- 
phasize the  important  ones : 

Earache,  as  a rule  is  sharp  and  may  come, 
to  speedy  relief  in  a short  time  by  rupture  of 
the  drum  membrane,  or  may  run  for  several 
days  until  relief  is  afforded  by  the  surgeon’s 
incision.  Unfortunately  our  incision,  even 
though  it  may  be  free,  does  not  always  give  re 
lief,  as  the  incision  may  close  prematurely,  or 
it  may  not  be  large  enough  to  relieve  pressure. 
Then  the  mucous  membrane  of  the  middle  ear 
may  be  so  swollen  as  to  prohibit  free  drain- 
age. Earache,  or  mastoid  pain,  must  be  con- 
sidered as  a serious  indication. 

Protrusion  of  the  auricle  from  the  head  is 
more  often  found  as  a symptom  in  ehil  Iren. 
It  may  be  due  to  edema  of  the  parts,  and  if 
furunculosis  is  ruled  out  it  is  almost  a sure 
sign  of  mastoid  disease  of  a progressive  char- 
acter. If  fluctuation  presents  it  means  that 
a perforation  of  the  cortex  of  the  bone  has  oc- 
curred. This  fistula  naturally  relieves  pres- 
sure and  in  turn  the  pain  ard  often  the  ten- 
derness will  be  noticeably  diminished.  To  say 
the  least  edema  calls  for  close  observation  and 
often  operation. 

This  bring  us  then  to  the  value  of  the  symp- 
tom that  sagging  of  the  superior  posterior 
canal  walls  has.  Many  observers  look  upon 
this  as  a constant  operative  sign,  and  it  un- 
doubtedly is  of  great  value.  It  is  due  to  a lo 
calized  periostitis  from  an  infection  of  the 
anterior  and  superior  mastoid  cells.  Here 
again  a differential  diagnosis  must  be  made 
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from  a furuncle  in  the  externa  lauditory  can- 
al. This  should  not  confuse  us  as  the  swelling 
is  harder  and  farther  back  frequently  very 
near  the  drum  membrane.  This  sign  is  due 
to  infected  cells  adjacent  to  the  area  and  is 
not  always  constant  as  the  mastoid  infection 
may  be  more  or  less  confined  to  the  tip  cells. 
However,  as  a rule  it  is  a reliable  guide. 

The  appearance  of  the  ear  drum  may  not 
help  in  the  diagnosis.  Most  frequently  it 
shows  signs  of  recent  inflammation,  but  upon 
rare  occasions  it  may  be  near  normal  in  ap- 
pearance. . This  latter  condition,  fortunately, 
rarely  occurs  as  it  makes  the  diagnosis  more 
difficult.  Usually  there  is  a perforation  with 
discharge.  It  so  happens  that  a drum  mem- 
brane must  be  incised  several  times  in  order 
to  facilitate  free  drainage.  This  condition  is 
looked  upon  by  some  otologists  as  indicating 
severe  and  progressive  mastoid  infection  and 
some  surgeons  go  so  far  as  to  state  that  the 
mastoid  must  be  drained  after  the  second  or 
third  free  incision  has  been  employed  unsuc- 
cessfully. 

It  is  not  necessary  to  dwell  at  'length  upon 
impaired  hearing  as  the  cause  is  fully  under- 
stood. Any  acute  infection  of  the  middle  ear 
to  a certain  extent  influences  the  hearing. 
This  symptom  is  in  itself  not  diagnostic  but  is 
characteristic  of  every  case  of  middle  ear  in- 
flammation. 

The  leucocyte  count  may  or  may  not  add  a 
link  to  the  chain  of  diagnosis.  We  may  find 
the  white  count  increased  in  middle  ear  infec- 
tion and  not  increased  in  mastoiditis.  How- 
ever, as  a rule  a moderate  leucocyte  count  and 
especially,  toward  increasing  means  opera- 
tion. As  for  example  a high  leucocyte  count 
and  an  increase  in  the  polymorphonuclears 
may  make  us  more  suspicious  of  a progress  in 
the  mastoid  process. 

The  x-ray  depends  entirely  upon  the  inter- 
pretations. I believe  the  otologist  should  work 
in  conjunction  with  the  radiologist.  There 
should  be  intelligent  cooperation  and  inspec- 
tion of  plates  together,  as  the  otologist  is 
aware  of  the  clinical  symptoms  and  should 
not  rely  Tipon  the  x-ray  as  a deciding  factor. 
Give  it  due  consideration  but  do  not  rely  upon 
it  absolutely  as  a deciding  factor  influencing 
an  operation.  We  must  remember  that  a non- 
cellular  mastoid  occasionally  gives  the  same 
appearance  as  one  where  the  cell  area  is  brok- 
en down  and  full  of  pus. 

Now  we  come  to  the  bacteriological  exam- 
ination of  the  discharge  of  pus  from  the  ex- 
ternal ear.  This  may  be  of  help  in  indicating 
operation.  Many  otologists  believe  that  a 
hemolytic  streptococcus  with  mastoid  symp- 
toms indicate  a sufficient  cause  for  surgical 
intervention.  Occasionally  the  streptococcus 
is  the  predominating  organism.  Be  that  as  it 


may  the  organism  or  strain  cannot  be  entirely 
the  deciding  factor  influencing  us  in  opera- 
ting. No  one  symptom  is  depended  upon  en- 
tirely to  complete  the  chain  of  diagnostic 
links  enabling  us  to  arrive  at  a satisfactory 
conclusion  as  to  whether  procrastination  may 
be  in  order  or  early  operation  indicated. 

The  temperature  as  a rule  is  not  to  be  de- 
pended upon  as  a diagnostic  symptom.  It 
may  be  present  at  the  beginning  of  the  dis- 
ease and  it  may  be  absent  in  the  slowly  pro- 
gressive types.  Persistent  high  temperature, 
104°-105°,  combined  with  a tender  mastoid 
calls  for  early  operation,  providing  other 
causes  are  eliminated.  Long  continued  low 
temperature  must  be  looked  upon  with  appre- 
hension and  may  also  indicate  operation.  The 
intermittent  or  “pump  handle”  type  char- 
acterized by  a high  temperature  with  relapses 
to  normal,  occasionally  accompanied  by  chills 
or  chilly  sensations,  often  suggests  complica- 
tions of  a serious  character  and  calls  for  es- 
pecial attention. 

The  pulse  is  of  little  use  as  a diagnostic  sign 
and  is  usually  commensurate  with  the  fever. 
We  may  find  a slow  and  thready  pulse  if  in- 
tracranial complications  ensue  but  we  will  not 
consider  these  complications  here. 

We  thus  see  that  acute  mastoiditis  is  a con- 
dition presenting  varying  phases  and  that 
every  case  is  a law  unto  itself,  for  not  one  of 
the  main  points  of  diagnosis  that  I have  men- 
tioned is  a positive  indication  for  operation 
which  cannot  be  attributed  to  other  causes. 
If  such  causes  can  be  eliminated  some  of  these 
symptoms  become  indications,  e.  g.,  continued 
and  increased  tenderness,  swelling  over  the 
mastoid,  protrusion  of  the  auricle,  pain,  in- 
creased leucocyte  count,  etc.  But  it  requires 
a combination  of  several  of  these  symptoms  to 
warrant  us  in  operating.  Therefore  the  judg- 
ment of  the  attendant  otologist  in  each  indi- 
vidual case  must  determine  the  issue.  Since 
one  symptom  alone  does  not  warrant  an  oper- 
ation we  might  multiply  various  combinations 
of  symptoms  and  still  be  rather  undecided, 
for  as  Clay  states  there  is  a factor  back  of  all 
our  scientific  deductions  which  is  developed 
in  each  of  us  which  we  term  “diagnostic  in- 
tuition.” It  may  be  good  or  bad  as  we  have 
developed,  but  it  is  one  factor  in  diagnosis 
that  every  clinician  unco  tsciously  uses  very 
freely. 

This  brings  us  then  to  the  treatment  of  an 
acute  mastoiditis  clearly  diagnosed  by  a com- 
bination of  the  above  symptoms  and  which 
has  definitely  resolved  itself  into  an  operative 
procedure.  Therefore,  the  ideal  mastoid  op- 
eration should  have  as  requisites  safety,  thor- 
oughness and  a due  regard  for  the  question  of 
rapidity.  There  are  undoubtedly  many  meth- 
ods of  exenterating  the  mastoid  cells.  Wheth- 
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er  we  elect  to  use  a motor  driven  burr  a gouge 
or  chisel  matters  little  if  a complete  exentera- 
tion of  all  disease  is  accomplished,  for  this  is 
the  ultimate  purpose.  We  must  not  stop  as 
long  as  there  is  evidence  of  pathology.  With 
the  complete  eradication  of  all  disease  accom- 
plished we  may  choose  to  close  the  wound  en- 
tirely and  employ  the  blood  clot  method  or  one 
of  its  modifications.  Personally,  I close  the 
wound  by  employing  deep  sutures  of  catgut 
and  then  bring  the  skin  edges  together  with 
Michel  clips  leaving  an  opening  below  through 
which  a wick  of  gauze  is  inserted  to  the  an- 
trum. On  occasions  I have  employed  the  so- 
called  blod  clot  method  in  which  the  wound  is 
permitted  to  fill  with  blood  and  is  then  closed 
entirely.  My  success  with  this  method  has  been 
gratifying,  but  in  a few  instances  the  wound 
has  broken  down  and  I have  had  to  employ  the 
method  designated  above.  If  our  technique 
has  been  good  and  the  eradication  of  disease 
has  been  complete  but  a short  time  should  be 
necessary  for  a complete  recovery,  usually  two 
to  four  weeks. 

The  after  treatment  of  an  operated  mastoid 
might  be  considered  but  this  is  hardly  neces- 
sary except  to  mention  that  here  strict  asepsis 
is  employed,  and  to  condemn  syringing  of  the 
ear.  This  to  me  is  a most  pernicious  habit 
which  if  followed  may  drive  the  infection  in- 
to the  inner  ear. 

As  a rule  the  patient  is  discharged  from  the 
hospital  on  the  fifth  or  sixth  day  and  may 
come  to  the  office  for  further  treatment  on 
alternate  days  until  the  wound  closes. 

DISCUSSIONS. 

Samuel  G.  Dabney:  Dr.  Wolfe  has  chosen  a 

subject  that  is  always  interesting  and  its  discus 
sion  is  always  profitable.  He  has  not  confined 
himself,  and  I am  very  glad  he  has  not,  entirely 
to  the  title  of  his  paper  as  announced,  i.  e.,  the 
diagnosis  of  acute  mastoiditis.  He  has  enumer- 
ated many  of  the  predisposing  causes  and  also 
said  something  about  the  treatment. 

As  to  the  predisposing  conditions:  Influenza 

and  the  various  exanthematous  diseases  of  child- 
hood, scarlet  fever,  etc.,  are  very  frequently 
followed  not  only  by  otitis  media  but  mastoid 
disease.  The  incidence  of  acute  suppuration  of 
the  middle  ear,  and  probably  also  mastoiditis,  is 
greater  following  these  infections  than  when  not 
preceded  by  such  diseases. 

I think  Dr.  Wolfe  might  have  mentioned  in 
greater  detail  involvement  of  the  upper  part  of 
the  drum  membrane, — I am  not  speaking  now  of 
sagging  of  the  auditory  canal, — but  the  so-call- 
ed attic,  the  upper  portion  of  the  drum,  which 
is  far  more  likely  to  be  accompanied  by  mastoid 
disease  than  involvement  of  the  lower  portion, 
for  the  reason  that  it  is  so  much  nearer  to  the 
entrance  into  the  antrum.  When  an  individual, 
child  or  adult,  appears  with  severe  inflammation 


of  the  attic  of  the  drum  membrane,  it  is  much 
more  serious  than  when  only  the  lower  portion  is 
involved.  Dr.  Barbour  mentioned  that  he  has 
seen  several  children  whose  ears  were  examined 
by  otologists  and  the  drum  membrane  pro- 
nounced normal,  and  yet  rupture  occurred  with- 
in a few  hours.  In  these  cases  it  is  quite  prob- 
able the  otologist  did  not  obtain  an  adequate  view 
of  the  drum.  The  trouble  was  probably  in  the 
attic.  To  obtain  a good  view  of  the  drum  mem- 
ora)  e in  a strugg.  ng,  excited  child  is  not  always 
an  easy  matter,  and  especially  is  the  condition 
of  the  upper  portion  of  the  drum  overlooked. 

In  regard  to  the  general  symptomatology  of 
acute  mastoiditis  and  the  importance  of  the  var- 
ious symptoms,  the  time  of  their  occurrence 
and  the  duration  of  their  persistence,  to  my 
mind,  are  the  chief  elements  to  be  considered. 
Almost  every  severe,  acute  otitis  media  is  ac- 
companied by  mastoid  symptoms  for  the  first 
four  or  five  days  or  possibly  a week,  and  while 
we  may  feel  apprehensive  we  are  hardly  war- 
ranted in  operating  upon  the  mastoid  during  that 
time.  However,  there  are  two  notable  exceptions 
to  this  rule:  (1)  when  there  are  cerebral  symp- 
toms the  mastoid  should  be  opened  early,  and (2) 
when  there  is  decided  edema  which  cannot  be 
attributed  to  any  condition  in  the  auditory  canal. 
In  these  two  conditions  early  mastoid  operation 
is  warranted,  but  both  are  unusual.  The  great 
majority  of  patients  with  acute  suppuration  of 
the  middle  ear,  with  pain,  tenderness,  sleepless- 
ness at  night,  get  well  without  a mastoid  opera- 
tion, provided  these  symptoms  do  not  persist.  If 
they  continue  more  than  a week  they  mean  a 
great  deal  more  and  operation  is  generally  indi- 
cated. 

Dench,  a prominent  authority  on  otological 
subjects,  goes  so  far  as  to  say  that  sagging  of 
the  upper,  posterior  wall  of  the  auditory  canal 
is  pathognomonic  of  mastoid  disease.  I know  he 
is  mistaken,  because  I have  twice  opened  the 
mastoid  and  found  it  normal  although  the  pa- 
tients had  the  most  typical  sagging  of  the  upper, 
posterior  wall.  That  symptom  sometimes  occurs 
with  violent  inflammation  in  the  attic,  the  in- 
flammation extending  along  the  outer  wall  with- 
out involving  the  mastoid.  It  is,  however,  a very 
important  symptom  of  mastoid  disease. 

I think  we  might  divide  mastoid  symptoms  into 
three  groups.  In  the  first  group  the  symptoms 
are  so  apparent  that  the  tyro  might  readily  make 
the  diagnosis,  provided  sufficient  time  has 
elapsed  for  the  acute  symptoms  to  subside.  As 
illustrative  of  this  group  I might  mention  the 
case  of  a trained  nurse  who  had  a mastoid  ab- 
scess on  one  side,  and  two  or  three  years  later  on 
the  other  side,  both  were  operated  upon  and  she 
made  an  uneventful  recovery.  She  had  every 
symptom  of  mastoid  disease,  intense  earache  and 
pain  which  became  localized  over  the  mastoid 
process,  tenderness  persisting  for  ten  days,  fever, 
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sagging  of  the  upper,  posterior  wall  of  the  drum 
membrane,  a profusely  discharging  ear, — typical 
manifestations  of  mastoid  disease.  A mastoid 
abscess  was  found  at  operation.  This  repre- 
sents a plain,  outstanding  case  of  mastoid  dis- 
ease presenting  many  symptoms. 

In  the  second  group  there  are  few  symptoms. 
There  may  be  slight  persistent  tenderness  over 
the  mastoid  region,  slight  discharge  from  the 
car,  perhaps  some  evening  rise  in  temperature, 
although  often  no  fever  in  children  and  as  a rule 
none  in  adults.  I think  fever  in  adults  is  ex- 
ceptional, but  sometimes  it  occurs  and  persists 
for  ten  days  or  two  weeks.  I believe  operation  is 
indicated  in  the  majority  of  cases  included  in 
this  group. 

In  the  third  group  there  are  often  almost  no 
symptoms.  As  an  illustration  I will  cite  the 
case  of  a prominent  tobacco  merchant  of  Louis- 
ville. He  felt  well  and  insisted  upon  continuing 
his  work.  The  symptoms  were  very  meager,  he 
had  a slight  discharge  from  the  ear,  a little  ten- 
derness on  deep  pressure  at  the  exit  of  the 
emissary  vein.  I think  Dr.  Wolfe  might  have 
said  something  more  in  regard  to  the  three  points 
^here  tenderness  is  to  be  expected,  viz.,  (1)  over 
the  mastoid  antrum,  (2)  over  the  tip,  and  (3) 
about  one  and  a half  inches  behind  the  auditory 
meatus  which  is  the  point  of  exit  of  the  emissary 
vein.  These  are  the  three  points  where  we  look 
for  tenderness.  Of  course  there  may  be  diffuse 
tenderness  over  the  entire  mastoid  area,  but  this 
is  exceptional.  The  gentleman  I mentioned  a 
moment  ago  had  slight  discharge,  a little  tender- 
ness, but  these  symptoms  were  persistent.  Af- 
ter three  weeks  the  mastoid  was  opened  and  it 
was  found  that  he  had  a subdural  abscess.  He 
had  a large  mastoid  destruction.  Such  cases 
are  difficult  of  diagnosis.  There  are  only  one  or 
two  slight  symptoms  which  persist  over  a long 
period  of  time. 

In  regard  to  the  pathogenic  organisms  in  mas- 
toiditis: Dr.  Wolfe  did  not  refer  to  the  strepto- 
coccus mucosus  capsularis.  This  organism  pro- 
duces violent  mastoiditis  with  extremely  slight 
clinical  symptoms.  Personally  I believe  I have 
seen  one  such  case.  A man  admitted  to  hospital 
had  a slight  discharge  from  his  ear.  According 
to  the  history  he  had  complained  of  “ear  trou- 
ble” for  two  weeks  previously  and  had  been  deaf 
in  that  ear  since  that  time.  Two  days  before  I 
saw  him  he  suddenly  became  unconscious.  He 
evidently  had  meningitis,  and  I predicted  that 
there  had  been  a rupture  through  the  »-oof  of 
the  tympanum  or  mastoid  antrum.  Necropsy 
showed  a rupture  to  be  present.  He  had  very 
little  evidence  of  mastoid  disease  but  post  mor- 
tem showed  perforation  through  the  tegmen  an- 
tri.  The  following  organism  was  not  sought,  but 
the  clinical  picture  was  typical  of  streptococcus 
mucosus  infection.  Of  course  we  know  that  mas- 
toiditis is  more  apt  to  follow  streptococcic  infec- 
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tion  than  the  invasion  of  the  pneumococcus  or 
other  types  of  organisms. 

In  regard  to  roentgen-ray  examination:  I be- 
lieve Dench  is  right  in  saying  that  where  there 
is  severe,  acute  otitis  media  some  involvement 
of  the  mastoid  cells  will  be  shown  in  the  early 
stages  by  roentgen-ray  examination.  Person- 
ally, however,  I attach  very  little  importance  to 
slight  cloudiness  of  the  cells,  but  I attach  a great 
deal  of  importance  to  disintegration  of  the  cell 
walls.  I regard  that  as  a very  valuable  sign. 
In  some  cases  a single  x-ray  picture  is  so  typi- 
cal that  we  may  immediately  proceed  with  the 
operation,  provided  the  clinical  symptoms  co- 
incide with  the  picture.  When  there  is  doubt 
a series  of  roentgen-ray  p'etures  should  be  taken. 
I believe  that  will  be  the  future  of  the  x-ray 
in  mastoiditis,  many  pictures,  showing  the  pro- 
gress of  the  disease. 

With  reference  to  incision  of  the  drum  mem- 
brane, I do  not  believe  we  can  always  avoid 
mastoiditis  by  early  incision  of  the  drum,  but 
I am  entirely  in  accord  with  the  statement  made 
by  Dr.  Wolfe  that  very  early  incision  should  be 
made.  I think  the  word  paracentesis  is  unfor- 
tunate and  should  be  discarded  as  it  merely  sig- 
nifies puncture.  The  proper  term  for  this  pro- 
cedure is  myringotomy,  that  is  a free  incision 
of  the  membrana  tympani.  Personally  I much 
prefer  making  the  incision  under  a general  an- 
esthetic. I have  never  been  able  to  perform  this 
little  operation  satisfactorily  under  local  anes- 
thesia with  any  of  the  alcoholic  mixtures  advo- 
cated and  used  by  other  otologists.  I think  it 
is  better  to  give  the  patient  a few  whiffs  of 
nitrous  oxide  gas.  This  insures  quietude  and  the 
incision  can  be  quickly  made.  I would  go  a step 
further  than  most  observers,  and  say  when  in 
doubt  open  the  drum  memorane.  If  there  is 
any  doubt  about  the  drum  membrane,  I believe 
it  is  wiser  to  open  it  than  not  to  do  so.  No  harm 
is  done  by  making  a free  incision  in  suspicious 
cases,  even  if  it  is  not  followed  by  the  escape  of 
pus. 

As  to  edema:  Dr.  Wolfe  might  have  dwelt 

more  on  that.  I may  refer  to  a case  of  this 
kind  in  a lady  about  fifty,  the  wife  of  a phy- 
sician, whom  I saw  in  consultation  with  him. 
When  we  decided  to  operate  upon  her  she  had 
developed  quite  extensive  edema.  I recall  that 
we  examined  her  carefully  for  tenderness  the 
day  of  the  operation  and  found  little  or  none 
present.  We  were  influenced  largely  by  the 
edema  which  pushed  the  canal  forward,  the 
edema  being  greatest  in  the  posterior  canal  wall, 
some  over  the  mastoid  area.  She  had  extensive 
destruction  of  the  mastoid  cells  with  a large 
amount  of  pus.  As  a rqle,  however,  marked  ten- 
derness is  present.  If  I had  to  take  my  choice  in 
selecting  the  most  important  symptoms  of  mas- 
toid disease,  I would  place  persistent  tenderness 
first.  Next  I would  place  persistent  discharge 
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in  the  category  of  valuable  symptoms.  Even 
then  we  may  sometimes  be  mistaken.  The  third 
symptom  I would  select  would  be  disintegra- 
tion of  the  mastoid  cells  as  shown  by  the  roent- 
gen-ray. 

There  is  so  much  to  be  said  on  this  subject 
that  one  hardly  knows  where  to  stop.  I have 
had  the  pleasure  of  seeing  several  mastoid  cases 
with  Dr.  Wolfe  and  his  diagnosis  has  always 
been  confirmed  by  operation.  I believe  family 
doctors,  who  usually  see  these  patients  first,  are 
sometimes  mislead  by  the  absence  of  fever.  I 
have  often  heard  them  say  that  the  patient  could 
not  have  any  trouble  with  the  mastoid  because 
there  was  no  fever.  That  is  perhaps  one  of  the 
most  misleading  features,  as  mastoid  patients 
frequently  have  normal  temperatures.  As  stated 
by  Dr.  Wolfe,  however,  marked  fluctuations  in 
temperature  must  be  regarded  as  important  even 
if  the  patient  complains  of  little  pain.  There  is 
usually  sufficient  discomfort  to  make  the  patient 
restless  at  night.  The  opening  from  the  middle 
ear  into  the  mastoid  sometimes  becomes  occlud- 
ed with  sudden  cessation  of  the  discharge  and 
mastoiditis  but  such  cases  are  rather  exception- 
al. 

James  W.  Bruce:  The  subject  of  mastoiditis 

is  exceedingly  interesting  to  everyone  who  does 
much  work  with  children,  because  as  Dr.  Wolfe 
and  Dr.  Dabney  have  stated  it  is  in  children  that 
we  find  the  greatest  number  of  cases  of  otitis 
media.  There  are  several  points  in  the  paper  of 
particular  interest  to  me. 

First  is  the  question  of  early  opening  of  the 
drum  membrane.  We  know  that  in  the  vast  ma- 
jority of  cases  even  when  the  drum  is  acutely 
inflammed,  if  we, introduce  carbolized  glycerine 
into  the  ear  and  administer  small  doses  of  as- 
pirin, the  child  will  become  comfortable  and  the 
ear  will  take  care  of  itself  in  the  course  of 
forty-eight  hours  or  three  days  without  opening 
the  drum  membrane.  On  the  other  hand,  it 
seems  to  me  if  there  is  any  bulging  and  other 
symptoms,  we  are  taking  a decided  chance  in 
not  opening  the  drum  and  allowing  the  pus  to  es- 
cape after  that  length  of  time  has  elapsed.  I 
think  some  observers  make  a mistake  in  incis- 
ing the  drum  membrane  too  soon,  that  is  within 
the  first  twenty-four  hours.  Certainly  my  ex- 
perience has  been  that  rarely  will  the  drum  rup- 
ture in  the  first  twenty-four  hours,  and  frequent- 
ly after  that  time  the  symptoms  subside  without 
operation.  I feel  somewhat  more  conservative 
about  opening  the  drum  membrane  than  I did 
several  years  ago,  because  I believe  many  of 
these  patients  recover  without  the  operation  cer- 
tainly within  the  first  three  days.  If  the  symp- 
toms persist  after  that,  then  the  drum  should 
be  opened  in  most  cases. 

Another  point  is  the  relationship  between 
acute  mastoidititis  and  acute  intestinal  intoxica- 
tion. This  point  has  been  emphasized  by  Mar- 


riott, of  St.  Louis,  Missouri.  He  believes  that  a 
child  taking  the  same  kind  of  food  and  having 
the  same  care  day  after  day  and  then  suddenly 
develops  high  fever  with  intestinal  intoxication, 
that  this  child  has  decided  infection  somewhere. 
On  careful  physical  examination  he  found  that 
he  could  usually  locate  a pharyngitis  or  otitis 
media.  Occasionally,  however,  no  infection 
could  be  found,  and  he  finally  determined  to  op- 
en the  mastoid  in  these  cases.  He  came  to  this 
conclusion  by  the  finding  of  pus  in  the  mastoid 
in  a series  of  autopsy  cases.  So  in  these  acute 
cases,  where  he  finds  no  evidence  of  infection 
anywhere  else,  he  has  the  mastoid  opened,  and 
reports  a long  series  of  cases  with  successful 
termination  of  the  acute  intestinal  intoxication. 
In  other  words,  that  the  digestive  disturbance 
was  secondary  to  infection  of  the  mastoid. 

Marriott’s  work,  from  a practical  point  of 
view,  is  difficult  to  follow  because  it  would  re- 
quire a great  deal  of  courage, — certainly  I have 
not  reached  that  point  yet, — to  recommend,  mas- 
toidectomy on  a child  who  presented  no  mastoid 
symptoms,  and  I think  it  would  be  rather  diffi- 
cult to  get  any  reputable  otologist  to  do  so. 

In  regard  to  otitis  media  complicating  acute 
infections,  particularly  pneumonia.  Otitis  media 
is  a very  common  complication  of  all  types  of 
pneumonia,  and  I find  it  difficult  sometimes  to 
persuade  the  specialist  to  open  the  drum  mem 
brane  of  a child  who  has  pneumonia.  The  otolo- 
gist seems  to  think  the  ear  will  get  well  without 
opening  the  drum.  Looking  at  the  case  as  a 
whole,  we  cannot  do  much  for  a child  with  pneu 
monia,  it  has  to  take  care  of  itself,  and  we  can 
sometimes  do  a great  deal  of  good  by  opening 
the  drum.  Therefore  it  seems  to  me  the  spec- 
ialist should  be  a little  more  radical  in  these 
cases. 

I enjoyed  Dr.  Wolfe’s  paper  and  thank  him 
for  presenting  it. 

Ben  Carlos  Frazier:  The  general  practitioner 

and  pediatrist  encounter  many  cases  of  mas- 
toiditis in  children.  Dr.  Wolfe  has  helped  me  to 
solve  quite  a number  of  such  cases  particulai'ly 
in  institutions  where  I lock  after  the  children.  He 
has  often  been  able  to  clarify  the  diagnosis  for 
me.  I used  to  think  I could  tell  without  any 
question  when  a child  had  mastoiditis,  but  have 
seen  three  cases  in  which  my  judgment  was 
wrong.  In  two  of  these  Dr.  Wolfe  said  it  was 
not  mastoiditis,  and  his  opinion  proved  to  be 
correct.  In  both  these  was  some  swelling,  ten- 
derness, and  discharge  from  the  ear.  The  child- 
ren had  been  complaining  of  ear  trouble  for 
several  days  before  I saw  them,  because  the  ma- 
tron uses  hot  applications,  irrigates  the  ears, 
etc.,  if  there  is  any  change.  These  were  cases 
in  which  I was  surprised  that  Dr.  Wolfe  fid  not 
operate.  I see  a great  many  cases  of  this  kind 
in  my  institutional  work. 

Dr.  Bruce  spoke  of  the  drum  membrane  not 
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rupturing  during  the  first  few  hours.  In  many 
of  the  cases  I see  the  drum  ruptures  before  wo 
know  the  child  has  earache.  It  is  not  unusual 
for  me  to  see  a suppurating  ear  With  no  history 
of  earache.  I have  seen  a large  number  of  ear 
drums  opened,  and  in  my  opinion  no  mistake  was 
made  in  doing  so.  I tnmk  i„  is  a wise  procedure 
and  may  be  done  either  with  or  without  an  anes- 
thetic. I think  most  otologists  prefer  to  have  an 
anesthetic  administered  as  it  gives  them  greater 
time  in  doing  the  operation.  I agree  with  Dr. 
Dabney  that  myringotomy,  a free  opening  in  the 
drum  membrane,  is  better  than  paracentesis, 
merely  a puncture  of  the  drum. 

J.  Garland  Sherrill  Mastoid  disease  has  al 
ways  been  an  interesting  topic  to  me,  particu- 
larly acute  mastoiditis  engrafted  on  the  chronic 
type.  Sudden  cessation  of  discharge  from  the 
ear  in  chronic  mastoid. tis  is  very  important. 
This  is  exactly  opposite  to  what  occurs  in  acute 
processes. 

One  of  the  greatest  factors  in  these  cases  is 
a well-taken  history.  Unfortunately  the  child 
cannot  tell  us  just  where  he  has  pain;  but  when 
a child  previously  well  oeeomes  irritable,  rest- 
less and  does  not  sleep,  it  certainly  behooves  us 
to  carefully  examine  the  ears.  Every  opening 
of  the  drum  membrane  is  preferred  to  delay. 
Early  incision  cannot  be  productive  of  great 
harm,  whereas  allowing  the  drum  to  perforate 
may  produce  considerable  harm. 

The  cardinal  symptoms  we  usually  consider 
in  these  cases  are:  pain,  tenderness,  swelling, 
edema  around  the  mastoid,  and  a discharging 
ear.  Edema  may  occur  far  posterior  in  the  canal 
and  this  might  not  mean  a mastoid  lesion,  but 
such  cases  are  rather  uncommon. 

There  is  a great  d.fference  in  the  type  of 
organisms  causing  middle  ear  infections.  Quite 
frequently  patients  are  seen  with  middle  ear  dis- 
ease and  rupture  of  the  drum  membrane  occurs, 
but  the  symptoms  are  so  slight  that  little  no- 
tice is  taken  of  it. 

Whenever  the  patient  gives  a history  of  dis- 
charging ear  at  a previous  time  followed  by 
healing,  and  another  attack  occurs  with  dis- 
charge, pain  behind  the  ear  and  tenderness,  the 
drum  membrane  should  be  promptly  incised. 
These  symptoms  are  rather  positive  indications. 

No  mention  has  been  made  of  pain  in  front 
of  the  ear  in  mastoiditis.  Pain  in  front  of  the 
ear  in  chronic  cases  sometimes  means  chronic 
mastoiditis  with  an  acute  exacerbration.  In  such 
cases  the  anterior  mastoid  cells  are  markedly 
involved. 

Another  point  is  that  in  chronic  ear  disease 
there  is  eburnation  ot  the  Vne.  and  the  ten- 
dency in  these  cases  is  early  involvement  of  the 
brain.  For  that  reason  a chronic  case  which  be- 
comes acute  demands  earlier  surgical  interven- 
tion than  does  a really  acute  case.  An  expert 
can  very  well  perform  myringotomy  without  an 


anesthetic. 

Philip  F.  Barbour:  I am  very  much  interested 
in  the  subject  of  mastoiditis  and  appreciate  Dr. 
Wolfe’s  presentation  of  it.  It  is  a very  live 
question  with  pediatrists  during  the  winter 
months. 

The  study  of  middle  ear  diseases  with  possi- 
ble mastoiditis  in  children  is  attended  by  diffi- 
culties. Children  are  unable  to  locate  the  site 
of  pain  as  accurately  as  adults.  Many  times  we 
ask  the  mother  if  the  child  has  put  its  hand  to 
the  ear,  and  she  says  no  that  its  hand  is  placed 
over  the  head  but  not  on  the  ear  itself..  When- 
ever a child  places  its  hand  on  the  head,  even 
without  any  reference  to  the  ear,  1 always  think 
of  the  ear  as  a possible  source  of  infection. 

I think  it  is  oftentimes  quite  difficult  for  even 
the  otologist  to  obtain  a good  view  of  the  drum 
membrane  in  the  child.  Dr.  Dabney  quoted  me 
correctly  in  regard  to  rupture  of  the  drum  mem- 
biane  in  cases  where  the  ear  was  pronounced 
normal.  I recall  one  little  girl  in  particular  who 
had  some  sypmtoms  of  mastoiditis  and  1 asked 
a prominent  otologist  to  see  her  in  consultation. 
After  an  examination  he  said  there  was  nothing 
the  matter  with  her  ear  or  the  membrana  tym- 
pani.  However,  the  drum  membrane  ruptured 
spontaneously  two  or  three  hours  afterward.  1 
have  seen  several  similar  cases.  In  some  of 
them  the  nature  of  the  trouble  was  not  recog- 
nized for  a day  or  two,  in  fact  until  rupture  of 
the  drum  membrane  occurred. 

With  reference  to  Dr.  Marriott’s  operation 
(mastoidectomy)  for  acute  summer  diarrhea:  I 
discussed  this  matter  rather  fully  before  you  not 
long  ago.  Since  that  time  I heard  Dr.  Marriott, 
at  a meeting  of  the  College  of  Physicians,  in 
Cleveland,  Ohio,  during  February,  outline  the 
same  points.  I have  never  been  able  to  persuade 
myself  to  say  to  the  mother  that  her  child's  ears 
should  be  operated  upon  simply  because  of  acute 
diarrhea  is  present  unless  there  are  some  defin 
ite  symptoms  that  I can  discover  indicating  dis- 
ease of  the  ear.  However,  Dr.  Merrott  claims 
that  many  children  with  acute  summer  complaint 
will  be  saved  by  the  early  performance  of  mas- 
toidectomy. If  a child  has  toxic  symptoms, 
marked  dehydration  and  fever,  and  in  addition 
localizing  symptoms,  such  as  tenderness,  edema, 
and  sagging  of  the  upper  posterior  quadrant  of 
the  auditory  canal,  the  diagnosis  of  mastoiditis 
is  warranted  and  operation  indicated.  There  is 
no  dispute  upon  that  point.  I saw  Dr.  Arbuekle 
at  the  same  meeting  and  asked  him  about  Mar- 
riott’s theory.  He  laid  great  stress  upon  the  im- 
portance of  the  statement  just  made. 

It  is  sometimes  difficult  to  determine  whether 
or  not  there  is  any  sagging  of  the  upper  pos- 
terior quadrant  of  the  auditory  canal,  and  in 
certain  cases  there  is  marked  anhydremia  the 
cause  of  which  we  are  unable  to  ascertain.  In 
such  cases  I believe  we  should  call  an  otologist 
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in  consultation.  I do  not  claim  to  be  an  expert 
in  the  diagnosis  of  ear  diseases,  and  am  not 
always  able  to  diagnose  mastoiditis  on  the  basis 
of  a discharge  from  the  middle  ear  alone.  How- 
ever that  is  a very  important  sign  in  arriving 
at  the  diagnosis  of  mastoiditis  when  other  sym- 
toms  Dr.  Wolfe  has  mentioned  are  also  pres- 
ent. 

Claude  T.  Wolfe  (in  closing)  : Two  or  three 

of  the  points  I intended  to  mention  in  closing 
the  discussion  have  been  fully  covered  by  the 
previous  speakers.  Dr.  Dabney  spoke  of  general 
anesthesia  for  myringotomy.  It  is  very  seldom 
that  I have  to  disagree  with  anything  he  says, 
and  I have  the  highest  regard  for  his  opinion. 
He  has  helped  me  in  so  many  instances  that  I 
certainly  like  to  have  him  in  consultation.  Anes- 
thesia of  the  drum  membrane  can  be  readily  ac- 
complished by  local  applications.  For  example, 
I anesthetized  the  drum  membrane  of  a twelve 
year  old  boy  today  with  local  application  of  equal 
parts  of  carbolic  acid,  menthol  and  cocaine  and 
successfully  performed  myringotomy.  Carbolic 
acid  with  menthol  as  a vehicle  seems  to  serve,  to 
a certain  extent,  to  dehydrate  the  inflamed  tis- 
sues and  relieve  pain.  I do  not  know  what  ef- 
fect it  would  have  on  the  drum  membrane  if 
used  without  cocaine.  However,  I know  we  do 
not  get  the  proper  anesthetic  effect  unless  co- 
caine is  added  to  the  solution.  The  menthol 
keeps  the  carbolic  acid  in  suspension.  The  boy 
just  mentioned  appeared  with  a bulging  drum 
membrane  which  was  decidedly  inflamed.  We 
have  been  told  that  a local  anesthetic  has  no 
effect  on  inflamed  mucous  membrane.  In  this 
case  I saturated  a pledget  of  cotton  with  the  an- 
esthetic solution  and  with  an  applicator  kept 
this  in  contact  with  the  drum  membrane  for  a 
few  minutes.  Fearing  anesthesia  might  not  be 
complete,  a second  application  was  made  in  a 
similar  way.  Myringotomy  was  then  performed 
without  the  least  pain  or  discomfort  to  the  pa- 
tient. In  children  of  a year  or  less  I do  not  be- 
lieve any  anesthetic  is  required.  In  children  of 
that  age  I believe  there  is  more  danger  in  per- 
forming myringotomy  with  an  anesthetic  than 
without  it.  The  child  will  cry  and  struggle  just 
the  same  whether  a local  anesthetic  is  used  or 
not. 

As  to  examination  of  the  drum  membrane:  I 
do  not  believe  I am  an  exception  to  the  rule, 
but  I have  very  little  difficulty  in  examining  the 
drum  membrane  in  children.  If  the  child  is  diffi- 
cult to  control,  I simply  wrap  a sheet  around  the 
upper  part  of  the  body  and  the  head  can  be  easily 
held  by  the  nurse  or  the  mother.  Even  if  the 
canal  is  small  I can  obtain  a clear  view  of  the 
drum  membrane  by  using  the  electric  otoscope. 
This  sometimes  exaggerates  the  appearance  of 
the  drum  membrane  to  such  as  extent  as  to  at 
first  to  be  misleading,  but  after  the  instrument 
has  been  used  for  some  time  one  becomes  ac- 


customed to  the  exaggeration  and  can  make  an 
accurate  estimate  of  cue  condition  present.  I 
do  not  see  why  tne  otologist  should  have  any 
difficulty  in  examining  tne  drum  membrane  m 
children.  If  an  error  is  made  it  should  be  in 
opening  the  drum  membrane  rather  than  not 
doing  so.  There  are  certain  well  marked  clin- 
ical signs  that  snow  any  departure  from  tne  nor- 
mal of  the  drum  membrane,  and  r do  not  sec 
why  we  should  make  the  mistake  of  allowing  the 
drum  to  rupture  spontaneously.  When  tne  drum 
membrane  is  normal,  tnere  are  equally  charac- 
teristic signs.  If  there  is  evidence  of  innam- 
mation,  bulging,  etc.,  with  other  symptoms,  tne 
picture  is  also  characteristic.  In  my  opinion 
there  is  very  little  chance  of  making  a mistake 
between  a normal  and  pathological  drum  mem- 
brane. In  the  presence  of  patnoiogy  a iiee  in- 
cision of  the  drum  should  be  made,  not  merely 
a puncture.  The  results  justify  the  procedure 
and  a free  opening  should  aiways  be  made. 

As  to  the  occurrence  of  pain:  I believe  that 
not  only  in  children  but  also  in  adults  we  are  in- 
clined to  look  upon  pain  as  the  primary  symp- 
tom. I have  seen  many  cases  where  pain  was  tne 
deciding  factor  in  recommending  operative  inter- 
vention. On  the  other  hand,  I have  seen  acute 
mastoiditis  in  children  where  the  patient  com- 
plained of  no  pain  at  any  time.  Some  children 
never  complain  of  anything,  but  they  are  the 
exceptions  to  the  rule.  Just  as  I tried  to  em 
phasize  in  the  paper,  there  is  no  single  symptom 
that  we  can  depend  upon  as  pathognomonic  of 
mastoid  infection,  we  must  consider  the  symp- 
toms in  their  entirety  in  arriving  at  a diagnosis. 

Consequences  of  Excessive  Leukocytosis. — 

Guieysse-Pellissier  emphasizes  that  in  acute  or 
chronic  inflammations  death  can  frequently  be 
ascribed  to  excessive  leukocytosis.  Dogs  were 
exposed  in  inhalations  of  arsin.  Necropsy  re- 
vealed only  a few  histologic  lesions  in  the  lungs. 
Nevertheess  the  lungs  were  filled  with  pus.  Arsin 
causes  a rapid  afflux  of  leukocytes;  their  num- 
ber is  too  great  for  the  space  in  which  they  are 
contained.  They  are  unable  to  obtain  sufficient 
nutriment  and  die.  Staphylococcci  and  strepto- 
cocci sometimes  provoke  an  afflux  of  leukocytes 
exceeding  that  required  for  the  defense  of  the 
organism.  A large  number  of  leukocytes  is  usual 
in  certain  persons  of  lymphatic  constitution.  At- 
tempts should  be  made  to  discover  measures  for 
the  regulation  of  leukocytosis  in  infectious  dis- 
eases, as  well  as  for  the  prevention  of  hyper- 
trophy of  the  lymphoid  organs. 
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COMPENSATION  PRACTICE.* 

By  S.  B.  Snyder,  Hazard.  , 

Industrial  and  contract  practice  is  a spec- 
ialty within  itself,  especially  when  applied  to 
mine  practice  and  one  of  its  demoralizing-  in- 
fluences is  the  falling  into  loose  habits  or  the 
rut:  as  you  might  say  of  diagnosis  and  treat- 
ment of  diseases. 

The  habit  is  so  prevalent  of  hailing  the  com- 
pany doctor  for  everything,  both  real  and  im- 
aginary, that  the  corresponding  habit  of  hand- 
ing out  a few  pills  or  tablets  is  soon  formed. 
Ninety-nine  out  of  every  hundred  strotlg 
working  men,  when  seen  by  the  company  doc- 
tor that  have  headache,  malaise,  loss  of  appe- 
tite,. etc.,  which  a rather  brisk  cathartic 
promptly  and  properly  relieves  l>u1  the  pin; 
may  have  beginning  serious  pathological  con- 
ditions that  deserve  the  must  careful  and 
painstaking  examination. 

Until  19 1 G,  all  accidents  were  treated  as. 
medical  cases,  without  extra  compensation, 
unless  by  special  arrangement  in  extraordin 
ary  conditions.  In  that  year  the  Workman’s 
Compensation  Law  went  into  effect.  The 
main  purpose  of  that  law  was  to  prevent  in. 

. dustrial  casualties  and  their  dependents  from 
becoming  public  charges.  This  compensation 
is  an  absolute  gift  to  the  injured  Workman, 
or  his  dependents,  for  he  has  paid  nothing 
for  these  benefits. 

This  law  also  provides  free  medical  and  hos- 
pital service  for  the  injured,  within  the  limits 
of  $200,  for  hospital  and  $100  non-hospital 
service. 

By  far  the  most  difficult  and  the  most  un- 
satisfactory feature  of  compensation  pratF 
1 ice  is  the  adjustment  of  claims.  Though  not 
contemplated  by  the  law,  in  practice  the  at- 
tending physician  has  become  the  referee  in 
most  of  the  contested  cases  of  compensation. 
The  plaintiff  and  defendant,  the  insuring 
company  as  well  as  the  '‘compensation  board 
itself  depends  almost  altogether  on  the  testi- 
mony of  the  attending  physician. 

This  is  a very  grave  and  important,  respon- 
sibility thrust  upon  the  consulting  physician. 
To' hold  the  scales  of  justice  absolutely  everif/ 
with  the  injured  or  his  family  on  one  side, 
and  the  plethoric  insuring  company,  from 
whom  the  physician  collects  his  fee,  on  the 
other,  requires  the  most  sterling  honesty,  the 
most  unquestioned  ability  and'  the.  .strongest' 
courage  of  conviction. 

The  law  sets  out  specific  damage,  for  specif- 
ic injuries;  thus  loss  of  a finger  or  part  of  a 
finger,  hand,  arm,  eye,  toe  or  part  of  a toe, 
foot  or  leg  is  settled  by  a stated  snm,  but  the 
great  difficulty  is  in  estimating  the  percent 
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of  damage  where  ho  loss  of  parts  occur  thus 
a fracture  with  shortening,  a joint  slightly 
ankylo.M-d.  an  unsightly  sear,  but  worst  of  all 
injury  to  tlie  back  without  bony  involvement' 
t base  require  the  wisdom  of  the  serpent,  the 
innocencp  or  the  dove,  the  conrage  of  the  lion 
to  arrive  at  a just  percentage  of  the  damage. 
This  is  the  class  of  cases  that  may  deceive  tlie' 
very  elect,  the  fertile  field  of  the  faker  and 
malinger.  A man  may  limp  and  afreet  pain 
a broken  limb  for  a year  lliough  no  displace- 
ment or  shortening  0r  other  evidence  of  in- 
jury  remain.  A man  may  have  pain  or  alleged 
pain  in  the  muscles  of  the  back,  as  lumbago 
or  rheumatism,  for  years  and  claim  an  injury, 
that  no  x ray  nor  diseriminating  d iamm-is 

i an  confirm  or  disprove. 

1 n >m  rainh  arft  l<>  aiaani 

THE  USE  OF  1SOTOX1U  SOLUTIONS 
Uni;  XASAL  ADMINISTRATION.* 

By  J.  E.  Rrsn,  Lexington. 

From  time  to  time  a small  percentage  of 
the  students  treated  for  nasal  conditions,  in 
tlie  dispensary  of  the  University  of  Keiitueky, 
have  stated  that,  while  the  adrenalin  or,  cocaine 
used  for  the  primary  shrinkage  relieved  them 
greatly,  much  irritation  was  experienced  when 
the  usual  antiseptics  were  subsequently  ap- 
pligdj^.qBecaiP^.jP^j.thc  fact  that  the  dispen 
sary  is  freely  used  by  your  large  student  body 
and  that  those  with  " colds  * (with  out  wry 
few  exceptions)  use  the  dispensary  of  the  fiyst 
appearance  pf  .symptoms, it  was felt  that,  this 
m^ttey^  warranted  in  vestigMipn^^OO.  jl 
; bought  that  its  solution  might  he  inteiv  ,t  me 
io  other-,  who  did  not  have  such  a large  group 
to  make  observations  upon. 

We  had  been  using  argyrol  following  the 
eocaine  administ  ration  hut  it  was  determined 
in  substitute  solargentum  for  it  and  later  still 
the  solargentum  was  replaced,  by  silver  mide- 
inate.  [The  same  observations  v;ere  made, 
namely,  that  certain  students  experience,!  dis- 
comfort following  administration  of  the  sil- 
ver salt. 

It  va.>  thought  that  a decrease  in  the  con- 
centration of  the  antiseptics  used  might  help 
toward,  a ^pl.utipn  of  the  p.rpjilem,  but  it  was 
fount!  that  changing  the  concentration  of  ihe 
silver  salts  (whether  argyrol,  sohulgentum  or 
silver  nucleinate  ) from  ID',  to  5 '/  and  later 
even  to.2‘$  did  not  eliminate  t,ho  suggestions 
from  some  students  as  given  above. 

J;uVt  ahopt  t)ii,s.  time  the  wrifey  developed 
an  acute  rhinitis  which  later  became  chronic 
and  was  complicated  by  a sinusitis.  The  same 
treatment  was  used  • namely,  shrinking  .the  tis- 
sue ;.  jfolhnvbd  by.ope  of  the  antiseptic?  above, 
named,  with  t|ie,  result  that  the, .shrinking  ai’-, 
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fonled .great  relief  but  fbe  gj  m i p is  t r a ti Q.ft  o f 
argyraj,  ^argent,  u,m  or  silver  nuclei, pate,  in 
addition  to  being,  quite,  irritating.  t>eomqd  to 
cause  a return  of  the  original  anatomical  con 
dit ion.  The  tissues  seemed  to  become  en- 
gorged and  t,u,rgid  following  the  aduiini.-jtra- 
tion  of  the  silver  salt  ami  the  discomfort,  came 
mu  so  rapidly  that  it  was  thought  that.it  .ip ust 
be  due  to  the  troamont.  It  was  present  irres- 
pective of  the  silver  salt  used ;(on<. its  eonwn- 

tration  iwilhin  the  limits  specified  above.] 

it  peeurred  to  tlie  writer  that,  the  qom.lition 
was  probably,  due  to,  the  , use  of  hy  po  ton  iu  yo 
lution  which  following  the  .shrinking  due  to 
the  cocaine  might,  because  of  psinobs,,, pro- 
duce the  effect  experienced,  It  was  deter- 
mined to, .substitute  physiological, saline  solu- 
tion for  the  distilled  water,  used  in  making  up 
these  preparations,.  The  osmotic  pressure  qs 
erted  by  the  organic  silver  salts  themselves 
was  thought  to  be  negligible  and  the  physical 
, effect  of  their  addition  ho  phj-sjological  salim ■ 
was  not  taken  into  consideration.  It  wjs  reas- 
oned that  if  a hypertonic  solution  did  result 
from  their  addition  its  administration  prob- 
ably would  be  therapeutically  sound,,,,  M,. 

It  was  neeessary  to  determine  if  there  wquld 
be  a,  precipitation  of  jfhc  silver  organic  salts 
on  the  addition  of  this  quantity  of  , sodium 
chloride!..  Testing  all  concentrations  of  the  an 
tisepties  used  it  was  found  that  no  prepipi 
tate  resulted, eyen  though  the  solutions  were 
kept  for  several  days. 

The  subsequent  use  of  isotonic  solutions-, of 
apgyrol,  splargentum  and  silver  nncleiuate 
even  in  those  whom  \ye  had  oorne  to  know  bad 
rather  sensitive  nasal  mucous  membranes  was 
very,  gratifying,,  Several  chronic  cases  spon- 
taneously remarked  on  the  fact  that  these  solu- 
tions were  less  irritating  and  in  instances 
where  applications  of  the  isotonic  and  hypo- 
tonic solutions  of  equal  , concentrations  of , the 
same  anl iseptic  were  made  to  the, two  nostrils 
of  a. given  individual,  report  that-  the  hypo- 
tonic solution  was  distinctly  more  irritating 
occurred  in  every  case. 

a J lv/  b.oubnl  / 1 1 1 -i  rt  f | 1o  y,  it  SI  f.ii  A Tf*>  ■ > iod* fiU 

Treatment  of  General  Peritonitis  OifjLgiflfttjnig 
in  the  Appendix. — Regehka  reviews  the  results 
of  treatment  of  late  cases  of  general  peritonitis 
of  appendipitic  origin  , in  the  GrettsyralJ  univer- 
sity (Jinic  since  1903..;  Of  ,sipcfy-fiy^  patients 
brought  in  on  the  fourth  day,  or  later,  fifty  were 
operated  on,  with  a mortality  of  9?  per  cent; 
fifteen  were  treated  conservatively,  with  a mor- 
tality, of  53  per  cent.  Of  patients  brought  in  on 
the  third  day,  the  mortality  was  more  nearly 
equal,  48  and  50  per  cent,  respectively,  for  those 
gjyeq  surgical  treatment  and  those  given  con- 
servative treatment.  In  all  cases,  so  far  as 
.(jcqild  be,  judged,  thq  process  had  extended  oyer 
the  entire  abdominal  cavity. 


,GOLON IC  MALIGNANCY:  ANASTOMOS- 
IS /OF  COLON  TO  S1GMOI1  )0-RE CT AL 
b JUNCTION:  CASE  REPORT.* 

By  E.  S.  AiJ/EN,  M.  D.,  Louisville. 

The  following  case  is  of  some  interest,  and 
Will  be  reported  briefly,  as  1 am  not  on  the. 
program.  The  patient  has  kindly  consented 
'to  Colne  here  tonight  but  could  not  do  so  later 
tlk  he  will  be  out  of  the  city. 

Mr.  11.,  aged  fifty  years  had,  as  he  stated, 
“stomach  trouble “ for  five  or  six  mouths 
with  l’ather  persistent  obstipation  which  cul- 
minated in  complete  obstruction. 

Before  I saw  him  he  had  been  examined  by 
Dr.  R,  Hayes  Davis,  roentgenograms  had  been 
made  before  and  after  a bismuth  meal,  and 
also  after  bismuth  enema.  The  diagnosis  of 
complete  obstruction  was  made.  Both  before 
and  after  these  examinations  there  was  exten- 
sive abdominal  distension. 

An  interesting  feature  is  that  there  existed 
a ’Communication  between  the  urinary  tract 
and  the  bowel,  and  the  patient  was  passing 
gas  and  feces  from  his  urinary  bladder  at  the 
time  I first  saw  him.  , 

Details  concerning  the  family  history  and 
previous  personal  history  are  omitted,  and  I 
Will  exhibit  the  roentgen-ray  films  to  which 
reference  has  already  been  made.  The  pic- 
ture taken  after  the  bismuth  meal  and  bis- 
muth enema  clearly  shows  the ‘completely  ob- 
structed area. 

When  I first  saw  this  patient  he  was  very 
weak,  cachectic,  his  abdomen  was  enormously 
distended,  and  he  had  lost  about  fifty  pounds 
in  weight. 

Operation.  December  16th,  1925,  disclosed 
an  indurated  mass  with  thick  walls  and  about 
four  inches  in  length  in  the  left  side  at  the 
junction  of  the  sigmoid  and  colon.  The  man 
was  in  a desperate  condition  and  the  surgical 
work  had  to  be  Completed  rapidly.  Instead 
of  doing  a colostomy  we  made  an  anastomosis 
of  the  Colon  to  the  sigmoido-rectal  junction. 
A tube  was-  passed  into  the  colon  through  rec- 
tum and  fixed  with  buried  stitch  while  he  was 
on  the  operating  table  and  gas  passed  freely. 
A tremendous  amount  of  fecal  material  was  la- 
ter discharged. 

The  patient  made  an  uninterrupted  recov- 
ery from  the  operation  and  has  since  gained 
forty  pounds  in  weight. 

DISCUSSIONS. 

J.  Garland  Sherrill:  Dr.  Allen  has  shown  US 

a remarkable  piece  of  surgery.  Not  infrequent- 
ly there  suddenly  develops  complete  stasis  of 
the  fecal  flow  due  to  malignancy,  particularly 
in  the  region  described,  and  malignancy  in  that 


* Patient  and  fberitgenograms  exhibted  before  the  Jefferson 
County  Medical  Society, 
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situation  under  certain  conditions  is  especially 
difficult  to  handle.  An  effort  to  perform  a com- 
plete radical  operation  is  likely  to  result  fatally. 
An  effort  to  make  a colostomy  with  the  hope  of 
subsequenty  relieving  the  patient  by  either  clos- 
ure of  the  opening  or  radical  operation,  requires 
the  co-operation  of  the  patient,  and  the  patient 
often  fails  to  co-operate  with  the  surgeon.  It 
was  fortunate  that  the  situation  of  the  growth 
was  such  that  Dr.  Allen  could  make  an  anasto- 
mosis between  the  colon  proximal  to  the  obstruc- 
tion and  the  sigmoid  distal  thereto.  Granting 
that  he  only  temporarily  relieves  the  patient 
from  the  distension,  discomfort  and  pain,  he  has 
certainly  accomplished  something  worth  while  in 
the  handling  of  this  case.  Even  if  condition  de- 
velop precluding  the  hope  of  permanent  cure,  the 
patient  is  in  better  condition  for  radical  colec- 
tomy than  before  Dr.  Allen  operated  upon  him. 
I think  he  is  in  better  condition  than  if  a colos- 
tomy had  been  performed,  which  entails  constant 
soiling  of  the  abdomen  with  feces,  frequent 
change  of  dressings,  etc.  It  sometimes  happens 
in  apparently  inoperable  malignancy  of  the  stom- 
ach or  intestine  that  after  the  simple  sidetrack- 
ing operation  improvement  of  the  patient  is  so 
marked  that  we  are  inclined  to  doubt  the  diag- 
nosis. 

The  procedure  adopted  by  Dr.  Allen  in  this 
case  is  well  worthy  of  consideration  whenever 
conditions  of  this  kind  are  met. 

George  L.  Pope:  The  patient  exhibited  by 

Dr.  Allen  had  been  under  the  care  of  many  phy- 
sicians and  surgeons  in  Louisville  and  elsewhere 
before  he  finally  came  under  my  observation. 
When  I saw  him  his  colon  was  distended  to  enor- 
mous size  reaching  to  within  three  inches  of  the 
lower  end  of  the  ^ectum  and  was  in  a state  of 
consolidation.  It  was  impossible  "to  get  any- 
thing in  or  out  of  him.”  However,  after  re- 
peated use  of  the  colon  tube  we  succeeded  in  get- 
ting the  intestine  sufficiently  clear  to  ascertain 
what  or  where  the  obstruction  was.  The  pa- 
tient was  then  referred  to  Dr.  R.  Hayes  Davis 
who  gave  him  bismuth  by  mouth  and  by  enema 
and  the  site  of  obstruction  definitely  located. 
Dr.  Allen  was  then  called  and  operation  was  per- 
formed as  he  has  told  you.  After  the  operation, 
and  after  relief  of  the  pressure,  gas  and  feces 
were  expelled  and  the  man  began  almost  Immed- 
iately to  improve  in  various  ways.  His  appetite 
soon  became  normal,  he  had  regular  fecal  evac- 
uations, and  within  three  or  four  weeks  he  had 
gained  twenty  pounds  in  weight. 

There  is  some  question  in  my  mind  whether 
the  growth  obstructing  the  colon  in  this  case  is 
malignant.  The  patient  has  steadily  improved 
since  the  operation.  Dr.  Allen  deserves  great 
credit  for  the  excellent  surgical  work  in  this 
case. 

Four  weeks  after  the  operation  I had  Dr. 
Davis  to  make  final  x-ray  pictures,  which 


showed:  colon  returned  to  normal  size,  growth 
very  much  diminished  in  size,  fistulas  dried  up, 
urine  returned  to  normal,  bladder  symptoms  dis- 
appeared. ■*!  r 

E.  S.  Allen  (in  closing)  : I did  not  recite  this 
man’s  previous  history  in  detail,  as  stated  in 
my  report,  because  of  the  lack  of  time  and  not 
being  on  the  program.  The  main  point  I wished 
to  make  was  that  where  it  is  feasible  and  where 
there  is  sufficient  bowel  below  the  point  of  ob- 
struction it  is  preferable  to  anastomose  the  col- 
on to  the  lower  sigmoidal  or  upper  rectal  seg- 
ment than  to  perform  colostomy  which  entails 
the  disagreeable  feature  of  constant  soiling 
from  the  intestinal  discharges,  frequent  change 
of  dressings,  etc. 

I have  had  four  cases  of  this  type.  In  one 
recently  observed  there  was  not  sufficient 
healthy  bowel  below  the  obstructing  growth  to 
permit  anastomosis  and  colostomy  became  neces- 
sary. However,  the  patient  appears  to  be  do- 
ing just  as  well.  The  artificial  opening  func- 
tions perfectly,  but  there  still  remains  the  dis- 
agreeable features  mentioned,  constant  soiling 
and  change  of  dressings,  which  is  avoided  when 
anastomosis  is  made. 

The  patient  exhibited  tonight  is  a business 
man  and  goes  to  his  office  every  day.  I am  sure 
he  would  not  have  been  satisfied  with  colos- 
tomy. From  a psychic  standpoint  at  least  it 
would  have  been  very  distressing  to  him.  So 
far  as  he  knows  he  is  perfectly  well. 

As  to  the  question  of  malignancy  in  this  case: 
From  the  evidence  afforded  by  palpation  and 
the  clinical  symptoms  we  believe  the  neoplasm 
must  be  malignant,  but  I am  not  positive  about 
this  because  we  did  not  obtain  a section.  The 
marked  improvement  which  has  occured  would 
lead  one  to  suspect  the  tumor  was  not  malig- 
nant. 

In  one  case  of  massive  carcinoma  of  the  rec- 
tum and  sigmoid,  so  proved  by  section,  colostomy 
was  performed  and  radiation  therapy  later  ap- 
plied. That  was  two  years  ago  and  the  patient 
is  still  living. 


Pathologic  Anatomy  of  Nephritis  Induced  with 
Uranium. — A series  of  rabbits  were  injected  with 
uranium.  They  developed  acute  or  chronic  ne- 
phritis without  edema.  Another  series  were  giv- 
en a sodium  salt  during  the  injections.  Nephritis 
with  edema  occurred.  Examination  of  the  kid- 
neys showed  lesions  of  the  epithelium  in  Henle’s 
loops,  especially  in  the  ascending  branches.  New- 
ly formed  connective  tissue  was  found  in  the  kid- 
neys of  animals  exposed  to  prolonged  uranium 
poisoning.  Various  anatomicopathologic  forms 
of  nephritis  could  thus  be  induced,  comparable 
to  a certain  extent  to  those  in  man.  The  exper- 
iments also  showed  that  renal  lesion  is  a neces- 
sary factor,  but  not  the  only  one  in  the  develop- 
ment of  edema. 
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WOMAN’S  AUXILIARY  NOTES 


NOTES  FROM  FIFTH  ANNUAL  MEETING 
WOMAN’S/ AUXILIARY,  AMERICAN  MEDI- 
CAL ASSOCIATION 

I . . 

Beginning  with  registration  at  the  Woman’s 
Auxiliary  booth  at  headquarters  in  the  lobby  of 
the  Washington  Auditorium,  early  Monday  morn- 
ing, May  16,  the  members  and  guests  of  the  as- 
sociation enjoyed  a merry  and  a busy  stay  in  the 
Capitol  City  during  the  Fifth  Annual  Conven- 
tion of  the  Woman’s  Auxiliary  of  the  American 
Medical  Association. 

There  were  so  many  old  friends  to  greet,  so 
many  interesting  things  to  see  and  so  many  par- 
ties and  functions  to  attend.  No  one  mortal 
could  hope  to  do  it  all. 

Among  the  Kentucky  members  present  were: 
Mrs.  V.  A.  Stilley,  Benton;  Mrs.  M.  F.  Davis, 
Mayslick;  Mrs.  C.  E.  Kidd,  Paducah.  Also  Mrs. 
Irvin  Abell,  Mrs.  I.  A.  Arnold,  Mrs.  M.  C.  Baker, 
Mrs.  Albert  Bass,  Mrs.  H.  A.  Davidson  and  Mrs. 
A.  T.  McCormack  from  Louisville. 

Mrs.  W.  P.  Steenkamp,  who  has  been  living  in 
Louisville  for  the  past  four  years  attended  the 
conference  while  en  route  to  her  home  in  Cape- 
town, South  Africa. 


Kentucky  was  again  honored  in  the  election  of 
national  officers  when  Mrs.  Irvin  Abell  was  re- 
elected Treasurer.  Following  is  the  roster  of 
officers  for  the  ensuing  year: 

President — Mrs.  John  O.  McReynolds,  Texas. 

President-elect — Mrs.  Allen  H Bunce,  Georgia. 

1st  Vice-Pres. — Mrs.  Geo.  H.  Hoxie,  Missouri. 

2nd.  Vice-Pres. — Mrs.  Thos.  A.  Groover, 
Washington,  D.  C. 

3rd.  Vice-Pres. — Mrs.  J.  T.  Christison,  Minne- 
sota. 

4th.  Vice-Pres. — Mrs.  D.  W.  Parker,  New 
Hampshire. 

Secretary — Mrs.  E.  R.  DePew,  Texas. 

Treasurer — Mrs.  Irvin  Abell,  Kentucky. 

Parliamentarian — Mrs.  Willard  Bartlett,  Mis- 
souri. 


Wreaths  of  remembrance  were  placed  on  the 
statues,  busts  and  portraits  of  noted  physicians 
in  Washington  parks  and  institutions  by  officers 
of  the  American  Medical  Association.  In  this 
memorial  service  the  women  were  invited  to  par- 
ticipate. Kentuckians  will  be  particularly  in- 
terested to  note  that  among  others  the  list  in- 
cluded: 

Samuel  Gross,  Professor  of  Surgery,  Univer- 
sity of  Louisville,  1840;  Jefferson  Medical  Col- 
lege, Philadelphia,  1856-82;  author  of  important 
surgical  works.  In  the  Mall,  near  the  Army  Med- 
ical Museum. 

Crawford  W.  Long,  physician  in  Georgia;  first 
to  use  sulphuric  ether  in  operations  (1842).  In 


the  rotunda  of  the  capitol. 

William  Crawford  Gorgas,  Surgeon-general  of 
the  Army,  1914-18;  Commissioner  of  the  Panama 
Canal  Zone  and  Chief  Sanitary  Officer  during  the 
construction  of  the  Panama  Canal.  At  the  Army 
Medical  Museum. 

Walter  Reed,  1851-1902.  American  Bacteriol- 
ogist; discoverer  of  transmission  of  yellow  fever 
by  mosquito;  Major,  Medical  Corps,  United 
States  Army.  At  the  Army  Medical  Museum. 

This  was  followed  by  a pilgrimage  to  Mt.  Ver- 
non where  Dr.  Wendell  C.  Phillips,  president  of 
the  American  Medical  Association  placed  a 
wreath  on  the  sarcophagus  of  General  George 
Washington  and  Mrs.  F.  P.  Gengenback,  presi- 
dent of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  placed  a wreath  on  the  sar- 
cophagus of  Martha  Washington. 

The  paid  up  membership  of  the  Woman’s  Aux- 
iliary, American  Medical  Association  was  6250, 
May  16,  1927.  Kentucky  claims  193  of  this 
number.  Texas  and  Pennsylvania  have  over  1000 
members  each.  New  Hampshire  has  100  per  cent 
county  organization.  How  splendid  it  would  be 
if  Kentucky  could  claim  100  per  cent  organiza- 
tion! Let  us  all  work  for  100  per  cent  member- 
ship in  our  own  State. 


Words  of  praise  from  all  sections  were  ac- 
corded the  report  of  the  year’s  work  from  Ken- 
tucky as  presented  by  Mrs.  V.  A.  Stilley.  Spec- 
ial commendation  was  given  the  Woman’s  Aux- 
iliary Number,  Kentucky  Medical  Journal,  which 
many  of  the  women  of  other  states  asserted 
proves  most  helpful  in  furthering  their  own  work 
of  organization.  Also,  the  timely  emergency  re- 
lief work  of  the  Benton  County  Auxiliary  for  the 
Mississippi  Valley  flood  sufferers  and  the  State- 
wide project  of  collecting  medical  historical  data 
were  commended. 


One  of  the  unusual  privileges  of  the  members 
of  the  American  Medical  Association  and  their 
wives  was  the  opportunity  of  inspecting  the  Pres- 
ident’s yacht,  U.  S.  S.  Mayflower  and  the  Hos- 
pital Ship,  U.  S.  S.  Relief,  at  the  Navy  Yard 
Wharf. 


The  delightful  harmony  and  close  cooperation 
of  the  Woman’s  Auxiliary,  District  of  Columbia 
Medical  Society  and  the  National  Society,  Daugh- 
ters of  the  American  Revolution  was  charmingly 
demonstrated  in  the  brilliant  program  and  recep- 
tion given  at  Memorial  Continental  Hall,  Wed- 
nesday evening,  May  18.  Many  of  the  wives  of 
physicians  who  have  held  office  in  the  older  or- 
ganization of  the  Daughters  of  the  American 
Revolution  throughout  the  country,  and  many 
more  who  were  born  Daughters  of  the  American 
Revolution  but  as  yet  have  not  filed  application 
for  membership,  are  now  lending  their  aid  in 
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furthering  the  growth  of  this  newer  organiza- 
tion, the  Woman’s  Auxiliary  to  the  American 
Medical  Association. 

MRS.  A.  T.  McCORMACK,  Delegate. 


Responses  from  the  Presidents  of  the  County 
Auxiliaries  indicate  that  interest  in  Hygeia  is  in- 
creasing 

Mrs.  George  T.  Fuller,  President  of  the  Graves 
County  Auxiliary,  announces  that  she  has  ap- 
pointed, as  chairman  for  Hygeia  circulation,  the 
following: 

Mrs.  Stanley  Mullins,  Wingo,  for  the  County 
of  Graves. 

Mrs.  Frye,  Superintendent  Mayfield  Hospital, 
for  the  City  of  Mayfield. 


MEMERSHIP 

Have  you  mailed  the  return  postal  sent  you 
with  Mrs.  Robert  L.  Woodard’s  letter  dated  April 
15?  If  not,  please  answer  the  questions  con- 
tained thereon  and  mail  it  today. 

From  these  returns,  the  State  Auxiliary  will 
complete  its  mailing  list  and  we  want  to  include 
you  as  one  of  the  women  of  the  profession  in 
Kentucky  whether  you  are  a member  of  the  Aux- 
iliary, or  not. 


Is  there  a copy  of  the  current  issue  of  Hygeia 
on  your  Doctor’s  desk? 


BOOK  REVIEW 


HEALTH  SUPERVISION  AND  MEDICAL 
INSPECTION  OF  SCHOOLS,  by  Thomas  D. 
Wood,  M.  D.,  College  Physician,  Adviser  in 
Health  Education,  and  Professor  of  Physical  Ed- 
ucation, Teachers  College,  Columbia  University, 
and  Hugh  G.  Rowell,  M.  D.,  Physician  to  the 
Horace  Mann  Schools,  Lecturer  and  Assistant 
Physician,  Teachers  College,  Columbia  Univer- 
sity. Octavo  of  637  pages,  with  243  illustra- 
tions. Philadelphia  and  London:  W.  B.  Saund- 
ers Company,  1927.  Cloth,  $7.50  net. 

This  book  is  comprehensive  and  thoroughly 
practical.  It  is  based  on  what  the  authors  be- 
lieve to  be  the  eight  fundamental  aims  of  health 
supervision  in  schools.  These  fundamentals  are: 

1.  To  understand  the  school  child  thoroughly 
and  to  help  him  to  realize  the  best  health  and 
development  of  which  he  is  capable. 

2.  To  protect  the  pupil  against  contracting 
disease  from  another  child  and  to  prevent  his 
conveying  disease  to  another. 

3.  To  discover  and  to  call  to  the  parents’  at- 
tention any  existing  defects,  more  especially 
those  of  a remediable  nature,  and  to  assist  the 
parents  in  providing  suitable  treatment. 

4.  To  enlist  the  co-operation  of  all  existing 
agencies  for  the  correction  of  defects  of  school 
children  and  of  teachers. 


5.  To  provide  special  optimum  conditions  for 
certain  handicapped  children  and  to  furnish  sat- 
isfactory supervision  for  them. 

6.  To  provide  suitable  and  healthful  sur- 
roundings and  conditions  for  the  child  in  school. 

7.  To  instruct  the  pupil  how  to  lead  a life 
of  health  and  if  defective,  to  instruct  him  how 
to  overcome,  as  far  as  possible,  the  handicap  of 
his  infirmity. 

8.  To  furnish  technical  information  and 
guidance  for  all  those  who  contribute  in  any  way 
to  school  health  service. 

The  carrying  out  of  these  eight  aims  implies  a 
discussion  of  both  physical  and  the  mental  health 
of  pupils,  together  with  all  necessary  proced- 
ures to  determine  whether  or  not  the  child  is 
healthy.  For  the  physician  this  means  diagnosis; 
for  the  teacher  it  means  “health  diagnosis,”  and 
for  the  nurse  it  means  an  intermediate  plane  of 
duties — more  advanced  than  that  of  the  teacher 
but  working  with  both  physician  and  teacher  in 
attaining  the  desired  results. 

Methods  of  examination  are  discussed.  Var- 
ious standards  and  responsibilities  of  schools 
and  of  school  authorities  in  their  relations  to  the 
health  of  pupils  are  presented.  Emphasis  is 
given  to  the  performance  of  the  procedures  in 
the  school  and  their  relation  to  pupils,  homes, 
health  authorities  and  the  community  itself. 
Naturally,  the  health  of  the  teachers  is  also  in- 
cluded, especially  the  examination,  supervision 
and  health  care  of  this  important  group. 


A TEXT-BOOK  OF  MEDICINE.  By  130 
American  Authors.  Edited  by  Russell  L.  Cecil, 
M.  D.,  Assistant  Professor  of  Clinical  Medicine, 
Cornell  University,  Medical  School,  New  York. 
Octavo  of  1500  pages,  illustrated.  Philadelphia 
and  London:  W.  B.  Saunders  Company,  1927. 
Cloth,  $9.00  net. 

This  work  gives  practitioners  and  students  the 
unusual  benefits  to  be  derived  from  a study  of 
the  experience  of  some  130  specialists. 

Most  of  the  contributors  are  teachers  of  medi- 
cine in  medical  schools,  and,  therefore,  their  pre- 
sentations of  the  subjects  which  they  discuss  are, 
naturally,  characterized  by  clearness,  definite- 
ness, and  thoroughness,  with  particular  stress  on 
application. 

The  arrangement  of  the  book,  too,  is  extreme- 
ly practical,  giving  emphasis  to  those  diseases 
and  conditions  with  which  the  general  practi- 
tioner comes  most  frequently  in  contact. 


A TEXTBOOK  OF  CLINICAL  NEUROLOGY. 
By  Israel  S.  Wechsler,  M.  D.,  Assistant  Professor 
of  Clinical  Neurology,  Columbia  University,  New 
York.  Attending  Neurologist,  The  Montefiore 
Hospital,  New  York.  Octavo  volume  of  725  pages 
with  127  illustrations.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1927.  Cloth,  $7.00. 
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This  book  is  quite  different  from  other  works 
on  neurology — different  in  approach  and  ar- 
rangement, different  in  the  type  of  illustrations 
used.  Instead  of  including  the  customary  intro- 
ductory chapters  on  anatomy  and  physiology,  Dr. 
Wechsler  has  outlined,  in  a brief  paragraph  or 
two,  the  anatomic  and  pathologic  facts  on  which 
the  subsequent  description  of  the  clinical  entity 
is  based.  Indeed,  throughout  the  book,  anato- 
my, physiology,  pathology,  and  symptomatology 
are  woven  into  one  clinical  texture. 

Treatment  receives  full  emphasis.  Here  is  re- 
corded the  great  store  of  clinical  information 
gained  by  Dr.  Wechsler  at  the  bedside  from  a 
vast  wealth  of  material.  Indeed,  the  entire 
work  is  based  on  personal  teaching  and  clinical 
experience,  recognizing,  of  course,  the  exper- 
ience of  others. 

THE  DISEASE  OF  INFANTS  AND  CHILD- 
REN by  J.  P.  Crozer  Griffith,  M.  D.,  Ph.  D.,  Pro- 
fessor of  Pediatrics  in  the  Graduate  School  of 
Medicine  of  the  University  of  Pennsylvania,  and 
A.  Graeme  Mitchell,  M.  D.,  Professor  of  Pedia- 
trics, College  of  Medicine,  University  of  Cincin- 
nati. Second  Edition,  Reset.  Two  octavo  vol- 
umes totaling  1715  pages  with  461  illustrations, 
including  20  plates  in  colors.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  1927.  Cloth, 
$20.00  net. 

Over  350  pages  of  new  material  have  been 
added,  the  work  being  reset  from  beginning  to 
end.  The  important  new  material  includes:  The 
breast  milk  dairy,  vitamines,  new  material  on 
breast  and  artificial  feeding,  acidophilus  milk, 
hydrochloric  acid  milk,  Pirquet  method  of  feed- 
ing, protein  therapy,  heliotherapy,  familial  icter- 
us of  newborn,  a new  chapter  on  sudden  arrests 
of  respiration  in  the  newborn,  rat-bite  fever, 
tularemia,  epidemic  encephalitis,  acidosis  and 
alkalosis,  allergy,  insulin  and  diet  in  diabetes, 
acrodynia,  a new  chapter  on  poisoning  with  the 
treatment  of  each,  tuberculosis  of  tonsils  and 
adenoids,  much  new  material  on  tonsillitis  and 
sinusitis,  tests  of  renal  function  and  of  liver 
function,  a table  of  blood  in  the  anemias  and  the 
leukemias,  goiter,  thyroiditis,  carotinemia. 


THE  SURGICAL  CLINICS  OF  NORTH  AM- 
ERICA (Issued  serially,  one  number  every  other 
month.)  Volume  VI,  Number  III  (Chicago  Clinic 
Number — August  1926.)  324  pages  with  101  il- 
lustration. Per  clinic  year  (February  1926  to 
December  1926.)  Paper,  $12.00;  Cloth,  $16.00 
net.  Philadelphia  and  London:  W.  B.  Saunders 
Company. 


THE  SURGICAL  CLINICS  OF  NORTH  AM- 
ERICA (Issued  serially,  one  number  every  other 
month.)  Volume  VI,  Number  IV  (Mayo  Clinic 
Number — October  1926.)  274  pages  with  91  il- 
lustrations. Per  Clinic  year  (February  1926  to 


December  1926.)  Paper,  $12.00;  Cloth,  $16.00 
net.  Philadelphia  and  London;  W.  B.  Saunders 
Company. 


THE  CONQUEST  OF  DISEASE,  by  Thurman 
B.  Rice,  A.  M.,  M.  D.,  Assistant  Professor  of 
Sanitary  Science,  Indiana  University  School  of 
Medicine. 

The  MacMillan  Publishing  Company,  Publish- 
ers. 

This  book  is  dedicated  to  the  late  Dr.  J.  N. 
Hurty,  State  Health  Officer  of  Indiana,  who  was 
so  well  beloved  by  many  Kentuckians. 

The  pui’pose  of  this  book  is  to  set  forth  the 
most  scientific  information  concerning  the  trans- 
missible diseases  to  the  end  that  these  diseases 
may  be  controlled  or  perhaps  ultimately  erad- 
icated and  to  make  the  subject  interesting,  if 
possible,  to  the  general  reader,  and  to  such  per- 
sons and  students  as  may  need  to  study  the  sub- 
ject. It  is  my  firm  conviction  that  the  com- 
plete conquest  of  the  transmissible  diseases 
waits  as  much  upon  the  intelligent  appreciation 
of  the  facts  by  the  laity  as  it  does  upon  the  ad- 
vances in  research  made  by  the  medical  profes- 
sion, and  to  emphasize  the  great  advances  that 
have  already  been  made  through  scientific  meth- 
ods by  comparing  the  past  with  the  present. 
Confidence  in  the  methods  and  motives  of  science 
is  a most  important  asset  to  the  people  of  the 
modern  world,  and  in  no  field  is  its  value  more 
clearly  demonstrated  than  in  the  conquest  of  dis 
ease. 

It  is  hoped  that  the  following  discussions  are 
worthy  of  being  regarded  as  real,  honest-to- 
goodness  science,  accurate  according  to  the  lat- 
est knowledge  on  the  subject,  but  without  being 
hair-splitting  with  regard  to  points  that  are  still 
in  dispute;  and  at  the  same  time  interesting  en- 
ough to  make  the  reader  wish  to  finish  the  en- 
tire book.  The  language  used  is  meant  to  be 
entirely  nontechnical. 


THE  SURGICAL  CLINICS  OF  NORTH  AM- 
ERICA (Issued  serially,  one  number  every  other 
month.)  Volume  7,  Number  1 (Cancer  Num- 
ber— February  1927.)  235  pages  with  153  il- 

lustrations. Per  clinic  year  (February  1927  to 
December  1927).  Paper,  $12.00;  Cloth,  $16.00 
net.  Philadelphia  and  London:  W.  B.  Saunders 
Company.  This  is  the  first  of  two  numbers  de- 
voted entirely  to  cancer. 


PRACTICAL  DIETETICS  FOR  ADULTS 
AND  CHILDREN  IN  DISEASE  AND  HEALTH. 
By  Sanford  Blum,  A.  B.,  M.  S.,  M.  D.  Head  of 
Department  of  Pediatrics,  and  Director  of  Re- 
search Laboratory,  San  Francisco  Polyclinic  and 
Post  Graduate  School. 

Second,  revised  edition.  Price  $4.00  net. 
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COUNTY  SOCIETY  REPORTS 


Scott:  The  Scott  County  Medical  Society  has 
arranged  the  following  program  for  the  remaind- 
er of  the  year.  The  meetings  will  be  held  in  the 
County  Health  Officers’  office  at  2 p.  m.  on  the 
first  Thursday  in  each  month. 

July,  1927 — Dr.  D.  B.  Knox,  subject,  “Abdomin- 
al Surgery.”  Discussed  by  Drs.  Johnson  and 
Anderson. 

August,  1927 — Dr.  C.  T.  Lancaster,  subject, 
“Chronic  Constipation,  Etiology,  Prevention 
and  Treatment.”  Discussed  by  Drs.  Knox  and 
Mason. 

September,  1927 — Dr.  William  Mason,  subject, 
“Scarlet  Fever,  Sequela  and  Treatment.”  Dis- 
cussed by  Drs.  Salin  and  Beard. 

October,  1927 — Dr.  H.  H.  Roberts,  subject,  “In- 
toxication, Local  Focal  Points  of  Infection.” 
Discussed  by  Drs.  Allphin  and  Johnson. 
November,  1927 — Dr.  William  Salin,  subject, 
“Diagnosis,  Prophylaxis,  and  Treatment  of 
Venereal  Diseases.”  Discussed  by  Drs.  Stewart 
and  Johnson. 

December,  1927 — Dr.  A.  Stewart,  subject, 
“Breast  Feeding  vs.  Bottle  Feeding.”  Dis- 
cussed by  Drs.  H.  H.  Roberts  and  Johnson. 

A.  STEWART,  Secretary. 
Owen:  The  Owen  County  Medical  Society  re- 
ports they  held  a wonderful  meeting  on  Thurs- 
day, May  the  26th.  We  had  with  us  Dr.  W.  E. 
Gardner,  Councillor  of  this  district,  and  he 
brought  along  with  him  Dr.  S.  C.  McCoy,  who  de- 
livered a very  fine  talk  with  some  pictures  on 
kidney  and  bladder.  Also  Dr.  Edward  Speidel 
gave  a fine  talk  on  “Obstetrical  Emergencies.” 
Dr.  Virgil  Simpson  gave  us  a very  instructive  lec- 
ture on  “Diabetis  Mellitus.”  We  also  had  Dr. 
Pirkey  and  Dr.  Chas.  Hibbit  with  us  as  visitors. 

We  are  very  grateful  to  Dr.  W.  E.  Gardner 
and  the  visiting  doctors  for  their  good  papers 
they  brought  to  us. 

K.  S.  McBee,  Secretary. 
Adair,  Green  and  Taylor:  Reversing  the  ac- 

tion of  our  friend,  Mohammed,  our  joint  county 
society  induced  the  mountains  to  come  to  us  in 
our  meeting  on  June  9th,  1927.  The  doctors  of 
the  adjoining  counties  were  invited,  but  only 
those  of  Marion  county  accepted  the  invitation. 
In  all  25  of  our  physicians  were  present. 

Essays  were  delivered  by  the  following:  Dr. 
W.  Edgar  Fallis,  Louisville,  “Diagnosis  of  Acute 
Abdominal  Maladies;”  Dr.  R.  Julian  Estill,  Lex- 
ington, “Infant  Feeding  in  Hot  Weather;”  Dr. 
R.  Hayes  Davis,  Louisville,  “Chronic  Myocard- 
itis.” The  clear  and  practical  manner  in  which 
these  subjects  were  handled  by  the  various 
speakers  would  have  done  credit  to  not  only  a 
program  of  the  State  meeting  but  would  have 
graced  any  session  of  the  A.  M.  A. 

W.  B.  ATKINSON,  Secretary. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 


For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract,  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References : The 

medical  profession  of  Nashville. 

JOHN  W.  STEVENS,  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TENN 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


HIGH  OAKS— -Dr.  Sprague’s  Sanatorium 


For  Mental  and 
Nervous  diseases 
drug  and  liquor 
addictions. 

Homelike  care 
under  expert  med 
ical  supervision. 
Attractive  new 
buildings  with 
modern  equip- 
ment for  treat- 
ment and  comfort 
of  patients.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
therapy  for  each 
patient.  Complete 
hydrotherapeu  tic 
equipment.  Ex- 
perienced nurses. 

For  rates  and  in 
formation  address 


Phone  302. 

- • • — — 

No  need  to  question  reliability  of  our  advertisers — all  are  guaranteed.  When  answering  ads  mention  this  Journal. 


GEO.  P.  SPRAGUE,  M.D.,  Lexington,  Ky. 
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Announcement 


The  State  Board  of  Health  of  Kentucky  have  awarded 
the  contract  for  furnishing  State  Label  Bio- 
logical Products  to  the  Gilliland  Laboratories , 
Marietta , Pennsylvania 

The  contract  of  the  State  Board  of  Health  of  Kentucky 

makes 

GILLILAND  BIOLOGICAL  PRODUCTS 

The  official  Antitoxins,  Serums  and  Vaccines  in 

Kentucky 

Distributing-  Stations  are  being  established  in  every 
County  for  the  Distribution  of  Biological  Products  at 

Special  Prices. 


Further  information  covering  this  plan  of 
distribution  will  appear  in  subsequent 
issues. 


The  Gilliland  Laboratories 

Incorporated 

Producers  of. Biological  Products 

Marietta.  Pa. 


Next  Annual  Meeting,  Owensboro,  October  3-6,  1927 
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Ready — New  Mayo  Clinic  Volume 

This  volume  is  rapidly  selling  out  of  print,  although  published  only  in  June.  It  will 
not  be  reprinted — the  Mayo  Clinic  volumes  never  are! 

This  year’s  volume  contains  many  contributions  that  are  particularly  valuable  to  the 
general  practitioner,  as  well  as  to  the  surgeon.  For  instance : Peptic  ulcer,  anacid- 
ity,  hypo-acidity,  malignancy,  jaundice,  biliary  calculi,  liver  function  tests,  mereuro- 
chrome,  prostatectomy,  colitis,  lipiodol  in  gynecology,  goiter  work,  diabetes  and  in- 
sulin (7  articles),  blood  diseases  and  blood  tests,  heart  disease,  Kahn  precipitation 
test,  Kolmer  complement-fixation  test,  neurosyphilis,  malarial  therapy,  bone  surgery, 
eye,  ear,  nose  and  throat,  work,  bronchoscopy,  surgery  of  the  chest,  brain  and  cord 
surgery,  the  cancer  problem,  radiotherapy,  roentgenotherapy,  estimation  of  urea  in 
blood,  technic  of  blood-cell  count,  Mayo  op  ration  for  cystocele,  plastic  surgery,  car- 
bon monoxide  and  cancer,  oral  sepsis  and  focal  infection,  periodic  health  examinations, 
etc.,  etc. 

By  William  J.  Mayo,  M.  D.,  Charles  H.  Mayo,  M.  D.,  and  their  Associates  at  the  Mayo  Clinic,  Rochester.  Minn.. 
and  the  Mayo  Foundation,  University  of  Minnesota.  Octavo  of  1329  pages,  with  386  illustrations.  Cloth  SI 3 .00  net 

W.  B.  SAUNDERS  COMPANY  Philadelphia  and  London 
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<2$  The  Mead  Policy  }c> 

MEAD’S  infant  diet  materials 
are  advertised  only  to  physicians. 
No  feeding  directions  accom- 
pany trade  packages.  Informa- 
tion in  regard  to  feeding  is  sup- 
plied to  the  mother  by  written 
instructions  from  her  doctor, 
who  changes  the  feedings  from 
time  to  time  to  meet  the  nutri- 
tional requirements  of  the  grow- 
ing infant.  Literature  furnished 
only  to  physicians. 


Mead’s  Dextri-Maltose 

There  is  a term  in  economics  singularly  applic- 
able to  Mead’s  Dextri-Maltose — marginal 
utility. 

Economically  speaking  it  means  those  particu- 
lar groups  which  constitute  the  margins — groups 
which,  for  one  reason  or  another,  cannot  utilize 
a given  product.  In  infant  feeding  there  are  also 
marginal  groups. 

The  marginal  utility  of  Mead’s  Dextri-Maltose 
is  not  to  be  reckoned  solely  by  the  majority  of 
normal  infants,  for  which  it  provides  an  accept- 
able carbohydrate.  Rather  its  marginal  utility 
should  be  considered  from  the  point — or  bor- 
der line — beyond  which  it  can  be  success- 
fully used  after  other  carbohydrates  fail. 

Or,  in  other  words,  from  the  innumerable  infant 
feeding  cases  in  which  it  has  eliminated  further 
nutritional  disturbances  when  intolerance  for 
other  sugars  was  acquired. 

And  again — from  the  increased  amount  over 
other  sugars  that  can  be  fed,  with  greater  safety, 
when  normal  digestion  has  been  restored. 

Samples  and  Literature  on  Request. 


MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana,  U.  S.  A. 
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EDITORIAL 

ATTENTION:  FORMER  ILLINOIS 
DOCTORS. 

Doctors  who  lived  formerly  in  Illinois,  or 
who  are  descendants  of  pioneer  physicians  of 
the  “Illinois  country”  will  hear  with  interest 
that  Volume  One  of  the  “History  of  Medical 
Practice  in  the  State  of  Illinois”  is  ready  for 
delivery. 

The  History  has  been  written  under  the 
supervision  of  a committee  appointed  by  the 
Illinois  State  Medical  Society  as  a commem- 
oration of  its  seventy-fifth  anniversary  but 
more  especially  to  make  a living  tribute  to 
those  valiant  men  of  the  medical  profession 
who  played  so  able  a part  in  the  exploration, 
settlement  and  development  of  the  Illinois 
country. 

In  this  first  volume  of  the  History  are  set 
down  events  from  the  earliest  available  know- 
ledge of  conditions  in  the  Illinois  country, 
along  through  the  days  of  the  Aborigines, 
and  commencing  with  the  actual  records  *when, 
in  1673  Father  Marquette  had  medical  atten- 
tion in  Chicago,  up  until  the  year  1850. 

In  the  second  volume  (now  in  preparation), 
narration  continues  up  until  the  present  time. 
Future  years  will  bring  other  volumes  so  that 
this  History  will  be  an  ever  virile  monument 
to  the  men  and  incidents  whom  it  would  hon- 
or. 

Research  of  years  resulted  in  an  opulent 
supply  of  material  from  which  to  compile 
this  History  and  has  evidenced  to  an  almost 
unbelievable  degree  the  vital  part  played  by 
physicians  in  every  angle  of  the  exploration, 
settlement  and  development  of  a country  that 
is  one  of  the  richest  and  most  influential  sec- 
tions of  the  richest  country  in  the  world. 

It  must  be  remembered  that  originally  the 
Illinois  country  encompassed  a territory  far 
greater  than  the  area  now  known  as  the  state 
of  Illinois,  Wisconsin,  Indiana,  Missouri,  Ken- 
tucky and  Iowa,  as  well  as  what  is  now  Illi- 
nois and  even  some  sections  of  Ohio  fell  into 
that  primitive  epitome  of  the  Illinois  coun- 
try. In  the  southern  part  of  the  state  it  was 
well  into  the  Nineteenth  Century  before  Mis- 
souri and  Illinois  ever  acknowledged  the  nat- 
ural divorce  of  interests  made  by  the  Missis- 
sippi river.  Because  of  this,  naturally  en- 
ough, close  interest  in  this  history  ex.tends  to 


physicians  or  to  their  descendants  in  practi- 
cally every  state  in  the  Mississippi  Valley  or 
contiguous  thereto.  ^ 

Rare  maps,  unusual  personal  memorabilia 
and  rare  discretion  in  compilation,  make  this 
History  of  unique  interest  to  doctors  every- 
where and  to  many  laymen. 

This  History  of  medical  practice  in  the  state 
of  Illinois,  embodies  in  the  course  of  its  nar- 
ration, an  interesting  and  illustrated  digest  of 
the  early  efforts  of  white  settlers  in  Illinois, 
with  specific  allusion  to  the  share  in  these 
tasks,  performed  by  medical  men.  Includ- 
ed are  portraits  of  rare  interest,  reproductions 
of  historic  documents,  excerpts  from  dairies, 
personal  letters,  human  reminiscences  of  days 
fraught  with  peril,  filled  with  hope,  and  not 
devoid  of  humor,  through  a period  of  about 
250  years.  From  the  days  of  the  “Chirugeon” 
who  attended  Pere  Marquette,  through  the 
massacres  at  Fort  Dearborn,  the  years  of  In- 
dian raids,  down  with  the  circuit-riding  “sad- 
dle-bag” doctors,  to  these  days  of  radium  and 
radio,  this  History  marches.  Attics,  family  al- 
bums, safe  deposit  vaults,  and  state  records 
have  been  ransacked  to  produce  the  material 
needed  for  this  chronicle.  Illinois  holds  to- 
day the  honor  of  being  the  world’s  medical 
center.  Progressive  steps  of  this  achievement, 
and  its  contributive  factors  such  as  hospitals, 
asylums,  sanitariums  and  allied  institutions 
and  medical  colleges  are  set  forth  in  detail, 
both  pictorial,  documentary  and  narrative. 
In  brief,  this  account  epitomizes  the  almost 
unequalled  growth  of  a community  whose  eco- 
nomic wealth  is  paralleled  by  its  public 
health.  Personal  data  of  the  men,  of  the  or- 
ganizations,— including  pioneer  army  and 
navy  physicians  and  surgeons  and  local,  coun- 
ty and  district  societies,  schools  and  hospitals 
as  well  as  of  the  Illinois  State  Medical  Society 
itself ; various  internationally  famous  medi- 
cal discoveries  made  by  Illinois  men ; the 
state’s  contribution  to  the  world  of  research; 
medical  libraries  and  periodicals  existent  in 
Illinois;  campaigns  for  medical  protection 
against  enemies  of  public  health  ; details  of  the 
various  Medical  Practice  Acts ; state  sanita- 
tion from  the  notable  drainage  canal  and  the 
supervision  of  food  supplies,  vital  statistics; 
meetings,  officers,  policies  and  finances  of  the 
State  Society; — all  this  and  more  in  accurate 
transcription  make  this  history  a minature  en- 
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cyclopedia  of  scientific  advance  and  desirable 
and  hitherto  unavailable  information. 

The  edition  is  limited.  It  will  not  be  re- 
printed. A place  in  every  physician’s  library 
is  merited  by  this  volume,  both  as  a tribute  to 
the  men  who  blazed  the  trail  for  modern  scien- 
tific medicine  and  as  an  ever-present  reminder 
and  authority  as  to  what  is  happening  to  med- 
icine right  in  this  state  every  day,  so  far  as 
finance,  discovery,  legislation  and  public  rela- 
tions are  concerned,  and  the  men  who  are  re- 
sponsible for  the  heritage  of  trust  for  over 
two  centuries  and  a half.  Volume  One  is 
now  ready.  Volume  Two  will  follow  soon. 
Orders  may  be  sent  to  Committee  on  Medical 
History,  Illinois  State  Medical  Society,  Med- 
ical & Dental  Arts  Building,  185  North  Wa- 
bash Avenue,  Chicago,  Illinois, — Charles  J. 
Whalen,  M.  D.,  Chairman. 


THE  NEW  AMERICAN  MEDICAL 
DIRECTORY 

For  more  than  twenty  years  the  American 
Medical  Association  has  been  publishing  a 
directory  of  the  medical  profession.  Ten  edi- 
tions have  appeared  the  last  one  (1927)  being 
just  off  the  press. 

The  first  edition  (1906)  contained  128,171 
names  of  physicians  in  the  United  States,  its 
dependencies  and  Canada.  The  new  Tenth 
Edition  includes  164,002  names.  There  is  an 
increase  of  2,644  over  the  previous  edition.  If 
the  Directory  wrere  merely  a list  of  names  and 
addresses  of  physicians  it  would  not  have 
great  significance.  That  information  is  val- 
uable, but  of  far  greater  value  is  the  fact  that 
the  Directory  gives  proof  of  the  right  of  each 
physician  listed  to  practice  medicine — name- 
ly, time  and  place  of  graduation  and  year  of 
license.  In  addition,  society  membership, 
specialty  and  office  hours  are  included.  Cap- 
ital letters  indicate  those  who  are  members  of 
their  county  medical  society,  and  a special 
symbol  follows  the  names  of  those  who  are 
Fellows  of  the  American  Medical  Association. 

The  information  concerning  hospitals  and 
sanitariums  of  the  United  States  is  another 
valuable  and  extensive  feature.  Descriptive 
data  appears  following  the  names  of  7,816 
hospitals  and  sanitariums  such  as  type  of  pa- 
tients handled,  capacity,  and  name  of  super- 
intendent or  director. 

The  list  of  physicians  in  each  state  is  pre- 
ceded by  a digest  of  the  laws  governing  med- 
ical practice  in  that  state ; members  of  licen- 
sing board;  state  board  of  health;  names  of 
city,  county  and  district  health  officers ; of- 
ficers of  constituent  state  associations  and  com- 
ponent county  and  district  medical  societies. 


The  book,  in  short,  is  one  vast  source  of  relia- 
ble data  concerning  the  personnel  of  the  med- 
ical profession  and  the  institutions  and  activ- 
ities closely  related  to  it.  It  contains  2,575 
pages  and  is  sold  for  $15.00.  Published  by 
the  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago. 


FOR  THE  GOLFERS. 

Dr.  O.  W.  Rash,  Owensboro,  has  been  ap- 
pointed Chairman  of  the  Golf  Tournament  of 
the  Kentucky  -State  Medical  Association, 
which  will  be  held  at  the  Owensboro  Country 
Club,  October  1-6  inclusive. 

All  the  tournaments  and  handicaps  will  be 
in  charge  of  the  Golf  Committee  of  the  Owens- 
boro Country  Club,  and  all  golfers  who  wish 
to  enter  these  tournaments  are  requested  to 
send  their  attested  handicaps  before  Septem- 
ber 15th. 

Women  physicians,  doctors’  wives  and 
daughters  are  requested  to  enter  these  tourn- 
aments as  they  have  secured  a number  of 
handsome  prizes  for  the  ladies. 

Dr.  G.  S.  Hanes  and  Dr.  Phillip  F.  Barbour 
of  Louisville,  have  donated  prizes  and  the 
merchants  at  Owensboro,  have  contributed 
liberally  to  these  tournaments,  that  regard- 
less of  whatever  flight  you  enter  there  will 
be  a prize  for  almost  every  player. 


A NEW  MEDICAL  DICTIONARY 

Our  friends,  the  W.  B.  Saunders  Company 
of  Philadelphia,  have  just  brought  out  the 
Fourteenth  Edition  of  the  American  Illus- 
trated Medical  Dictionary  by  Dr.  W.  A.  New- 
man Dorland.  Doctor  Dorland  is  a member 
of  the  Committee  of  Nomenclature  and  Clas- 
sification of  Diseases  of  the  American  Medi- 
cal Association.  This  volume  contains  1388 
pages  and  319  illustrations,  of  which  107  are 
in  colors.  With  flexible  binding  it  costs  $7.00 
or  with  a Thumb  Index  $7.50. 

It  is  brought  up  to  date  and  contains  every 
word  that  you  will  find  in  the  most  recent 
medical  literature.  This  is  unquestionably 
the  most  practical  medical  dictionary  for  the 
practitioner  of  medicine  and  the  JOURNAL 
takes  great  pleasure  in  commending  it  to  its 
readers. 
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ORIGINAL  ARTICLES 


APPLIED  THERAPEUTICS  OF  HEPAT- 
IC EXTRACT  IN  MEDICINE  AND 
SURGERY.* 

By  R.  Alexander  Bate,  Louisville. 

The  term  “applied  therapeutics”  is  intend- 
ed here  to  embrace  the  application  of  normal 
endocrine  secretions  of  known  physiologic 
action,  extraneously  obtained,  and  used  in  the 
therapeutics  of  disorders  pathologically  un- 
derstood. 

“The  living  organism”  is  conceded  “ade- 
quate in  itself,  to  the  cure  of  all  its  curable 
disorders.”  This  power,  as  related  to  the 
functions  of  the  liver,  is  the  subject  of  our 
present  discussion. 

The  pharmacodynamic  action  of  hepatic  ex- 
tract is  the  physiologic  action  of  the  liver  au- 
tacoids,  either  normally  or  artificially  ex- 
hibited, in  combating  diseases  of  the  living 
organism. 

Whether  of  bacterial  or  metabolic  origin, 
all  toxins  produce  an  impaired  or  perverted 
cell  action”  known  as  disease. 

Disease,  if  curable,  is  cured  by  the  phar- 
macodynamic action  of  physiologic  principles, 
autacoids — either  hormones,  that  by  electro- 
chemical changes  excite  cellular  activity,  or 
chalones,  that  by  similar  changes  arrest  or 
check  cellular  activity. 

Upon  the  knowledge  of  the  cellular  changes 
in  disease,  and  upon  the  knowledge  of  the  cel- 
lular activity  excited  by  the  autacoids  of  the 
economy,  depends  the  science  of  medicine. 

“Guesses”  soon  fall  to  the  ground  and 
“gaps”  are  being  closed  by  our  wonderful 
biologic-chemists. 

The  clinician’s  observations  are  essentially 
inexact,  since  such  judgment  is  the  basis  of 
opinion  drawn  from  constantly  changing  liv- 
ing organisms. 

The  physiologist  may  demonstrate  at  will 
his  physico-chemical  findings  and  these  find- 
ings form  the  basis  of  all  medication.  Hence 
you  are  asked  to  listen  to  clinical  interpreta- 
tions in  the  light  of  modern  physiology  and 
pathology. 

Proteids,  such  as  egg  white,  in  an  acid  med- 
ium containing  both  terminals  of  an  electric 
circuit,  flow  in  molecules  toward  the  positive 
pole ; in  an  alkaline  medium  the  molecular 
flow  is  towards  the  negative  pole. 

Autacoids  are  nucleo-proteid  substances, 
dialytic,  stable  with  water  in  the  presence  of 
heat  and  probably  electrolytic.  Electrical 


*Read  before  the  JeSferson  County  Mediral  Society. 


currents  of  action  are  set  up  in  endocrine 
glands  when  excited  to  active  physiologic 
function. 

Autacoids  are  carried  through  the  circulat- 
ing fluids  to  the  various  sequestrators  or 
ductless  glands  probably  electro-chemically 
complemental  in  relation  to  the  formation  of 
autacoid  balance. 

The  stimulus  or  hormone  is  carried  through 
circulating  fluids  like  blood  plasma  and  ex- 
cites a physiologic  function  through  electro- 
chemical activity  which  is  never  neutral. 

Autacoids  control  metabolism,  and  through 
psychic  influence  co-ordinate  with  the  ner- 
vous system. 

Just  as  the  dual  action  of  the  egg  white  is 
observed  in  the  varied  media,  so  it  is  person- 
ally believed  the  dual  action  of  all  chemical 
messengers  or  autacoids  may  be  explained. 

The  hormone,  or  stimulant,  may  become  a 
chalone,  or  check,  according  to  the  reaction 
or  chemical  situation  in  which  the  autacoid 
finds  itself. 

Thus  it  is  found  each  succeeding  dose  of 
pituitrin  has  less  effect  than  the  preceding 
one  if  given  at  short  intervals  or  before  the 
reaction  of  the  sequestrator  is  in  statu  quo. 

The  dual  action  of  the  suprarenal  autacoids 
is  thus  illustrated,  they  cause  the  pouring  out 
of  glycogen  from  the  livers  of  overfed  dogs ; 
and  the  same  suparenal  messengers  cause  gly- 
cogen to  be  stored  in  the  livers  of  starved 
dogs.  “A  circumstance,”  says  Macleod,  “dif- 
ficult of  interpretation.” 

Again,  adrenal  autacoids  contract  the  preg- 
nant feline  uterus  and  relax  the  empty  one. 

The  chemical  differences  in  the  two  states 
of  the  sequestrators  or  acquisitive  livers  and 
wombs,  probably  resulted  in  a different  elec- 
tro-chemical reaction  with  an  altered  phar- 
maco-dynamic  effect. 

Electrolytes,  which  largely  control  the  spe- 
cific attraction  of  autacoids,  are  distributed 
by  the  diffusion  pressure  of  their  molecules 
and  ions  as  well  as  by  the  attraction  force  of 
oppositely  charged  ions. 

Therefore  autacoid  equilibrium  may  be  seen 
to  depend  upon  the  sources  governing  the  re- 
action of  the  blood  plasma  together  with  the 
electrical  potential  of  their  molecules.  Hence 
the  clinician  must  bear  in  mind  the  state  of 
his  subject  will  determine  the  reaction  to  his 
autacoid  therapy,  which  may  be  neutral,  neg- 
ative or  positive. 

Hooper  and  Whipple  observed  that  dogs  in 
whom  the  bile  was  permanently  diverted  from 
the  intestine  would  soon  die  on  an  ordinary 
diet.  Feeding  with  bile  did  not  prevent 
death,  but  feeding  with  liver,  even  cooked 
liver,  kept  the  dogs  alive. 

Autacoids  are  not  affected  by  heat  in  the 
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presence  of  water,  but  are  neutralized  or  used 
up  in  the  performance  of  their  function. 

Thus  it  was  made  plain  the  liver  secreted 
autacoids  essential  to  life.  Furthermore,  if 
feeding  back  to  the  system  the  bile  generated 
and  diverted  from  the  system  does  not  pre- 
serve life,  yet  cooked  livers  will,  we  must  con- 
clude bile  exhibition  has  neutralized  the 
chemical  hormones  that  would  have  stimulat- 
ed additional  hepatic  autacoids  (besides  al- 
lowing bile  may  be  toxic). 

In  any  event  the  element  essential  to  life 
is  hepatic,  and  of  hormone  type. 

Hepatic  autacoids  surmised  from  construct- 
ive syntheses,  as  early  as  1908,  are  now  gen- 
erally conceded. 

A convenient  terminology  of  the  liver  func- 
tions of  hormone  reaction  are  “ gluconeogen- 
esis,  ureogenesis,  bileogenesis,  lipoideogene- 
sis  and  coagulogenesis.  ” 

It  will  be  remembered  the  liver  is  composed 
of  both  hypoblastic  and  mesoblastic  elements. 
The  liver  secretes  endogenous  and  exogenous 
physiologically  active  principles. 

Just  as  it  has  been  proven  that  the  testic- 
ular interstitial  and  glandular  structures  each 
supply  hormones  for  internal  and  external 
usage. 

Therefore  from  whole  gland  preparations 
of  the  liver  we  would  anticipate  not  the  ac- 
tion of  a single  hormone,  but  a homo-stimula- 
tive effect  upon  each  liver  function.  It  must 
also  be  stated  that  the  livers  of  animals,  other 
than  man,  anthropoid  apes  and  Dalmatian 
dogs,  have  the  power  of  converting  uric  acid 
and  its  congeners  into  allantoin  and  other 
harmless  products.  From  such  livers  Hepatic 
extract  is  derived. 

Parke  Davis  & Co.  supplied  a hypodermic 
solution  of  hepatic  extract  each  c.c.  of  which 
was  equivalent  to  nine  grains  of  liver  sub- 
stance. 

Improved  preparations  are  now  on  the 
market  and  in  quite  general  use  both  orally 
and  hypodermatieally. 

Just  as  insulin  has  been  separated  from  the 
pancreatic  derivatives  so  in  time  will  each 
hepatic  hormone  be  separated  and  utilized. 
Until  that  time  oral  administration  for  con- 
tinuous use  is  to  be  preferred ; since  it  has 
been  proven  its  oral  use  saves  life  and  prob- 
ably renders  toxines  of  bile  inert. 

The  applied  therapeutics  of  the  hepatic 
hormone  originating  the  glycogenic  liver 
function  is  as  briefly  expressed  here  as  com- 
prehensibility permits. 

Sugar,  supplied  the  liver  from  the  alimen- 
tary canal,  which  has  resulted  from  the  action 
of  the  “exogenous”  pancreatic  secretions  up- 
on the  starchy  food,  is  dehydrated  of  one  wa- 
ter molecule  and  stored  in  the  liver  as  gly- 
cogen. In  diabetes  the  function  of  storing  or 


glyco-genizing  sugar  has  been  lost.  Hence  the 
rational  indication  for  the  administration  of 
the  hormone  that  excites  this  function. 

It  has  been  stated  that  in  overfed  dogs  su- 
prarenal hormones  pour  out  the  glycogen  and 
in  starved  dogs  they  cause  it  to  be  stored. 
Hence  the  use  of  the  restricted  diet  and  the 
adjuvant  hormone  of  adrenal  origin. 

The  great  anti-diabetic  hormone,  insulin, 
or  the  endogenous  Island  of  Langerhan  se- 
cretion, likewise  lessens  the  outpouring  of  gly- 
cogen ; and  acts  specifically. 

It  has  now  been  demonstrated  that  the  use 
of  hepatic  extract  greatly  increases  the  pan- 
creatic secretions — exogenous  and  endogen- 
ous. Hence  the  insulin  effect  of  the  liver  ex- 
tract on  diabetics. 

I have  used  the  dry  extract  of  liver  orally 
since  1908 ; the  hypodermatic  solution  for  the 
past  four  years.  Sugar  has  disappeared  per- 
manently from  some  cases.  And  has  returned 
in  other  diabetics.  Some  of  these  cases  have 
undergone  surgical  operations  successfully. 
One  case  of  gangrene  of  the  toe  recovered,  and 
another  case  of  gangrene  in  the  seventies, 
died.  Both  patients  also  had  additional  in- 
sulin treatment.  All  the  cases  referred  to 
here  have  been  previously  reported  and  dis- 
cussed at  the  Louisville  Society  of  Medicine, 
and  will  not  be  mentioned  in  detail  here. 

The  pharmacodynamic  effect  in  glycosuria 
may  be  characterized  as  homostimulative,  iso- 
physiologic  or  substitutive  and  a stimulant  of 
correlated  hormones. 

In  the  glycosuria  of  pregnancy  the  results 
from  hepatic  extracts  have  been  quite  satis- 
factory. 

Macleod  states  it  is  provable  that  sugar  also 
may  be  derived  from  protein  substances. 
Hence  the  hepatic  association  of  carbohydrate 
and  nitrogen  metabolites  shows  the  inter-rela- 
tion and  polypharmacy  of  nature  or  physiol- 
ogy- 

The  urea-forming  function  of  the  liver  is 
perhaps  the  one  most  frequently  disorganized 
by  faulty  diet  and  hygiene ; and  the  one  that 
most  frequently  requires  the  attention  of  the 
internist,  and  the  precaution  of  the  surgeon, 
because  of  the  cardiac,  renal,  and  blood 
changes  that  endanger  or  prevent  surgery 
and  hasten  death. 

Here  the  protein  intake  is  modified  by  the 
parathyroid  autacoids  to  amino  compounds 
or  building  stones;  after  reaching  the  stage 
of  ammonium  carbonate  (which  is  the  next 
metabolite)  the  protein  molecule  becomes  de- 
hydrated of  one  water  molecule,  to  form  urea 
in  the  liver. 

Just  as  hormone  caused  the  dehydration  of 
the  carbohydrate  molecule  to  glycogen,  so  a 
hormone  causes  the  dehydration  of  the  pro- 
tein molecule  to  urea. 
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Serum  albumin  of  the  blood  is  believed  to 
be  formed  in  the  liver,  and  either  has  its  own 
hormone  or  is  obtained  in  the  metabolism  of 
proteids  in  this  connection. 

Minced  liver  (with  blood)  incubated  in  the 
presence  of  carbon  dioxide  forms  uric  acid. 

Uric  acid  disappears  when  minced  liver  of 
animals  is  incubated  in  the  presence  of  oxy- 
gen. 

Uric  acid  in  man  is  an  end-product,  i.  e., 
undergoes  no  further  changes.  In  other  ani- 
mals except  the  anthropoid  ape  and  Dalma- 
tian dog,  uric  acid  is  altered  to  allantoin,  a 
harmless  product,  found  in  the  allantoic  fluid 
and  fetal  urine,  of  the  human  race. 

In  reptilians  and  birds,  uric  acid  takes  the 
place  of  urea.  Oxidation  and  hydration  con- 
stitute the  chief  metabolic  differences  be- 
tween these  vertebrates.  (This,  I presume, 
explains  why  some  men  are  called  birds.) 

The  nitrogen  egesta,  or  waste,  in  health 
equals  the  nitrogen  ingesta.  The  protein  in- 
gested is  converted  into  amino-nitrogen  to  be 
eliminated  by  the  liver  as  urea,  uric  acid, 
creatinin  and  their  congeners. 

Bouchard  many  years  ago  showed  the  com- 
parative non-toxicity  of  urea. 

Alexander  Haig  showed  the  tremendous 
toxicity  of  uric  acid  and  its  protean  manifes- 
tations. 

From  uric  acid,  oxalic  acid  and  guanidine 
are  obtained.  Both  are  highly  toxic  and  have 
pathological  syndromes  all  their  own. 

Macloud  says  for  each  of  the  amino  com- 
* pounds  there  is  a deaminizing  enzyme.  These 
vary  in  different  tissues  and  in  different  ani- 
mals. The  pig  contains  no  guanase  or  enzyme 
that  deaminizes  guanine  or  guanidine  which 
abounds  in  hog-meat.  Man  has  no  uricase 
or  enzyme  for  uric  acid. 

Guanidine  in  man  is  obtained  from  the 
creatinine  which  is  classed  as  an  endogenous 
metabolite  in  contradistinction  to  urea,  an 
exogenous  metabolite.  The  experimental  phy- 
siologist here  bears  in  mind  that  animals  pos- 
sess uricase  or  an  enzyme  converting  uric  acid 
from  the  toxines  found  in  the  human. 

The  parathyroid  autacoids  are  conceded  to 
control  calcium  metabolism.  This  function 
perhaps  combines  with  the  hepatic  autacoids 
to  neutralize  the  amino  compounds,  to  furnish 
electrolytic  calcium  and  to  avert  sudden  death 
by  the  frequent  formation  of  insoluble  cal- 
cium compounds,  recognized  pathologically 
as  calcification  of  blood  vessels,  in  calculi, 
etc. 

The  calcium  ions  have  been  proven  essen- 
tial to  the  conversion  of  the  liver  hormone, 
prothrombin  into  thrombin,  which  causes 
pi’oper  clotting  of  blood. 

Again  “union  of  calcium,”  says  Macloud, 
“with  the  contractile  substance  of  the  heart 


will  lead  to  a systole  or  contraction,  whereas 
union  of  sodium  or  potassium  with  the  heart 
substance,  will  lead  to  relaxation  or  diastole.” 

Here  we  almost  see  the  electrical  response, 
or  ionization,  as  the  very  source  of  life  itself, 
some  have  actually  called  this  power  the  soul ; 
certainly  elongation  and  contraction  of  mus- 
cle fibre  has  much  light  shed  upon  it,  and 
may  elucidate  the  dilatation  of  blood  vessels 
in  organs  about  to  function. 

Nevertheless  the  liver  is  the  great  detoxicat- 
or  of  the  purin  bases,  and  its  ureogenetic  hor- 
mones are  indicated  in  the  treatment  of  arter- 
iosclerosis, high  blood  pressure,  albuminuria, 
asthma,  allergy,  urticaria,  angioneurotic  oede- 
ma etc. — all  those  diseases  characterized  by  a 
disturbed  elimination  of  nitrogen ; and  the 
secondary  cardiopathies  and  renalopathies. 

As  a prophylactic  against  disturbed  nitro- 
gen balance  the  action  may  be  regarded  as 
specific. 

The  ureogenetic  hormone  of  animal  livers 
when  administered  to  man  is  believed  to  de- 
velop uricase  which  converts  the  uric  acid  in- 
to a harmless  substance,  likewise  it  converts 
oxalic  acid  and  guanidine  into  non-irritating 
exogenous  or  waste  products. 

Early  in  1926  from  the  Canadian  Labora- 
tory, already  so  famous,  came  the  statement 
that  blood  pressure  was  greatly  relieved  by  a 
depressor  liver  hormone.  By  other  observers 
it  was  found  that  methyl  guanidine  (as  ob- 
tained from  creatinine  and  hog  meat)  inject- 
ed into  the  system  caused  high  blood  pressure 
and  certain  reactions  to  electrical  peripheral 
stimulation. 

These  electrical  phenomena  are  believed  pe- 
culiarly limited  to  the  effect  of  this  metabo- 
lite. 

The  use  of  the  liver  autacoids  both  exper- 
imentally and  clinically  has  been  followed  by 
the  slow  but  steady  fall  of  blood  pressure, 
that  would  attend  the  elimination  or  conver- 
sion of  the  toxic  metabolite. 

Major  (Journal  A.  M.  A.  7-23-26)  says 
“When  we  inject  liver  extract  slowly  into  an 
animal,  whose  blood  pressure  has  been  ele- 
vated by  methyl  guanidine,  the  blood  pressure 
slowly  falls  to  normal,  but  does  not  reach  the 
subnormal  level  unless  very  large  doses  are 
employed.  ’ ’ 

“A  normal  animal  will  withstand  large 
doses  of  liver  extract  without  any  fall  in 
blood  pressure— -often  from  fifteen  to  twenty 
times  the  dose  necessary  to  lower  an  elevation 
in  blood  pressure  by  guanidine.” 

This  seems  ample  proof,  that  the  cause  of 
the  high  blood  pressure — guanidine — is  re- 
moved by  a guanidase,  an  enzyme  caused  to 
be  developed  by  the  hepatic  autacoids.  This 
test  likewise  demonstrates  the  negative  phase 
of  the  hormone  in  a “neutral”  medium,  i.  e., 
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where  blood  pressure  is  normal  no  activity  is 
evinced  by  twenty  times  the  dose  required 
in  pathologic  pressure,  or  as  a therapeutic 
measure. 

A standardization  of  liver  extract,  intend- 
ed for  the  purpose  of  lowering  blood  pressure, 
is  likewise  based  upon  this  test;  showing  the 
depressor  power  of  the  extract  over  a given 
pressor  effect  of  the  methyl-guanidine. 

I have  reported  two  cases  of  convulsions 
with  high  blood  pressure,  one  with  renal  les- 
ions, the  other  without — both  of  whom  re- 
covered, following  the  exhibition  of  hepatic 
extract.  Both  had  previously  had  hemiplegia 
on  the  left  side. 

In  oxaluria  I have  reported  a number  of 
cases  in  whom  the  oxalates  disappeared  in 
such  a manner  as  to  indicate  liver  autacoids 
are  specific  in  their  results.  In  every  case  the 
oxalates  ceased  to  appear  after  hypodermatic 
use  of  liver  extract.  Creatinine,  or  methyl 
guanidine  appears  at  each  menstrual  cycle  in 
the  female ; it  occurs  in  pregnancy  and  during 
post  partum  involution  of  the  uterus.  (Mac- 
loud). 

It  is  also  observed  where  Caesarean  section 
with  removal  of  the  uterus  is  performed 
(Macloud)  hence  it  is  of  ovarian,  probably 
corpus  lutean,  origin.  Its  treatment  is  he- 
patic extract  containing  specific  ureogenetic 
autacoids. 

Tinnitus  aurium  and  museae  volitantes  have 
been  unpleasant  symptoms  that  have  disap- 
peared, together  with  habitual  drowsiness  and 
other  manifestations  of  retrograde  metamor- 
phosis, after  the  liver  autacoids  were  used. 

Coagulogenesis  or  the  power  of  preventing 
and  producing  clotting  of  the  blood  is  now  be- 
lieved due  to  autacoids  formed  in  the  liver. 

Pro-antithrombin,  antithrombin,  thrombin, 
fibrinogen  and  the  calcium  electrolyte,  with 
its  essential  ions,  are  the  autacoids  which  con- 
trol the  functions  of  forming  and  preventing 
blood  clot. 

It  has  also  been  observed  that  just  as  the 
suprarenal  and  other  autacoids  entered  into 
the  modus  operandi  of  the  previously  men- 
tioned metabolic  functions  of  the  liver,  so 
here,  too,  it  is  believed  the  suprarenal  auta- 
coids may  be  shown  to  vary  from  just  a slight 
effect  in  preventing  clotting,  up  to  a point  of 
producing  haemophilia  or  an  effect  where 
clotting  will  not  occur.  The  autacoids  of  the 
thymus  have  been  proven  to  influence  clot- 
ting of  blood  in  the  same  dual  way  as  has 
been  shown  in  previously  mentioned  pituitary 
and  suprarenal  instances  of  action. 

I have  used  the  hepatic  extract  in  one  case 
of  haemophilia  in  a female,  whose  mother 
likewise  had  the  disease. 

A previous  tooth  pulling  was  attended 
with  hemorrhage  for  some  days.  Some  months 


after  the  exhibition  of  hepatic  extract,  no 
hemorrhage  followed  tooth  extraction. 

It  is  to  be  expected  the  time  of  blood  clot- 
ting, which  is  of  surgical  significance,  may 
be  more  or  less  controlable  by  these  auta- 
coids. Further  reports  on  clotting  time  ef- 
fects will  be  made.  The  children  of  this  wo- 
man have  had  improvement  in  health  follow- 
ing fractional  thyroid  exhibition. 

Lipoideogenesis,  like  glycogenesis  and  ureo- 
genesis,  is  attended  by  a configuration  in  the 
molecule  of  reserve,  from  that  of  the  molecule 
of  action. 

The  “mobilization  of  fat  from  the  intes- 
tines and  fat  stores  to  the  liver”  as  described 
by  Leathy  is  now  seen  to  be  for  the  purpose 
of  “desaturation”  or  molecular  alteration 
and  later  “phospliorization”  and  use. 

An  “inter-relation”  exists  between  all  the 
endogenous  functions  of  the  liver.  Rosenthal 
observed  that  the  fat  and  glycogen  functions 
are  reciprocal — “When  glycogen  is  present 
there  is  little  or  no  fat,  and  vice  versa.  ’ ’ Re- 
cently it  has  been  shown  when  guanidine  is 
present  i.  e.,  diminished  ureogenosis,  blood 
sugar  is  below  normal. 

That  an  equally  apparent  relation  exists  in 
the  other  catabolic  processes  may  likewise  be 
observed.  Polypharmacy  is  not  scorned  by 
nature;  rather  she  makes  a “perfect  blend.” 

In  the  breaking  up  of  the  fatty  acids  a tre- 
mendous proportion  of  carbon-dioxide  is 
formed.  This  in  turn  brings  back  the  uric 
acid  formation  and  furnishes  the  inter-rela- 
tionship between  the  ureogenetic  and  lipoides- 
genetie  functions. 

Dakin  and  Wakenman  observed  autacoid 
action  in  certain  “ferments”  (?)  of  the  liver 
— “one  reduces  aceto-acetic  acid  to  hydroxy- 
butric  acid,  the  other  reverses  this  action.” 

The  lipoids  found  in  the  livers  are  glycerols, 
waxes  like  cholesterol,  phospholipoids,  like 
lecithin ; glyco-lipoids,  sulpho-lipoids,  fatty 
acids  and  stearates. 

‘ ‘ By  oxidation  the  liver  first  desaturates  the 
‘higher  acids’  (such  as  stearic,  palmitic,  etc) 
thenaceto-acetic  is  formed  which  finally  re- 
duces to  0O2  and  water.  So  that  again  the 
possibility  occurs  of  uric  acid  formation  in 
the  liver  in  the  presence  of  carbon  dioxide, 
or  faulty  oxidation. 

This  explains  the  autacoid  action  of  the 
liver  in  lipoideogenesis,  and  the  same  rational 
therapeutics  applies  as  in  the  preceding  con- 
sideration. 

The  syndrome  arising  from  disturbed  lip- 
oideogenesis embraces  gallstones,  acidosis 
and  the  great  chain  of  uric  acid  disorders  or 
in  this  case  carbon-dioxide  pathogenesis  as 
well  as  unknown  influence  upon  fat  distribu- 
tion. Asthma  and  gout  represent  'nposite 
ends  of  the  uric  acid  chain  of  disease!  Gout 
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is  clearly  from  the  protein  intake,  while  asth- 
ma may  be  due  to  the  uric  acid  formed  in  dis- 
turbed lipoideogenesis.  Cholelithiasis  and 
obesity  in  the  same  subject  occur  most  fre- 
quently. 

It  has  been  proven  that  the  presence  of  fats 
in  the  duodenum  cause  gall  gladder  contrac- 
tions and  expulsions  of  bile. 

The  thyroid  probably  furnishes  the  auta- 
coids  adjuvant  in  their  action  to  hepatic 
lipoideogenesis.  The  arterio,  pituitary  auta- 
eoids,  likewise  enter  into  this  complex  of  fat 
metabolism. 

Metabolic  skin  disorders  yield  to  the  com- 
* bined  treatment  by  hepatic  extract  and  thy- 
roid substance. 

It  may  be  seen  that  treatment,  by  means  of 
hepatic  autacoids,  of  fat  and  protein  patho- 
genesis is  likewise  prophylactic  treatment  of 
such  results  as  gall  stones,  arteriosclerosis, 
renal  and  other  visceral  morbid  changes. 

The  very  close  relationship  of  the  hepatic 
functions  is  emphasized  as  we  observe  so 
many  of  the  permanent  morbid  changes  re- 
sulting from  overlapping  metabolic  activities, 
e.  g.,  the  liver’s  complemental  glycogen  and 
fat  content ; its  fat  metabolism  into  CO;, 
which  forms  uric  acid  in  the  liver  and  its 
blood  and  bile  interchanges. 

Bileogenesis  is  both  an  endogenous  and  exo- 
genous function.  Hence  its  syndrome  will  be  of 
two  types  according  as  the  internal  or  extern- 
al functions  are  impaired. 

That  bile  is  essential  to  life  was  shown  when 
the  animals  were  found  to  die  when  the  bile 
was  diverted  from  the  system,  although  the 
liver  remained. 

That  the  vital  quality  is  a liver  secreted  hor- 
mone was  shown  when  liver  substance  pre- 
vented death  of  the  animal. 

The  fat  transformation  in  the  liver  re- 
quires the  previous  biliary  emulsification  that 
takes  place  in  the  intestines  and  is  purely 
chemical.  The  bile  salts  are  autacoids  formed 
exclusively  in  the  liver. 

There  seems  to  be  a blending  of  the  coagulo- 
genetic  and  lipoideogenetic  functions  to  pro 
duce  the  bileogenetic  function. 

The  chief  constituents  of  the  bile  are  de- 
rived from  the  blood  and  many  combine  with 
the  fatty  acids.  “Some  think  cholesterol  of 
the  blood’’,  says  Macloud,  “is  excreted  in  two 
ways — as  cholesterol  and  as  choleic  acid.” 

Again  the  presence  of  bile  in  the  blood  of 
the  jaundiced  appears  to  delay  greatly  the 
time  of  clotting  of  the  blood. 

I remember  a jaundiced  patient  of  the  late 
Dr.  T.  H.  Baker,  who  became  jaundiced  at 
each  menstrual  period.  She  was  operated  on 
for  gall  stones  and  died  because  of  secondary 
hem'"  age  three  days  after  the  operation. 
The  uepatic  autacoids  controlling  the  func- 


tions of  blood  clotting  and  fat  forming  would 
have  constituted  rational  therapeutics  in  this 
case. 

It  is  not  the  purpose  of  an  abbreviated  pu- 
per  of  this  kind  to  discuss  the  physiology  of 
the  hepatic  functions. 

It  is  desired  to  indicate  the  rational  basis 
upon  which  hepatic  autacoids  may  be  used  in 
alterations,  either  of  quality  or  quantity,  of 
hepatic  secretions,  that  result  in  pathological 
conditions,  or  cellular  action. 

The  use  of  hepatic  extract  is  found  to  stim- 
ulate the  biliary  functions  of  the  liver  both  as 
to  quality  and  quantity. 

lienee  hepatic  autacoids  are  indicated  in 
those  cases  of  functional  “torpidity”  so  mark- 
ed in  the  sedentary  and  middle  aged. 

The  extract  is  indicated  in  the  qualitative 
disturbances  following  infection,  mineral 
poisons,  toxines  in  general  and  the  changes 
found  in  cholelithiasis  and  anaemias. 

Hepatic  extract  is  contraindicated  in  all 
cases  of  obstructive  jaundice  or  where  the 
biliary  outflow  is  impeded  in  cancer,  etc. 

One  case  of  cancer  of  the  liver  was  attend- 
ed with  greatly  increased  pains  after  exhibi- 
tion of  an  ampule  of  hepatic  extract.  In  an 
other  case  of  gall  stone  disease,  in  which  it. 
had  been  administered,  an  operation  disclosed 
no  gall  stones,  but  many  consequent  adhesions 
and  a greatly  distended  or  “dropsical”  gall 
bladder. 

Bouchard  showed  the  blood  coming  from 
the  liver  was  fifty  times  less  toxic  than  the 
blood  going  to  the  liver.  This  auto  protective 
power  of  the  liver  has,  likewise,  been  found  to 
be  greatly  enhanced  by  the  homo-stimulative 
autacoids. 

The  lipoids  are  given  a large  amount  of 
credit  for  this  function.  There  seems  to  be 
no  dissension  from  the  statement  that  the  elec- 
trolytes originate  in  the  liver. 

In  summary  lfet  it  be  stated  that  the  prin- 
ciples essential  to  life,  found  in  the  liver,  have 
been  proven  to  be  autacoids: 

That  the  pathogenesis  from  the  altered  state 
of  the  cellular  action  of  the  liver  may  be 
largely  or  entirely  corrected  by  the  adminis- 
tration of  these  autacoids,  either  orally  or  hy- 
podermatically. 

Biochemists  have  furnished  the  building 
material  that  each  internists,  surgeon  or  other 
specialist  may  use  in  erecting  his  individual 
superstructure  of  observation.  However,  clin- 
ical observations  are  essentially  inexact  be- 
cause human  subjects  with  changeful  patho- 
logic tissues  disallow  proof,  as  obtained  by 
the  physiologist  in  animal  experimentation. 

Nevertheless  it  is  believed  a distinct,  spe- 
cific, rational  therapeutic  principle  is  found 
in  hepatic  extract,  which  correctly  exhibited, 
will  effect  a cure  of  the  curable  disorders  of 
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the  hepatic  functions  governing  the  sugar,  the 
protein  and  the  fat  metabolism,  and  the  func- 
tions of  coagulogenesis  and  the  bile  secretion 
and  excretion. 

Hepatic  extract  may  be  administered  hypo 
dermatically  from  the  one  c.c.  ampules  or 
orally  in  the  dry  extract.  It  should  be  given 
in  frequency  and  dose  to  suit  the  required  re 
suit  of  each  case. 

“New  Year”  with  all  its  hope  in  Science 
dawns, 

Let  doubt  not  cloud  its  light  with  human 
pawns. 

DISCUSSIONS. 

Henry  G.  Barbour:  It  will,  of  course,  be  im- 
possible to  do  justice  to  the  very  stimulating  pa- 
per read  by  Dr.  Bate  in  the  short  space  of  time 
allowed  for  discussion;  so  many  interesting  fea- 
tures are  suggested  by  the  points  he  has  em- 
phasized. I regret  that  I could  not  have  been 
present  when  he  described  some  of  the  cases  in 
which  he  has  used  hepatic  extract.  One  needs  to 
know  more  about  the  detailed  evidence  when 
favorable  results  have  been  secured. 

I am  sure  Dr.  Bate  did  not  intend  to  imply 
that  each  function  of  the  liver  is  necessarily 
represented  by  an  extract  which  can  be  obtain- 
ed from  the  liver.  At  least  I think  physiolo- 
gists and  pharmacologists  will  agree  that  we  have 
a long  distance  to  go  before  this  could  be  as- 
serted. Liver  extracts,  however,  are  coming  in- 
to use,  with  a very  definite  scientific  founda- 
tion. 

As  regards  the  reduction  of  blood  pressure: 
In  saline  extracts  of  liver  a material  has  been 
obtained  which  certainly  accomplishes  that  pur- 
pose. Something  of  the  sort  was  extracted  by 
Vincent  and  Sheen  as  early  as  1903,  and  depres- 
sor substances  have  been  obtained  from  various 
other  tissues.  Popielski  obtained  a depressor 
substance  from  various  tissues  which  he  de- 
scribed as  “vasodilatin.”  Abel  has  succeeded  in 
crystallizing  from  various  organs  including  the 
liver,  a depressor  substance  resembling  but  much 
more  powerful  than  histamine.  Other  investiga- 
tors have  described  tissue  extracts,  including 
those  from  liver,  with  property  of  reducing  blood 
pressure.  Of  course  physiologists  and  pharma- 
cologists want  to  see  these  things  reduced  to 
tangible  form,  and  are  hoping  that  chemists  will 
be  able  to  eventually  show  the  exact  nature  of 
such  substances.  The  purest  known  depressor 
substance  from  liver  has  been  isolated  by  James, 
Laughton  and  A.  Bruce  Macallum  of  Western 
Ontario  University.  It  is  non-protein  and  ether- 
soluble.  It  differs  both  chemically  and  pharma- 
cologically from  both  histamine  and  choline. 
Hepatic  extract,  in  the  hands  of  Major  and 
other  clinical  observers  whom  Dr.  Bate  men- 
tioned, has  been  found  to  reduce  arterial  hyper- 
tension, including  the  experimental  high  pres- 
sure produced  by  the  administration  of  methyl 


guanidine. 

There  are  one  or  two  other  hepatic  extracts 
which  I would  like  to  mention  briefly.  Howell 
of  Johns  Hopkins  has  isolated  from  the  liver  of 
dogs  a substance  known  as  heparin  which  is 
an  anticoagulant  and  is  perhaps  identical  with 
“anti-prothrombin.”  This  at  least  is  a very  def- 
inite extract,  soluble  in  water,  which  in  extreme- 
ly small  doses  can  be  used  experimentally  to 
keep  the  bood  from  coagulating.  Howell  men- 
tions this  in  connection  with  hemophilia  which 
disease,  however,  appears  to  be  due  to  failure  of 
the  too  resistent  blood  platelets  to  break  down, 
and  not  to  an  excess  of  heparin. 

Interesting  experiments  of  Cannon  of  Harvard 
have  been  recently  described  in  which  the  hepat- 
ic nerves  were  stimulated  and  cardiac  action  be- 
came faster.  On  this  basis  it  appears  that  the 
liver  furnishes  something  which  may  stimulate 
the  heart.  Cannon  says  this  is  not  to  be  looked 
upon  as  an  internal  secretion  as  it  occurs  es- 
pecially after  protein  feeding  hence  may  be  due 
to  the  amines  which  the  liver  splits  off.  These 
experiments  were  carried  further  in  the  labora- 
tory of  Asher  of  Berne  who  has  produced  a 
number  of  interesting  facts.  For  instance  by 
stimulating  the  liver  the  accelerating  action  of 
atropine  upon  the  heart  in  animals  has  been  con- 
verted to  slowing,  illustrating  the  dual  action  of 
chemical  substances  mentioned  by  Dr.  Bate. 

The  last  internal  secretion  of  the  liver  which 
I wish  to  mention,  although  somewhat  hypothet- 
ical, is  of  great  interest.  Professor  E.  P.  Pick 
who  holds  the  chair  of  pharmacology  in  Vienna 
has  studied  extensively  the  liver  in  relation  to 
the  retention  of  fluid  in  the  body  and  with  ref- 
erence to  diuresis.  He  has  found,  for  example, 
after  removal  of  the  liver  from  a frog  there  is  a 
tendency  of  fluids  when  introduced  into  the  frog 
to  produce  swelling  of  the  muscles.  In  animals, 
diuresis,  from  taking  water  by  mouth,  which 
would  have  occurred  after  several  hours,  has  oc- 
curred immediately.  In  a child  with  liver  tumor 
Pick  found  on  the  other  hand  that  three-fourths 
liter  of  water  by  mouth,  which  would  promptly 
produce  diuresis  in  a normal  individual,  had  no 
diuretic  effect  whatever.  His  theory  is  that  the 
liver  elaborates  an  internal  secretion  which  reg- 
ulates the  power  of  the  blood  and  tissues  to  re- 
tain water,  thus  controlling  the  water  metabol- 
ism. 

Along  this  line  it  may  be  interesting  to  men- 
tion the  work  of  Lamson,  professor  of  pharma- 
cology in  Vanderbilt  University.  He  has  per- 
formed considerable  work  in  relation  to  water 
shifting  to  the  liver,  and  has  established  in 
etherized  animals  a very  interesting  picture.  In- 
travenous injection  of  25  c.c.  isotonic  salt  solu- 
tion per  kilo  will  cause  an  immediate  dilution  of 
the  blood  as  shown  by  decreased  hemoglol}!1'’, 
which  within  half  an  hour  returns  to  practically 
the  normal  level. 
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When  the  same  injections  of  fluid  are  used, 
after  physiological  removal  of  the  liver  by  Eck 
fistula  and  obstruction  of  the  hepatic  artery, 
excess  fluid  remains  in  the  blood  for  several 
hours.  This  has  more  to  do x apparently  with 
storage  of  water  in  the  liver  itself  than  anything 
else.  It  may,  however,  be  interpreted  ultimately 
under  Pick’s  theory  of  hormone  action.  Natur- 
ally these  problems  present  great  interest  in 
connection  with  getting  the  blood  to  retain 
fluid  in  conditions  of  shock,  etc.  where  not  only 
normal  saline  but  dextrose  and  acacia  and  sim- 
ilar solutions  quickly  pass  into  the  tissues.  By 
improved  experiments  of  this  general  type  Drs. 
Spurling,  Kinsman  and  I are  trying  to  learn 
something  more  about  those  factors  which  help 
to  keep  fluid  in  the  blood. 

Very  recently  in  the  Laboratory  of  Physiology 
and  Pharmacology  of  the  University  of  Louis- 
ville, Mr.  Frankmann  and  I have  been  adminis- 
tering phloridzin  to  dogs.  After  about  forty 
hours  the  sugar  has  been  mostly  drained  off 
through  the  kidneys  and  the  carbohydrate  of  the 
liver  cells  has  been  replaced  by  fat.  The  pro- 
duction of  an  immensely  fatty  liver  about  forty 
hours  after  giving  phloridzin  is  well  known.  (We 
killed  one  of  the  dogs  and  were  then  sure  that 
we  had  a typical  result). 

We  have  found,  what  was  previously  unknown, 
that  a dog  with  this  kind  of  a fatty  liver  pre- 
sents a more  dilute  blood  than  normal.  Further- 
more the  blood  retains  injected  Ringer  solution 
much  more  tenaciously  than  when  the  liver  was 
normal.  This  we  have  demonstrated  by  follow- 
ing the  specific  gravity  of  the  blood  at  two  min- 
ute intervals.  A significant  question  now  is, 
does  the  production  of  the  fatty  liver  interfere 
with  water  storage  in  the  liver  itself,  or  with  the 
action  of  a liver  autacoid  in  blood  or  tissues? 
Both  factors  may  operate. 

Edward  R.  Palmer:  It  may  seem  a little  out 

of  order  for  a urologist  to  discuss  a very  elab- 
orate and  abstruse  paper  as  this,  but  there  are 
some  points  which  have  been  mentioned  that 
appeal  to  me  particularly  and  I would  like  to 
stress  them. 

Dr.  Bate  made  the  statement  in  the  early  part 
of  his  paper  that  the  body  has  undoubtedly  in 
its  own  organism  the  power  to  cure  all  curable 
diseases.  That  is  v>hat  I have  believed  for  many 
years.  Ever  since  the  discovery  that  some  micro- 
organism is  the  cause  of  most  diseases,  there  has 
been  a trend  in  two  directions  of  modern  medi- 
cine. The  first  trend,  immediately  after  the  dis- 
covery, was  to  say:  “Now  that  we  know  what 
causes  the  disease,  all  we  have  to  do  is  to  re- 
move the  cause  and  the  patient  will  get  well.” 
The  search  then  began  for  drugs  that  would 
“annihiliate  the  pesky  microbes.”  The  most  of 
this  work  was  done  along  the  line  of  Ehrlich’s  in- 
genious side-chain  hypothesis.  At  the  time  that 
theory  was  inaugurated  I was  demonstrator  of 


pathology  in  the  University  of  Louisville.  I em- 
braced the  theory  and  used  to  teach  it  with  much 
gusto,  and  believed  it  to  a very  great  extent. 
Out  of  that  theory  Ehrlich  developed  his  idea 
of  chemotherapy  which  is  now  raging  in  full 
force.  I have  recently  seen  an  advertisement  of 
Kolmer’s  new  work  on  chemotherapy  in  which  I 
suppose  he  discusses  this  idea  very  fully.  I have 
not  yet  had  the  opportunity  of  seeing  it. 

Several  years  ago  in  a paper  which  I read  be- 
fore this  society  I made  the  statement  that  I be- 
lieved the  trend  of  modern  medicine  toward 
chemotherapy'  was  a step  backward  instead  of 
forward.  I believe  we  should  abandon  the  idea 
of  attempting  to  kill  micro-organisms,  that  we 
should  recognize  there  is  no  such  thing  as  kill- 
ing micro-organisms  in  the  body  tissues,  by 
means  of  chemicals.  If  micro-organisms  are  kill- 
ed it  is  by  the  natural  protective  forces  of  the 
body,  and  our  chemicals  are  simply  aids  or  stim- 
ulating factors  to  those  forces. 

The  other  trend  of  modern  medicine  has  been 
toward  biological  therapeutics,  and  I might  men- 
tion that  this  is  perhaps  the  most  important  fea- 
ture in  medicine  today — biological  therapeutics. 
This  point  was  emphasized  before  this  society 
by  Dr.  Morris  several  years  ago  in  speaking  of 
the  different  eras  of  medicine.  After  enumer- 
ating the  various  eras  through  which  medicine 
had  passed,  he  mentioned  the  biological  era  as 
being  the  most  recent:  Biological  therapeutics 
has  attracted  a great  deal  of  attention  lately, 
and  much  stress  has  been  placed  upon  the  intern- 
al secretions,  the  endocrine  system,  hormones, 
chalones  or  autacoids,  etc. 

I believe  every  human  being  born  into  the 
world  in  an  absolutely  normal  state  of  health  is 
immune  to  every  disease.  Unfortunately,  how- 
ever, from  the  time  of  birth  onward  we  are 
simply  taking  steps  toward  the  grave  and  are 
rapidly  becoming  more  qnd  more  abnormal  in 
certain  things.  I do  not  believe  any  micro-or- 
ganism can  gain  a foothold  in  absolutely  normal 
tissues,  because  the  body  is  endowed  with  mech- 
anism to  prevent  that,  but  it  is  so  easy  to  upset 
this  delicate  balance  that  germs  readily  gain  a 
foothold.  Even  when  this  happens  we  are  still 
endowed  with  machinery  for  overcoming  disease 
thus  produced.  I believe  the  maintenance  of 
life  and  the  maintenance  of  immunity  is  due  to 
the  wonderful  balancing  and  co-operative  action 
of  our  internal  secretions,  the  most  importance 
of  which  perhaps  are  those  of  the  liver,  that  mas- 
ter gland  of  the  entire  body.  Therefore,  instead 
of  our  running  in  a tangent  and  searching  for 
chemicals  that  will  kill  germs,  let  us  study  what 
mechanisms  we  have  to  control  diseases,  the 
most  important  of  which  are  the  glands  of  in- 
ternal secretion. 

Dr.  Bate  spoke  of  the  wonderful  action  of  the 
autacoids.  It  seems  to  me  that  their  action  is 
similar  to  that  of  certain  drugs,  they  are  cata- 
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lizers.  He  says  that  they  have  a reversible  ac- 
tion, they  are  either  chalones  or  hormones,  they 
have  the  power  of  activating  or  checking,  de- 
pending upon  the  disease  and  circumstances,  so 
it  strikes  me  they  are  catalyzers,  they  are  akin  to 
the  ferments  in  a way,  they  have  either  a stimu- 
lating or  restraining  action.  So  for  us  to  prop- 
erly handle  diseases,  whether  they  be  surgical  or 
medical,  we  should  first  determine  how  much  the 
body  itself  is  trying  to  master  these  diseases. 
Then,  instead  of  trying  to  “throw  a bombshell 
into  camp  and  upsetting  the  whole  works,”  we 
should  administer  our  drugs,  biological  thera- 
peutics, stimulators  or  restrainers,  at  the  proper 
time  in  order  not  to  upset  the  protective  forces 
of  the  body. 

Fred  G.  Speidel:  In  discussing  the  question  of 

blood  pressure  it  is  wise  to  keep  in  mind  the  fact 
that  blood  pressure  itself  is  due  to  certain  fac- 
tors which  are  not  necessarily  physiological  but 
belong  to  what  might  be  called  in  general  terms 
hydrodynamics.  In  the  first  place  the  fact  that 
we  have  blood  pressure  depends  upon  the  pump- 
ing action  of  the  heart.  The  height  to  which 
the  blood  pressure  rises  depends  upon  other  fac- 
tors, viz.,  the  total  volume  of  blood  in  the  veins, 
arteries  and  capillaries;  the  peripheral  resist- 
ance, i.  e.,  the  resistance  to  the  outflow  of  blood 
from  the  arteries;  the  viscosity  of  the  blood;  and 
to  some  extent  upon  the  elasticity  of  the  vessel 
walls.  When  any  new  agent  is  introduced  for 
the  lowering  of  blood  pressure,  it  should  be  clear- 
ly stated  which  of  these  factors  controlling  the 
pressure  it  operates  upon.  So  far  as  I know 
that  has  not  been  done  in  the  case  of  hepatic 
extract.  Presumably  its  action  is  to  reduce  peri- 
pheral resistance  or  the  resistance  to  the  out- 
flow of  blood  from  the  arteries  or  through  the 
capillary  bed.  Whether  that  has  been  proven  or 
is  simply  an  assumption  I do  not  know.  We  do 
know  that  there  are  certain  substances  in  these 
hepatic  extracts  which  Dr.  Bate  has  mentioned, 
particularly  histamin,  which  has  such  an  effect, 
and  most  of  the  commercial  hepatic  extracts  now 
on  the  market  do  contain  histamin,  at  least  it  is 
so  stated  in  the  folders  accompanying  the  pack- 
ages. 

We  all  see  a great  many  patients  with  elevated 
blood  pressure.  We  frequently  find  upon  care- 
ful examination  that  such  elevation  is  due  to  an 
abnormally  strong  pumping  action  of  the  heart, 
which  usually  means  that  the  heart  is  overcom- 
pensating for  its  own  defects.  In  the  effort  to 
perform  the  work  which  it  is  failing  to  accom- 
plish the  heart  simply  overdoes  the  matter.  I 
think  that  is  a frequent  cause  of  arterial  hyper- 
tension. Whenever  there  is  an  effort  to  com- 
pensate there  is  an  accompanying  tendency  to 
overcompensate,  this  means  overworking  of  the 
heart  and  high  pressure.  The  administration  of 
digitalis  will  frequently  relieve  the  load  on  the 
heart  and  thus  reduce  the  blood  pressure. 


We  have  further  a large  group  of  cases  in 
which  elevation  of  blood  pressure  is  due  to  in- 
creased peripheral  resistance  through  the  kid- 
ney, the  so-called  arteriosclerotic  kidney.  In 
such  cases  the  administration  of  hepatic  extract, 
needless  to  say,  will  merely  delay  the  onset  of 
such  symptoms  as  are  usually  due  to  the  accum- 
ulation of  nitrogenous  products  in  the  blood,  viz., 
the  various  manifestations  we  know  as  uremia. 

In  addition  to  the  two  groups  of  cases  men- 
tioned, we  have  those  known  as  idiopathic  hy- 
pertension. This  term  is  simply  used  as  a cloak 
to  cover  our  ignorance  of  the  underlying  pro- 
cess which  is  acting  as  a causative  factor.  It 
is  sometimes  due  to  toxines  circulating  in  the 
blood,  sometimes  due  to  foci  of  infection,  and 
sometimes  due  to  psychic  influences  with  which 
we  are  not  conversant. 

Whatever  may  be  the  cause  of  the  hyperten- 
sion, and  whether  this  cause  be  clearly  demon- 
strable with  our  instruments  of  precision  or  not, 
it  is  certainly  advisable  to  utilize  all  of  those 
methods  which  have  been  known  in  the  past  to 
reduce  blood  pressure,  chiefly  rest,  both  mental 
and  physical,  with  dietary  regulation,  withhold- 
ing salts  in  some  cases,  proteins  and  other  nitro- 
genous bodies  in  others,  and  the  removal  of  pus 
from  the  body  wherever  it  can  be  found.  After 
all  of  these  things  are  used  then  hepatic  extract 
may  also  be  administered,  but  hepatic  extract 
should  not  be  used  to  the  exclusion  of  all  of 
those  things  which  have  been  found  in  the  past 
to  be  of  value  in  reducing  arterial  hypertension. 

With  regard  to  Dr.  Bate’s  excellent  presenta- 
tion: There  is  one  point  I would  like  to  have  him 
answer  with  respect  to  the  woman  with  hemo- 
philia whose  mother  also  had  hemopilia.  It  has 
been  my  understanding  that  hemophilia  occurs 
exclusively  in  males  and  is  always  inherited 
from  the  mother;  further  that  the  disease  is 
transmitted  by  the  mother — never  from  the 
father — without  the  mother  ever  having  mani- 
fested any  symptoms  of  hemophilia. 

With  regard  to  Dr.  Palmer’s  discussion  of 
chemotherapy:  I have  had  the  pleasure  of  read- 
ing Dr.  Kolmer’s  book  which  he  mentions.  I do 
not  feel  as  Dr.  Palmer  does  that  the  body  has 
protective  mechanisms  against  all  forms  of  mi- 
cro-organisms which  may  invade  it.  One  of  the 
most  interesting  chapters  in  Kolmer’s  book  is 
on  amebic  dysentery  and  its  effective  treatment 
with  emetin,  which  is  a remarkable  advancing 
step  in  the  practice  of  specific  medicine.  Al- 
though the  organisms  are  found  principally  in 
the  intestinal  canal,  still  they  do  invade  the  deep- 
er tissues,  and  the  administration  of  emetin  rep- 
resents considerable  progress  along  this  line. 

R.  Alexander  Bate  (in  closing)  : I wish  to 

thank  the  gentlemen  who  have  participated  in 
the  discussion  of  my  paper.  Perhaps  many  of 
the  points  raised  can  best  be  answered  by  re- 
lating briefly  some  instances  in  connection  with 
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certain  clinical  observations. 

Arterial  hypertension:  It  has  been  very  de- 

finitely proven  that  hepatic  extracts  acts  as  a 
specific  in  the  reduction  of  high  blood  pressure. 
The  experiments  by  Major,  cited  in  the  paper, 
show  that  guanidine  was  administered  to  pro- 
duce high  blood  pressure,  and  hepatic  substance 
was  then  exhibited  which  caused  reduction  of 
the  blood  pressure  to  normal.  Hepatic  extract, 
therefore,  acts  as  a true  specific.  In  animals 
with  normal  blood  pressure  twenty  times  the 
usual  dose  of  hepatic  extract  has  absolutely  no 
effect.  These  experiments  led  to  the  therapeu- 
tic application  of  hepatic  extract  for  the  reduc- 
tion of  arterial  hypertension,  and  following  mod- 
erate doses  blood  pressure  was  gradually  reduced 
to  normal. 

The  question  of  histamine  has  been  mention- 
ed : Hepatic  extract  may  contain  histamine,  but  it 
has  a totally  different  action  from  histamine,  as  it 
is  consumed  as  hormones,  or  hepatic  autacoids, 
just  as  any  other  chemical  agent  becomes  con- 
sumed or  neutralized  in  the  presence  of  certain 
other  substances  of  different  chemical  reaction. 
High  blood  pressure  produced  by  guanidine  is 
overcome  by  guanidase  which  is  an  enzyme. 
When  the  action  of  guanidine  is  neutralized  or 
consumed  by  guanidase,  the  blood  pressure  re- 
cedes to  the  normal  level. 

Now  in  regard  to  clinical  cases  with  persist- 
ent arterial  hypertension:  Two  such  patients 
have  come  under  my  personal  observation.  As 
probably  most  of  you  know,  Parke  Davis  & Com- 
pany made  (but  did  not  market)  for  about  three 
years  hepatic  extract  prepared  for  hypodermatic 
administration.  Since  the  statement  came  from 
the  Canadian  laboratory  that  a depressor  sub- 
stance, obtained  from  the  liver,  would  reduce 
high  blood  pressure,  there  has  been  considerable 
demand  for  this  substance.  For  some  reason 
Parke  Davis  & Company  ceased  to  supply  this 
material  for  hypodermatic  use  and  there  was  a 
period  when  it  was  not  to  be  had.  Several  other 
pharmaceutical  companies,  however,  have  now 
placed  the  material  on  the  market.  I had  several 
of  the  original  P.  D.  & Co.  ampules  left  when 
called  to  see  a gentleman  about  83  years  of 
age  who  was  having  convulsions.  He  had  been 
paralyzed  on  the  left  side  following  a previous 
illness.  The  cause  of  this  I do  not  know,  as 
there  is  no  information  concerning  the  relation 
of  his  paralysis  to  any  other  disease, — no  sy- 
philis. This  gentleman  had  not  been  seen  before 
by  me.  He  had  a history  of  systolic  blood  pres- 
sure of  250  mm.  Hg.  extending  over  a long  per- 
iod of  time,  and  had  eaten  a dinner  a few  hours 
before  this  attack  containing  a large  quantity 
of  nitrogenous  food.  I was  called  to  see  him 
at  his  home;  he  was  then  having  convulsions, 
and  his  blood  pressure  was  25Q.  I immediately 
gave  him  one  ampoule  of  P.  D.  & Co.’s  liver  sub- 
’ stance.  Apparently  this  had  some  effect  on  his 


blood  pressure  as  he  began  to  slowly  improve. 
Later  he  had  another  convulsion  and  was  given 
a second  ampoule  and  again  improved.  After 
another  convulsion  he  was  given  the  third  am- 
poule of  hepatic  extract.  There  were  no  further 
convulsions.  That  was  in  December,  1925,  and 
although  the  man  was  then  83  years  old  his 
health  has  been  much  better  since.  His  blood 
pressure  is  now  about  180  mm.  Hg.  Of  course 
every  other  means  at  our  command  were  used, 
— rest  in  bed,  proper  diet,  etc.  There  have  been 
no  complications  whatever.  There  had  never 
been  any  albumin  in  the  urine. 

The  other  patient  was  a man  aged  45  years 
who  had  been  under  the  observation  of  several 
physicians  because  of  renal  disease  and  whose 
condition  had  been  distressing.  Under  dietary 
and  other  forms  of  treatment  his  renal  lesion 
became  so  much  better  that  he  had  departed 
from  his  diet  list  and  had  a relapse.  I was  call- 
ed to  see  him  at  night  and  found  him  in  convul- 
sions. This  was  during  the  time  that  P.  D.  & 
Co.’s  ampoules  of  hepatic  extract  were  not  to  be 
had.  The  patient  was  given  by  mouth  a cap- 
sule containing  liver  and  parathyroid  substance. 
He  was  also  given  this  by  enema.  He  had  sever- 
al slight  convulsions  during  that  night,  but  with- 
in forty-eight  hours  he  began  to  improve  and  no 
further  convulsions  occurred.  His  urine  showed 
some  albumin,  but  he  continued  to  improve  and 
in  about  seven  months  was  sufficiently  well  to 
start  to  California.  Unfortunately,  however,  he 
died  on  the  way  at  New  Orleans,  La.  It  seems 
strange  that  this  man,  too,  had  paralysis  of  the 
left  side.  I mention  the  coincidence  but  know 
of  no  reason  for  it. 

As  to  cases  of  hemophilia:  The  mother  of  the 
patient  mentioned  in  my  paper  died  from  this 
condition.  She  was  originally  a patient  of  Dr. 
0.  E.  Bloch  and  had  been  seen  by  Dr.  C.  T. 
Wolfe  and  several  other  physicians.  The  daugh- 
ter (my  patient)  had  been  delivered  of  three 
children;  there  was  no  hemorrhage  from  the 
uterus  following  any  of  her  deliveries.  After 
the  extraction  of  a tooth  she  had  a prolonged 
hemorrhage.  Blood  examination  threw  no  light 
on  this  case.  As  mentioned  in  the  paper,  su- 
prarenal substance  has  the  effect  of  preventing 
the  power  of  blood  clotting  and  should  there- 
fore not  be  used  in  hemophilia.  After  the  ad- 
ministration of  hepatic  extract  this  patient  had 
other  teeth  extracted  without  hemorrhage.  So 
far  as  I am  aware  there  is  no  contraindication 
to  the  administration  of  hepatic  extract. 

I agree  with  Dr.  Speidel  that  every  means  at 
our  command  should  be  used  in  combating  ar- 
terial hypertension,  but  hepatic  extract  seems 
to  act  as  a specific  in  cases  due  to  disturbed  ni- 
trogen elimination. 
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LOCAL  ANESTHESIA  IN  OFFICE 
TECH/NIQUE.* 

By  George  E.  Vaugiian,  Louisville. 

As  implied  in  the  title  of  the  paper,  we 
wish  principally  to  discuss  the  technique  as 
generally  used  in  the  office  when  operating 
under  local  anesthesia.  The  choice  of  the  an- 
esthetics are  novocaine,  cocaine  and  butyn, 
and  preference  is  given  in  the  order  named. 

For  the  past  several  years  a committee  of 
the  A.  M.  A.  has  made  a careful  study  of 
local  anesthesia  and  I presume  most  of  you 
are  familiar  with  this  report.  A few  of  the 
most  important  points  will  be  mentioned. 
Novocaine  in  1-2  to  1%  solution  stands  pre- 
eminent as  the  choice  for  local  anesthesia  by 
injection  and  whenever  possible  it  is  to  be 
selected.  Due  regard  should  be  had  for  the 
toxic  effects  of  whatever  drug  used  and  the 
minimum  amount  necessary  for  anesthesia  ad- 
ministered. 

Cocaine  is  in  very  bad  repute  today  and  a 
surgeon  would  almost  be  liable  for  damages 
should  a fatality  occur  under  its  use  by  in- 
jection. On  this  account,  and  also  as  we 
have  such  a satisfactory  substitute  in  novo- 
caine, I have  not  used  cocaine  by  injection 
for  many  years.  However,  it  is  my  opinion 
that  the  objections  to  cocaine  by  application 
could  be  eliminated  to  a great  extent  by  prop- 
er preparation  of  the  patient  and  correct 
technique.  In  an  extensive  operation  or 
where  a large  amount  (5  or  6 grs.)  of  cocaine 
is  to  be  used,  a thorough  physical  and  labor- 
atory examination  should  be  made.  Also  a 
few  days  preparatory  treatment  will  deter- 
mine if  there  is  an  idiosyncrasy  to  the  drug. 

The  application  of  adrenalin  previous  to 
the  cocaine  is  a good  procedure  thereby  les- 
sening the  amount  of  cocaine  to  be  used  and 
consequently  limiting  the  toxic  systemic  ef- 
fect. 

The  prevention  of  shock  is  a great  desider- 
atum in  all  surgery.  This  is  accomplished 
by  limiting  area  of  application,  blanching 
the  tissues,  decreasing  the  blood  supply.  It 
is  probable  that  many  of  the  fatalities  attri- 
buted to  the  anesthetic  have  been  the  result 
of  shock.  To  meet  this  problem  we  should 
bear  in  mind  the  many  causes  of  shock.  Pam 
and  loss  of  blood  are  generally  recognized  as 
the  principal  factors,  but  unquestionably  it 
is  frequently  produced  by  impulses  origin- 
ating from  the  special  senses,  the  eye  and  ear 
particularly.  Although  the  crushing  and 
breaking  of  bones  in  the  nose  may  be  painless 
the  sound  will  often  produce  shock. 

The  sight  of  instruments  often  has  a very 
disturbing  effect  upon  patients,  especially 

*Read  before  the  Jefferson  County  Medical  Society. 


children.  This  is  noticed  in  one  operation  so 
frequently  required  in  children,  namely,  par- 
acentesis of  the  drum  of  the  ear.  Perfect  an- 
esthesia can  be  obtained  by  the  local  applica- 
tion of  cocaine,  phenol  and  menthol  but  if 
instruments  are  displayed  or  an  operation  is 
announced  the  child  will  become  frightened 
and  probably  develop  shock.  However,  if  the 
patient  is  told  we  only  intend  to  treat  the 
ear  the  anesthetic  can  be  applied  and  the  op- 
eration performed  without  the  child’s  know- 
ledge, a towel  being  placed  over  the  face  to 
occlude  vision. 

We  are  told  by  Crile  that  shock  may  be 
produced  through  conductivity  by  the  sub- 
conscious mind.  It  is  also  possible  that  it 
may  develop  in  the  mind,  per  se.  This  being 
true  it  is  necessary  in  our  technique  to  have 
regard  for  the  mental  composure  of  the  pa- 
tient, eliminating  objectionable  associations 
and  probably  through  suggestion  we  may 
modify  the  pain  and  shock  of  the  operation. 

The  recumbent  posture  is  a very  valuable 
aid  in  preventing  syncope  and  shock.  Very 
seldom  will  a patient  faint  when  reclining 
and  this  position  should  always  be  adopted 
with  a history  of  occasional  syncope  and 
when  cocaine  is  used. 

Another  very  important  step  in  our  tech- 
nique is  to  fortify  the  patient  against  the  tox- 
ic effects  of  the  anesthetic  and  the  develop- 
ment of  shock  by  the  administration  of  stim- 
ulant and  anodyne  drugs.  Fortunately  we 
have  an  ideal  combination  in  morphine  and 
atropine.  This  has  been  tested  and  proven 
by  experience  and  should  be  given  hypoder- 
matically  prior  to  every  operation  under  local 
anesthesia,  that  is  on  adults.  The  amount 
given  is  1-6  to  1-4  morphine  and  1-150  to  1- 
100  of  artopine  according  to  the  size  of  the 
patient  and  whether  blond  or  brunette.  Mor- 
phine by  its  sedative  and  anodyne  effect  ren- 
ders the  patient  less  susceptible  to  shock,  more 
amenable  to  operative  procedure  and  conse- 
quently less  local  anesthetic  will  be  needed. 

Atropine  in  my  own  experience  has  proven 
an  excellent  antidote  to  cocaine,  overcoming 
the  pallor  and  the  leaking  skin  by  its  relaxing 
effect  upon  vascular  spasm. 

Whisky,  very  justly  popular  with  our  pre- 
ceptors, should  still  be  retained  in  our  arma- 
mentarium. It  is  especially  indicated  in  those 
patients  having  an  idiosyncrasy  to  morphine, 
and  occasionally  as  an  adjuvant  to  the  mor- 
phine and  atropine.  From  a clinical  view- 
point it  acts  very  favorably  as  a quick  dif- 
fusible stimulant  promoting  a sense  of  well- 
being and  undoubtedly  benumbing  the  sen- 
sory nerves. 

The  technique  described  has  been  followed 
as  closely  as  possible  in  several  thousand  ^ 
cases  and  has  proven  very  satisfactory.  As 
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the  list  of  operations  suitable  for  loeal  anes- 
thesia is  constantly  increasing  I believe  it  is 
necessary  in  the  interest  of  humanity  as  well 
as  science  to  give  more  consideration  to  our 
technique. 

DISCUSSIONS. 

Claude  T.  Wolfe:  Dr.  Vaughan  has  given  us  a 
most  excellent  paper,  and  I can  only  speak  of  it 
in  so  far  as  concerns  the  use  of  local  anesthsia 
in  eye,  ear,  nose  and  throat  work.  Until  the 
last  few  months  I held  the  same  opinion  as  ex- 
pressed by  Dr.  Vaughan,  that  cocaine  should  be 
supplanted  by  novocaine;  but  at  the  recent  meet- 
ing in  Colorado  Springs  I asked  Dr.  Lille,  who 
has  charge  of  the  ear,  nose  and  throat  depart- 
ment at  the  Rochester  Clinic,  what  he  thought 
about  the  matter  and  he  said  they  used  cocaine 
exclusively  for  the  removal  of  tonsils.  At  the 
clinic  they  use  the  drug  in  strength  of  1-5  of 
one  per  cent.  When  asked  what  advantage  co- 
caine had  over  novocaine,  he  said  he  did  not 
know  that  it  had  any  advantage,  but  they  had 
used  cocaine  in  thirty-five  thousand  cases  without 
fatality  and  with  this  experience,  so  far  as  his 
department  was  concerned,  they  intended  to  con- 
t'nue  using  cocaine. 

Personally  I never  use  cocaine  as  an  injection. 
For  tonsillectomy  I prefer  one  per  cent  novo- 
caine for  injection  and  ten  per  cent  solution  of 
cocaine  for  topical  application.  I have  seen  no 
ill-effects  from  the  injection  of  novocaine. 

Butyn  has  supplanted  the  use  of  cocaine  so 
far  as  local  anesthesia  is  concerned  about  the 
eye,  for  removal  of  foreign  bodies,  etc.  One 
drop  of  two  per  cent  butyn  solution  is  instilled 
and  after  waiting  a few  minutes  another  drop  is 
instilled.  In  this  way  perfect  anesthesia  is  ob- 
tained and  the  ill-effects  of  cocaine  are  avoided, 
such  as  drying  of  the  cornea  and  slight  dilatation 
of  the  pupil. 

In  myringotomy  for  the  last  year  I have  been 
using  the  cocaine,  menthol  and  phenol  mixture 
in  both  children  and  adults  instead  of  general 
anesthesia.  Under  this  type  of  local  anesthesia 
the  operation  may  be  performed  without  pain 
or  danger.  After  application  has  been  made  to 
the  drum  membrane  and  sufficient  time  has 
elapsed  for  blanching  to  occur,  the  excess  solu- 
tion should  be  removed,  then  a free  incision  can 
be  made  without  causing  the  patient  any  discom- 
fort whatever. 

Samuel  G.  Dabney:  I have  enjoyed  Dr. 

Vaughan’s  paper  and  think  it  is  suggestive  in 
many  ways.  I was  particularly  interested  in 
what  he  said  about  morphine.  For  a time  it  was 
thought  hypodermic  injections  of  morphine  were 
valuable  in  cocaine  poisoning,  but  recent  opinion 
seems  to  be  to  the  contrary.  It  is  true,  of 
course,  if  one  takes  the  pupil  as  an  index,  its  di- 
latation would  indicate  morphine;  but  St.  Clair 
Thompson  in  the  latest  edition  of  his  book  re- 
cently issued  says  it  is  inadvisable  to  administer 


opiates  in  cocaine  poisoning  because  of  its  de- 
pressing effect  on  the  respiratory  apparatus  and 
it  increases  the  effect  of  cocaine  in  that  way. 
It  is  a little  questionable  whether  it  is  generally 
advisable  to  treat  a patient  for  cocaine  poisoning 
by  the  hypodermic  administration  of  morphine, 
though  this  is  not  quite  the  same  as  its  preced- 
ing administration. 

I was  interested  in  what  Dr.  Wolfe  said  about 
myringotomy  under  local  anesthesia  with  co- 
caine, menthol  and  phenol.  This  mixture  has 
been  on  trial  for  at  least  a dozen  years.  I 
found  that  patients  complained  of  pain  from 
the  application  and  for  that  reason  I discontin- 
ued the  method.  I doubt  if  this  form  of  local 
anesthesia  is  generally  used  for  myringotomy 
in  children.  The  acutely  inflamed  drum  mem- 
brane causes  the  child  considerable  pain  which 
is  increased  by  application  of  the  phenol  mix- 
ture. I have  found  it  more  satisfactory  to  give 
the  child  chloroform.  In  older  persons  nitrous 
oxide  gas  and  oxygen  may  be  used  if  necessary. 

I fully  agree  with  Dr.  Vaughan  that  few  sur- 
geons now  inject  cocaine.  However,  I am  in- 
clined to  think  that  injections  of  one-half  of  one 
per  cent  solution  in  small  amounts  would  rarely 
do  any  harm.  The  lethal  dose  of  cocaine  is  un- 
certain. Small  doses  have  been  fatal  and  large 
doses  have  been  taken  without  harm.  For  in- 
stance Dan  Mackenzie  gives  the  dose  as  one- 
fourth  of  a grain  to  one  grain.  Far  more  than 
that  may  be  applied  to  the  mucosa  of  the  nose 
and  throat.  I happen  to  know  of  one  very  sad 
case  of  cocaine  poisoning.  A young  man  at- 
tending a prominent  medical  school  of  this 
country  was  to  have  tonsillectomy  performed. 
By  mistake  of  the  interne  a ten-per-cent  solu- 
tion of  cocaine  was  poured  into  the  bottle  sup- 
posed to  contain  novocaine.  A certain  amount 
was  injected  and  the  young  man  died  within  a 
few  minutes.  Personally  I have  always  had  my 
cocaine  in  crystals  or  powder  in  papers  contain- 
ing one  grain  each  and  plainly  marked  so  a mis- 
take is  unlikely  to  occur.  In  the  case  just  cited 
the  solutions  were  prepared  beforehand  and  in 
that  way  a mistake  was  made. 

I would  like  for  Dr.  Vaughan  in  closing  to  tell 
us  the  strength  of  cocaine  solution  he  uses.  Has 
he  found  twenty  per  cent  necessary  in  any  case, 
and  whether  he  watches  carefully  the  amount  he 
uses.  I have  seen  many  operators  simply  dip  a 
probe  into  the  cocaine  bottle  and  mop  it  in  the 
nose.  It  would  be  impossible  for  them  under 
such  circumstances  to  know  how  much  they  were 
using,  and  it  has  always  seemed  to  me  if  death 
ensued  in  a case  of  that  kind  the  doctor  would 
probably  be  embarrassed  as  he  could  not  tell 
how  much  cocaine  he  had  used. 

A.  L.  Bass:  There  are  two  features  to  which 
I would  like  to  refer  in  connection  with  Dr. 
Vaughan’s  paper.  One  is  the  use  of  morphine 
and  atropine  sulphate  prior  to  local  anesthesia 
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I formerly  used  atropine  and  decided  it  made  pa- 
tients nervous  and  irritable,  they  complained  of 
dryness  of  the  throat,  wanted  to  drink  water,  etc. 
For  some  time  I have  been  using  morphine  com- 
bined with  scopolamine,  when  indicated,  and 
graduating  the  dose  according  to  the  type  of 
individual  to  be  operated  upon.  The  second 
point  is  preparation  of  the  patient  for  operation: 
Have  the  patient’s  system  in  as  normal  state  as 
possible,  have  a urinalysis  made  and  if  there  is 
hyperacidity,  indicanuria  or  any  abnormality, 
correct  it  if  possible  prior  to  operation  and  you 
will  find  patients  will  stand  the  operation  much 
better,  they  will  not  be  nearly  so  likely  to  get 
sick,  fainty,  etc.  If  they  have  hyperacidity, 
alkalinize  them.  If  they  have  an  abundance  of 
indican,  cleanse  the  intestinal  tract. 

Just  to  illustrate  one  case:  My  sister  rode 

about  one  hundred  miles  to  the  city  via  train 
one  morning, — she  is  inclined  to  get  “car  sick” 
anyway, — that  afternoon  I saw  her  up  in  the 
office  to  do  some  nose  work  and  she  was  so  busy 
fainting  that  I had  a hard  time  getting  a chance 
to  work.  I sent  her  to  the  hospital  and  for  three 
nights  had  her  take  two  compound  cathartic 
pills  followed  the  next  morning  with  one  ounce 
of  magnesium  sulphate  (saturated  solution),  and 
within  four  or  five  days  when  I sat  her  up  in 
the  office  to  remove  her  tonsils  she  did  not  give 
me  a bit  of  trouble. 

If  you  will  take  these  factors  into  considera- 
tion in  preparing  your  patient  for  operation  un- 
der local  anesthesia,  I think  you  will  find  it 
worth  while. 

J.  H.  Hester:  On  a recent  visit  to  the  Mayo 
Clinic  I found  they  were  using  as  a preliminary 
morphine  and  scopolamine  half  an  hour  before 
beginning  local  anesthesia  with  cocaine.  In 
that  clinic  they  use  cocaine  as  routine.  For  ton- 
sillectomy I like  morphine  and  scopolamine  half 
an  hour  before  beginning  local  anesthesia,  but 
I use  novocaine  with  suprarenin  one-fifth  of 
one  per  cent.  I inject  about  an  ounce  of  the 
solution  behind  the  tonsil  and  by  the  time  the 
injection  is  finished  anesthesia  is  complete. 
Some  one  said  novocaine  was  slow  in  its  action. 
My  experience  is  just  the  opposite,  I have  found 
that  local  anesthesia  is  obtained  almost  immed- 
iately. 

In  regard  to  the  mixture  cocaine,  phenol  and 
menthol  for  local  anesthesia  in  performing 
myringotomy:  I have  obtained  complete  anes- 
thesia in  these  cases  by  applying  the  solution  on 
a pledget  of  cotton  and  left  in  contact  with  the 
drum  membrane  fifteen  minutes.  My  exper- 
ience has  been  that  patients  complain  of  little 
pain  unless  the  drum  membrane  is  highly  in- 
flamed. Where  there  is  much  inflammation  the 
proper  anesthetic  effect  is  not  secured. 

Irvin  Abell:  I can  only  discuss  the  subject  of 

local  anesthesia  from  the  standpoint  of  the  gen- 
eral surgeon.  I agree  with  the  essayist  that  one 


of  the  most  important  features  in  the  use  of 
local  anesthesia  is  the  avoidance  of  shock,  if 
we  include  in  that  term  nervous  and  mental  up- 
sets that  are  so  frequently  observed  in  patients 
who  are  to  be  operated  upon  under  local  anes- 
thesia. I am  satisfied  that  preliminary  adminis- 
tration of  morphine  and  atropine  or  morphine 
and  scopolamine  will  vtery  materially  reduce 
these  undesirable  effects  and  it  certainly  not 
only  facilitates  local  anesthesia  but  is  of  advan- 
tage in  completing  the  operation.  I have  on 
more  than  one  occasion  had  patients  become 
faint  and  show  signs  of  collapse  while  under  lo- 
cal anesthesia,  but  say  afterward  that  they  suf- 
fered no  pain  from  the  mechanical  procedure.  If 
one  knows  the  nerve  supply  of  the  part  and  takes 
time  to  inject  it  thoroughly  and  does  his  work  as 
gently  as  he  possibly  can,  there  are  very  few 
operations  which  cannot  be  satisfactorily  per- 
formed under  local  anesthesia.  There  are  some 
operations  in  which  we  routinely  use  local  anes- 
thesia, such  as  suprapubic  cystostomy,  the  first 
stage  of  prostatectomy,  practically  all  tubercu- 
lous lesions,  etc.,  using  in  addition  a small 
amount  of  gas-oxygen  to  tide  over  such  part  of 
the  operation  as  cannot  be  satisfactorily  com- 
pleted under  local  anesthesia  alone.  In  certain 
types  of  goiter  one  may  operate  successfully  un- 
der local  anesthesia.  In  each  instance  it  is  ad- 
visable to  precede  local  anesthesia  with  morphine 
and  atropine,  making  a special  point  to  secure 
the  confidence  of  the  patients  giving  them  as- 
surance that  things  will  go  along  smoothly  with 
them.  When  this  cannot  be  secured  one  finds 
almost  invariably  that  gas  or  some  other  general 
anesthetic  must  be  used  in  addition. 

I would  like  to  emphasize  what  Dr.  Hester 
said  about  operating  upon  inflammatory  lesions 
under  local  anesthesia,  as  satisfactory  anesthesia 
can  not  be  obtained  in  the  presence  of  acute  in- 
flammation. Where  there  is  marked  infiltration 
of  the  tissues  with  inflammatory  deposits,  where 
the  sensibility  of  the  part  has  been  greatly  in- 
creased by  infiltration,  local  anesthesia — partic- 
ularly if  one  is  using  infiltration  anesthesia — of 
the  part  to  be  operated  upon  is  not  as  a rule  suc- 
cessful. If  the  location  of  the  lesion  to  be  sub- 
jected to  operation  will  permit  of  block  anes- 
thesia, blocking  the  nerve  supply  to  the  part, 
then  it  is  satisfactory,  otherwise  it  is  not.  If  one 
can  successfully  block  the  part  with  local  anes- 
thesia, he  may  easily  perform  nephrectomy  or 
any  other  operation  on  the  kidney.  By  block- 
ing the  nerve  supply  to  the  thyroid,  injecting 
the  plexus  as  it  goes  across  the  sternomastoid 
muscle  in  the  line  of  incision,  one  can  complete 
the  operation  for  goiter  very  satisfactorily.  Lo- 
cal anesthesia  certainly  eliminates  some  types  of 
shock  by  obviating  the  extra  strain  on  the  heart 
and  kidney,  and  it  only  entails  a greater  amount 
of  time,  greater  gentleness  in  the  surgical  pro- 
cedure and  greater  blocking  of  the  nerve  sno 
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ply  of  the  pant  in  which  one  is  to  use  it. 

W.  Hamilton  Long:  Dr.  Vaughan  did  not  men- 
tion one  diffusible  stimulant  indicated  in  cocaine 
poisoning,  namely,  ether,  which  enjoys  quite  a 
reputation.  Ether  is  of  considerable  value  when 
properly  used  by  inhalation  upon  the  appear- 
ance of  symptoms,  dilated  pupil  and  shock-like 
manifestations,  when  due  to  true  cocaine  pcis- 
oning.  Another  thing  about  psychic  and  mental 
upsets  must  be  remembered,  and  that  :s  we  know 
little  about  the  subconscious  mind  and  the  psy- 
chological aspects  of  anesthesia.  An  adult  who 
is  frightened  and  apprehensive,  and  through 
gameness  or  pride  masks  all  that,  during  general 
anesthesia  can  not  mask  it  to  an  anesthetist  who 
has  had  enough  experience  to  detect  the  subcon- 
scious symptoms  during  the  induction, — that  pa- 
tient will  give  trouble  of  a certain  sort  under 
general  anesthesia  and  will  be  difficult  to  carry 
smoothly;  whereas  a child  who  is  panicky  with 
fear  is  perfectly  anesthetized  and  will  go  through 
all  right.  If  the  adult  is  of  a type  who  has  no 
fear  and  is  not  apprehensive  he  will  get  along 
better  under  general  anesthesia  after  it  is  in- 
duced than  one  who  masks  his  fear  and  appre- 
hension through  pride  or  gameness. 

As  to  preliminary  medication:  My  choice 

would  be  morphine  and  atropine  if  preliminary 
medication  is  decided  upon.  I have  had  some 
unsatisfactory  results  from  hyoscine  and  scopo- 
lamine which  are  supposed  to  be  physiologically 
identical.  We  have  been  led  to  believe  that  an 
apprehensive  and  frightful  patient  is  quieted  and 
calmed  by  the  administration  of  scopolamine, 
but  its  action  is  sometimes  exactly  opposite.  Oc- 
casionally one  who  is  already  excitable  is  com- 
pletely upset  and  becomes  crazy  apparently  from 
scopolamine.  We  know  that  scopolamine  some- 
times in  seemingly  rational  persons  will  drive 
them  into  temporary  insanity. 

Fred  L.  Koontz:  The  point  raised  by  Dr. 

Dabney  in  regard  to  the  use  of  morphine  is  very 
interesting  in  connection  with  local  anesthesia. 
First  of  all,  I do  not  believe  as  routine  it  is  ad- 
visable to  administer  morphine  to  prepare  the 
patient  for  operation,  though  it  may  be  some- 
times advisable  in  selected  cases.  However,  fol- 
lowing any  sort  of  collapse,  whether  psychic  or 
due  to  shock,  morphine  is  absolutely  indicated 
and  will  clarify  the  situation  promptly.  It  be- 
comes a question,  of  course,  of  differential  diag- 
nosis between  shock  and  true  toxemia  from  the 
poisonous  effects  of  drugs.  This  point  can  be 
readily  determined  by  a few  minutes  observa- 
tion. In  toxic  conditions  the  patient  becomes 
rapidly  and  progressively  worse,  whereas  in  psy- 
chic conditions  he  will  remain  in  a state  of  pallor 
and  shock,  the  pulse  and  everything  else  being 
about  the  same.  In  cases  of  this  kind  morphine 
will  bring  about  almost  immediate  improvement. 

I prefer  not  to  administer  morphine,  scopo- 
lamine or  any  other  drug  as  a preliminary  meas- 


ure to  local  anesthesia.  Greater  attention 
should  be  devoted  to  the  psychology  of  the  situa- 
tion. We  should  take  more  time  to  talk  with 
the  patient,  explaining  the  situation  and  telling 
just  what  we  are  going  to  do.  In  this  way  we 
can  dispel  fear  and  prevent  excitement.  Tell 
the  patient  that  you  are  not  going  to  hurt  him. 
If  you  tell  him  you  are  not  going  to  hurt  him, 
then  don’t  hurt  him.  I always  say  to  the  patient 
when  undertaking  any  operation  under  local  an- 
esthesia: “I  am  not  going  to  hurt  you  and  don’t 
want  you  to  resist;  if  I hurt  you  tell  me  so  and 
I will  stop.”  Never  lie  to  the  patient  when  you 
are  trying  to  gain  his  confidence,  and  when  once 
this  is  gained  the  operation  can  be  successfully 
completed. 

Dr.  Vaughan  spoke  of  preparation  of  the  pa- 
tient prior  to  local  anesthesia:  I have  already 
mentioned  the  administration  of  drugs.  We  can 
get  the  patient  in  good  condition  if  we  will  take 
the  necessary  time.  This  is  a fault  with  many  of 
us  who  are  using  local  anesthesia  especially  for 
minor  operative  procedures.  We  should  stop  and 
think  a few  minutes,  take  time  to  explain  the  sit- 
uation thoroughly  to  the  patient,  devote  more 
time  to  the  technique  and  the  preparation  of  the 
local  site  of  operation,  the  blocking  or  infiltration 
or  whatever  method  of  local  anesthesia  that  is  to 
be  used,  in  that  way  we  will  be  able  to  accom- 
plish a great  deal.  After  all  it  is  a matter  of 
technique.  I have  come  to  the  conclusion  that 
very  few  doctors  really  know  what  the  proper 
technique  of  local  anesthesia  is.  I know  that  I 
have  been  successful  in  most  of  the  cases  under- 
taken and  have  gotten  along  fairly  well,  but 
sometimes  I find  it  impossible  to  get  local  anes- 
thesia. There  are  two  circumstances  under 
which  local  anesthesia  should  not  be  used,  first 
where  there  is  serious  injury  with  crushed  tis- 
sue, and  second  where  nerve  damage  has  occur- 
red. Day  before  yesterday  I amputated  three 
fingers  under  local  anesthesia.  There  was  one 
area  on  the  index  finger  where  it  was  impossi- 
ble to  get  anesthesia  with  novocaine.  Even  when 
I blocked  the  proximal  end  there  was  no  anes- 
thesia in  that  one  spot.  The  question  of  posture 
of  the  patient  to  be  operated  upon  under  local 
anesthesia  is  important  in  connection  with  hem- 
orrhage. 

The  best  work  in  local  anesthesia  that  I have 
seen  was  by  Skillman,  of  Philadelphia.  He  em- 
phasizes the  necessity  of  obtaining  perfect  con- 
trol and  confidence  of  the  patient  before  any- 
thing else  is  done.  I have  seen  him  almost  talk 
the  patient  into  an  anesthetic  state  before  he 
injected  a single  drop  of  the  solution. 

Dr.  Abell  mentioned  an  important  point  in  re- 
gard to  local  anesthesia  of  inflammatory  tissue. 
We  should  never  undertake  infiltration  anes- 
thesia of  an  inflamed  area,  I believe  it  acutally 
does  harm.  The  tissues  are  already  subjected 
to  increased  tension,  there  is  as  much  pressure 
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as  the  tissues  can  withstand,  and  by  increasing 
the  pressure  with  infiltration  anesthesia  we  not 
only  injure  the  nerves  but  also  the  blood  vessels 
and  may  get  sloughing  following  operation.  In 
cases  of  that  character  block  anesthesia  is  the 
method  of  choice.  After  all  the  most  important 
feature  in  local  anesthesia  is  proper  technique. 

George  E.  Vaughan  (in  closing)  : I wish  to 

thank  the  gentlemen  for  their  liberal  discussion 
of  my  paper.  With  reference  to  the  injection 
of  weak  solutions  of  cocaine  for  local  anesthesia 
in  tonsillectomy:  Personally  I have  never  seen 

any  bad  effects  from  this  method,  but  after  the 
committee  on  local  anesthetics  of  the  A.  M.  A. 
reported  unfavorably  on  it  I thought  it  imprac- 
tical to  continue  its  use.  They  mention  in  their 
report  that  there  are  quite  a number  of  excel- 
lent men  throughout  the  country  who  persist  in 
the  use  of  cocaine  by  injection  for  the  removal 
of  tonsils,  etc.,  just  as  some  people  still  persist 
in  using  chloroform  for  general  anesthesia. 

In  regard  to  anesthesia  of  the  ear  drum:  I 

have  never  felt  satisfied  that  cocaine  added  much 
to  the  anesthetic  effects  for  application  to  the 
drum,  but  it  may  be  an  adjuvant.  The  action 
of  carbolic  acid  conforms  to  the  idea  expressed 
by  Dr.  Abell  and  Dr.  Koontz,  that  we  cannot  get 
anesthesia  in  the  presence  of  inflammation  with 
cocaine,  but  it  is  possible  to  get  it  with  carbolic 
acid. 

I have  had  no  experience  with  the  use  of  mor- 
phine to  counteract  the  toxic  effects  of  cocaine 
after  they  have  developed.  I think  very  likely 
it  may  produce  good  results,  but  I have  always 
tried  to  prevent  the  development  of  this  compli- 
cation. I am  glad  to  hear  that  morphine  is  bene- 
ficial in  such  cases  and  would  be  glad  to  know 
more  about  it. 

The  administration  of  morphine  and  scopola- 
mine as  a preliminary  measure  was  a routine  pro- 
cedure with  the  late  Dr.  Prince,  of  Springfield, 
for  many  years.  I tried  this  combination  but 
do  not  like  the  effect  of  it  as  well  as  I do  mor- 
phine and  atropine,  especially  when  much  cocaine 
is  used.  It  has  seemed  to  me  that  atropine  is 
almost  a direct  antidote  to  cocaine  which  point 
was  mentioned  in  the  paper. 

The  effect  of  adrenalin  is  a very  much  dis- 
puted question.  The  combination  of  adrenalin 
with  cocaine  and  with  novocaine  has  been  used 
very  extensively,  and  it  seems  to  me  that  the  un- 
favorable symptoms  which  occasionally  develop 
could  just  as  well  be  attributed  to  the  cocaine, 
the  novocaine  or  shock  as  well  as  to  the  adren- 
alin. However,  it  is  important  that  the  strength 
of  the  solution  be  noted  so  that  the  total  amount 
of  adrenalin  used  can  be  properly  estimated. 

Dr.  Koontz  is  exactly  right  as  to  the  psychic 
condition.  With  the  surgeon  and  patient  en  rap- 
port, the  confidence  and  mental  control  obtain- 
ed, the  operation  is  greatly  facilitated. 


MEASLES,  THE  PROPHYLACTIC  USE 
OP  CONVALESCENT  WHOLE  BLOOD  IN 
TWENTY  CASES.* 

By  Gordon  S.  Buttorff,  Louisville. 

Prevention  is  fast  becoming  the  keynote  of 
modern  medicine,  and  considerable  investiga- 
tion has  been  undertaken  to  prevent  and 
check  those  diseases  which  produce  immune 
bodies,  chiefly  the  acute  exanthemata  and 
diphtheria. 

The  first  notable  achievement  in  this  direc- 
lion  was  the  successful  vaccination  against 
smallpox  introduced  by  Jenner  in  1796.  La- 
ter diphtheria  and  typhoid  fever  were  con- 
quered by  the  immunity  resulting  from  toxin- 
antitoxin  administration  and  the  typhoid  vac- 
cine respectively,  and  now  it  seems  that  the 
work  of  the  Dicks  and  Dochez  is  sufficiently 
authentic  to  promise  an  active  immunization 
against  scarlet  fever.  If  I were  to  prophesy. 
I should  say  it  is  but  a step  into  the  future 
when  whooping  cough,  chickenpox  and  meas- 
les will  be  preventable,  and  the  old  saying 
among  the  laity  and  even  among  some  phy- 
sicians, “Let  the  child  catch  the  contagious 
diseases  while  he  is  little  and  he  won’t  have 
to  worry  later  on,”  will  have  to  be  exchanged 
for  the  better  one,  “Immunize  your  child 
while  he  is  young  and  stamp  out  the  child- 
hood diseases.” 

At  the  present  time,  the  prophylaxis  of 
measles  comes  most  nearly  occupying  the  cen- 
ler  of  the  stage  of  investigation.  Measles  is 
probably  more  easily  spread  than  any  other- 
communicable  disease  and  with  its  complica- 
tion, bronchopneumonia,  is  one  of  the  two 
most  fatal  in  early  childhood.  Tt  is  little  won- 
der, then,  that  clinical  and  laboratory  re- 
search have  for  years  been  directed  toward  as- 
certaining its  etiology  and  immunology.  Vac- 
cines, citrated  and  whole  blood,  and  serum 
from  convalescent  measles  patients,  serum 
from  artificially  produced  vesicles  in  conval- 
escent cases,  have  all  been  tried. 

Herrman  (1)  inoculated  the  nasal  mucosa 
of  infants,  with  nasal  mucus  obtained  twenty- 
four  hours  before  or  after  the  eruption  in  a 
case  of  measles.  This  method  is  impractical 
for  many  reasons.  By  far  the  greatest  num- 
ber of  experimenters  have  made  use  of  serum 
from  patients  recently  convalesced  from  meas- 
les. This  produces  only  a passive  imunity 
lasting  probably  from  two  to  four  weeks  de- 
pending on  the  individual  and  the  amount  of 
serum  injected.  (2)  The  one  drawback  is,  of 
course,  the  difficulty  in  obtaining  sufficient 
serum  since  about  5 to  10  c.c.  are  required 
for  each  patient,  according  to  Park.  (3)  A 
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similar  amount  of  whole  blood  was  used  with 
success  by  Haas  and  Blum  (4).  It  is  to  be 
hoped  that  the  convalescent  goat  serum  re- 
sulting from  the  reaction  of  infection  of  the 
green  producing  measles  diplococci  after  the 
method  of  Tunnicliff  and  Hoyne  (5)  may 
soon  be  perfected  and  placed  on  the  market. 
Probably  the  most  desirable  effect  of  the  ser- 
um would  be  attenuation  of  the  disease  so 
that  an  active  immunity  would  result  without 
any  harmful  sequelae.  The  conclusions  in  a 
recent  article  by  Hoyne  and  Gasul  (6)  are 
worthy  of  note : 

“Tunnicliff ’s  immune  measles  serum  has 
been  in  our  experience  of  definite  value  as  a 
prophylactic  for  measles.  If  the  serum  is  ad- 
ministered to  contacts  not  later  than  the  fifth 
day  of  exposure,  always  counting  the  day  of 
onset  as  the  first  day  of  the  disease,  protec- 
tion seems  assured  in  about  90  per  cent. 


Those  who  receive  serum  early,  yet  are  not 
wholly  protected,  pass  through  an  attenuated 
form  of  disease.  The  serum  produced  no 
deleterious  effects,  regardless  of  age  or  phy- 
sical condition  of  the  patients  in  whom  it 
was  used.  The  advantages  of  the  Tunnicliff 
serum,  as  compared  with  convalescent  measles 
serum,  are  evident  when  the  question  of  sup- 
ply is  considered.  Ultimately,  it  is  hoped,  the 
Tunnicliff  serum  will  be  easily  available!  for 
all  who  desire  it,  whereas  a similar  situation 
can  scarcely  be  hoped  for  in  respect  to  hu- 
man convalescent  serum.’’ 

Tunnicliff  and  Hoyne  (7)  have  made  fur- 
ther observations  on  the  use  of  immune  goat 
serum  to  the  effect  that  if  as  much  as  5 e.c.  of 
the  serum  are  administered  within  the  first 
three  days  of  exposure,  97%  are  protected  for 
a few  weeks.  If  given  on  the  fourth  day  or 
after,  more  than  5 c.c.  are  necessary.  Exper- 
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iments  are  now  in  progress  making  use  of 
concentrated  immune  serum. 

During  an  epidemic  of  measles  at  the  Louis- 
ville and  Jefferson  County  Children’s  Home 
in  March  and  April,  1926,  I injected  blood 
from  convalescent  cases  into  twenty  children 
known  to  have  been  exposed  to  measles.  As 
the  institution  is  arx*anged  on  the  cottage  plan, 
I worked  by  cottage,  selecting  especially  chil- 
dren who  had  been  associating  with  a new  case 
of  measles,  e.  g.,  brothers,  and  those  designat- 
ed to  look  after  certain  little  children,  a cus- 
tom used  to  assist  the  matrons.  As  all  of  the 
children  in  the  institution  have  a blood  Was- 
sermann  no  further  tests  were  made  the  only 
precaution  being  that  it  was  negative.  Since 
cases  developed  from  day  to  day  in  certain 
cottages  it  is  difficult  to  state  the  exact  day  of 
exposure  in  many  of  them,  and  therefore  two 
figures  are  given  in  some  instances.  Whole 
blood  was  used  in  all  cases  except  one  in  which 
I used  oxalated  blood  merely  to  see  if  the  oxal- 
ate would  have  any  deleterious  effect  on  the 
antitoxic  properties  of  the  blood,  and  appar- 
ently it  did  not.  Whole  blood  was  used  in 
preference  to  serum  because  of  the  lack  of  fa- 
cilities for  obtaining  the  serum.  My  pro- 
cedure was  to  place  the  convalescent  parallel 
to  the  recipient  in  the  same  room,  withdraw 
the  blood  from  the  median  basilic  vein  of 
the  convalescent,  change  needles  and  inject  at 
once  into  the  quadriceps  femoris  muscle  of 
the  recipient.  A slight  degree  of  soreness  was 
present  the  following  day  at  the  site  of  in- 
jection, but  otherwise  there  were  no  untoward 
effects.  In  all  instances  the  children  selected 
as  recipients  gave  a negative  history  of  meas- 
les. 

Summary 

Twenty  cases  known  to  have  been  exposed 
to  measles,  were  injected  with  amounts  of 
whole  blood  varying  from  3 c.c.  to  .12  c.e. 
or  an  average  of  9 1-2  c.c.  One  child  develop- 
ed a mild  form  of  measles  but  succumbed  to  a 
virulent  bronchopneumonia  contracted  three 
days  after  injection  of  the  blood.  The  pa- 
tient from  whom  the  blood  was  drawn,  was 
only  nine  days  convalescent  from  measles  and 
therefore  may  not  have  developed  sufficient 
antibodies.  Another  factor  to  consider  is  the 
fact  that  the  child  who  died  had  been  ex- 
posed to  measles  eight  or  ten  days  previously. 

Despite  the  fact  that  the  majority  of  the 
cases  had  been  exposed  over  three  days,  the 
number  mentioned  by  Tunnicliff  and  Hoyne 
(7)  as  being  the  maximum  for  proven  results, 
yet  nineteen  or  95%  were  rendered  passively 
immune. 

The  children  varied  in  age  from  three  to 
sixteen  years  with  an  average  of  eight  and 
one-half  years.  A peculiar  coincidence,  and 
one  which  greatly  mars  the  conclusiveness  of 


the  results,  was  the  fact  that  in  each  cottage 
no  additional  cases  of  measles  occurred  after 
the  known  contacts  were  injected,  the  one  ex- 
ception being  the  child  that  died. 

The  fact  that  my  dosages  were  well  over  the 
5 c.c.  recommended  by  Tunnicliff  and  Hoyne 
(7),  may  have  been  responsible  for  the  high 
rate  of  protection  afforded,  since  the  cases 
had  practically  all  been  exposed  over  three 
days. 

While  definite  conclusions  cannot  be  drawn 
from  this  work,  I do  believe  it  was  a valuable 
means  of  limiting  an  epidemic  in  the  institu- 
tion. When  the  first  injections  were  made, 
thirteen  cases  of  measles  had  occurred,  while 
at  the  conclusion  of  the  epidemic  fifty-three 
cases  had  occurred. 

The  procedure  seems  well  worth  vhile  in 
limiting  epidemics  in  institutions  and  even  in 
private  families,  and  although  the  immunity  is 
probably  only  from  two  to  four  weeks,  I be- 
lieve it  is  but  a step  into  the  future  when  an 
active  immunity  can  be  attained. 
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Immune  Goat  Serum  Journ.  Infect.  Dio.  38:48-53  (Jan.) 
1926, 

(6)  Hoyne,  Archibald  L.  and  Gasul,  Benjamin  M. — 
Measles  Prophylaxis;  Report  on  the  Use  of  Immune  Goat 
Serum.  J.  A.  M.  A,  87:1185-1188  (October  9)  1926, 

(7)  Tunnicliff,  Ruth  and  Hoyne,  Archibald  L. — Pre- 
vention of  Measles  by  Immune  Goat  Serum.  J.  A.  M,  A, 
86:2139-2140  (Dec  25)  1926. 

DISCUSSIONS. 

William  A.  Jenkins:  As  we  all  know  work  of 
the  character  described  by  Dr.  Buttorff  is  very 
much  in  the  public  eye  at  this  time  and  a great 
deal  of  it  has  been  done.  It  has  been  fairly  well 
established  for  some  time  that  the  antibodies  to 
measles  are  found  in  the  blood,  both  in  whole 
blood  and  in  separated  blood  serum,  and  both 
have  been  used  very  successfully  in  the  preven- 
tion of  the  disease. 

Two  gentlemen  in  the  research  department  of 
Parke  Davis  & Company’s  Laboratory  have  been 
working  on  this  question  for  some  time.  They 
think  they  have  definitely  isolated  the  type  of 
streptococcus  that  produces  measles.  They  have 
really  brought  forward  evidence  that  seems  fair- 
ly conclusive.  They  have  made  tests  to  deter- 
mine the  susceptibility  of  the  individual  to  meas- 
les, then  used  their  serum  for  the  production  of 
temporary  passive  immunity,  also  blood  serum 
taken  from  a measles  convalescent,  just  as  early 
as  possible  after  exposure.  Even  if  these  meas- 
ures do  not  prevent  an  attack,  they  have  reas- 
onable hope  the  severity  of  the  disease  will  be 
reduced  and  very  likely  severe  sequelae  prevent- 
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ed. 

The  greatest  amount  of  work  along  this  line 
was  done  by  Dr.  R.  H.  Cowley  and  his  associates 
at  Berea  College,  Kentucky,  about  a year  ago. 
They  had  a large  series  of  cases  and  employed 
careful  laboratory  methods  to  separate  and  pre- 
serve convalescent  serum.  They  used  this  with 
exceedingly  gratifying  results  in  producing 
temporary  immunity  in  exposed  cases.  They 
even  went  so  far  as  to  send  a supply  of  the  serum 
to  Dr.  A.  T.  McCormack  of  the  state  board  of 
health. 

I apprehend  that  eventually,  but  it  may  be  a 
long  time,  that  we  will  be  in  position  to  avail 
ourselves  of  a regular  antitoxin  in  the  treatment 
of  measles.  We  will  have  an  antitoxin  mixture 
by  which  we  can  produce  active  and  perhaps 
permanent  protection  from  the  disease.  We  will 
have  convalescent  serum  for  patients  who  have 
developed  the  disease  if  it  has  not  progressed  too 
far. 

As  I said  in  the  beginning  this  work  is  very 
much  in  the  public  eye  at  the  present  time  and 
it  is  very  well  worth  while. 

S.  C.  Frankel:  I have  had  some  personal  ex- 
perience in  the  use  of  convalescent  blood  serum 
distributed  by  the  state  board  of  health.  It 
was  my  observation  that  although  it  did  not  act 
as  a prophylactic  agent  it  did  modify  to  a con- 
siderable extent  the  severity  of  measles.  The 
serum  was  used  in  families  where  there  were 
several  children  one  of  whom  had  measles  and 
the  others  had  been  exposed.  While  all  the  chil- 
dren to  whom  a prophylactic  dose  of  serum  was 
administered  developed  measles,  in  all  of  them 
the  disease  pursued  a very  mild  course.  If  we 
are  ever  to  use  convalescent  serum  in  an  exten- 
sive way  in  measles,  some  method  will  have  to  be 
evolved  for  obtaining  the  serum  other  than  from 
the  human  subject. 

Dr.  Buttorff  has  described  a very  interesting 
series  of  cases  in  which  whole  blood  was  inject- 
ed as  a prophylactic.  He  is  to  be  commended  for 
his  excellent  work.  In  using  whole  blood  of 
course  a much  larger  supply  can  be  obtained 
than  where  we  depend  upon  serum.  I wish  Dr. 
Buttorff  would  tell  us  in  closing  whether  any  of 
the  children  developed  abscesses  at  the  sites  of 
injection?  I believe  such  results  have  been  re- 
ported. 

My  personal  experience  with  convalescent  ser- 
um has  been  that  if  the  disease  develops  it  is 
much  milder  than  when  a prophylactic  was  not 
used. 

E.  A.  Cohen:  Dr.  Buttorff  has  given  us  some 

very  interesting  information.  Within  the  next 
few  years  it  is  possible  we  will  be  able  to  pre- 
vent practically  all  the  infectious  diseases  of 


childhood  by  the  use  of  prophylactic  sera. 

In  September  and  October,  1925,  I was  in- 
terne in  the  measles  service  of  the  Willard  Park- 
er Hospital,  New  York,  and  had  an  opportunity 
to  study  many  cases.  In  some  of  the  orphan- 
ages they  were  using  the  serum  supplied  from 
Centre  University.  Prophylactic  doses  were  ad- 
ministered, but  the  results  were  apparently  un- 
satisfactory. In  one  institution  in  which  a meas- 
les epidemic  developed  every  child  was  given  the 
serum,  but  practically  every  child  developed  the 
disease  and  was  brought  to  the  Willard  Parker 
Hospital.  It  was  thought  that  the  serum  might 
not  have  been  active,  although  it  was  obtained 
from  a strictly  reliable  source. 

I was  interested  in  what  Dr.  Frankel  said  about 
the  attack  of  measles  being  milder  in  cases  in 
which  serum  was  administered.  I do  not  recall 
the  mortality  at  Willard  Parker  in  the  group  of 
cases  in  which  serum  had  been  used. 

The  injection  of  whole  blood  raises  a very  in- 
teresting point.  If  this  method  is  effective  the 
whole  blood  can  be  secured  with  considerable 
less  difficulty  than  the  serum.  With  the  whole 
blood  it  would  be  a very  simple  matter,  when 
there  are  several  children  in  a family,  to  use  the 
child  with  measles  as  the  donor  and  inject  its 
blood  into  various  other  members  of  the  family. 

Gordon  S.  Buttorff  (in  closing) : I have  noth- 
ing to  say  in  closing  except  to  reply  to  the  ques- 
tion raised  by  Dr.  Frankel  as  to  the  likelihood  of 
induration  or  abscess  formation  following  intra- 
muscular injection  of  whole  blood.  In  no  in- 
stance did  an  abscess  develop  at  the  site  of  in- 
jection in  the  series  of  cases  reported,  although 
of  course  the  number  is  too  small  to  draw  defin- 
ite conclusions.  However,  we  seldom  see  indur- 
ation or  abscess  formation  following  the  use  of 
whole  blood  intramuscularly  as  it  is  often  used 
in  transfusions  for  hemorrhage  of  the  newborn. 
The  reason  for  the  use  of  whole  blood  in  this 
series  of  cases  was  simply  a matter  of  conven- 
ience. 


Anesthesia  by  Ephedrine,  Epinephrine  and  Po- 
tassium Sulphate  Mixture. — Read  and  Lin  as- 
sert that  a mixture  of  ephedrine  with  epine- 
phrine and  potassium  sulphate  can  produce,  by 
the  wheal  method,  local  anesthesia  equal  in  in- 
tensity to  that  obtained  by  a mixture  of  similar 
proportions  and  strengths  of  procaine  hydro- 
chloride, epinephrine  and  potassium  sulphate. 
The  nature  of  this  ephedrine  anesthesia  is  not  ap- 
parent, for  simple  solutions  of  this  alkaloid  do 
not  produce  wheal  anesthesia.  The  synergism 
produced  with  epinephrine  and  potassium  sul- 
phate suggests  a definite  chemotherapeutic  re- 
lationship between  these  three  compounds.  It 
is  suggested  that  for  dental  surgery  and  ophthal- 
mologic work,  this  mixture  may  prove  of  service. 
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CONGENITAL  HYPERTROPIC  PYLORIC 
STENOSIS:  CASE  REPORT.* 

By  James  W.  Bruce,  Louisville. 

The  following  case  of  congenital  hypertro- 
phic pyloric  stenosis  is  believed  to  possess  suf- 
ficient interest  to  warrant  detail  record. 

Baby  L.,  the  first  born  of  normal  parents, 
weight  nine  pounds.  Labor  was  without  inci- 
dent worthy  of  note.  At  birth  it  was  observed 
that  the  baby  had  a large  hematoma  over  the 
parietal  bone,  but  this  had  no  bearing  upon 
the  subsequent  history  of  the  case  with  the 
exception  to  be  mentioned. 

The  child  was  breast  fed  for  two  weeks.  The 
attending  physician  then  evidently  believing 
the  mother’s  milk  was  insufficient  had  her 
wean  the  baby.  Artificial  feeding  was  started 
and  the  baby  began  immediately  to  vomit. 
However,  as  the  subsequent  history  clearly  in- 
dicated the  existence  of  pyloric  stenosis  it  is 
probable  the  artificial  food  had  nothing  to  do 
with  the  vomiting  and  was  merely  a coinci- 
dence. Vomiting  began  on  the  fourteenth  day 
and  gradually  increased  in  severity. 

I was  called  in  consultation  when  the  baby 
was  twenty-one  days  old.  By  that  time  the 
child  was  markedly  dehydrated  and  weighed 
only  seven  pounds,  having  lost  two  pounds 
since  birth.  During  the  succeeding  forty 
eight  hours  we  gave  the  baby  only  thick  cer 
eal  with  the  hope  this  might  have  some  effect 
on  the  pylorus.  The  thick  cereal  was  retained 
and  the  fluid  vomited,  which  always  happens 
in  serious  cases  of  this  type.  We  then  inject- 
ed 50  e.c.  of  the  father’s  blood  citrated  intra 
peritoneally.  The  reasons  for  selecting  the 
intarperitoneal  route  were : the  arm  veins  of 
the  infant  were  so  small  that  the  needle  could 
not  be  introduced  without  making  an  incision, 
and  the  frontanel  was  so  obscured  by  the  large 
hematoma  that  the  longitudinal  sinus  could 
not  be  accurately  located. 

The  child  showed  some  improvement  the 
next  day  and  the  Ramstedt  operation  was  de- 
cided upon.  During  the  twenty-four  hours 
preceding  the  operation  we  gave  a second  in- 
traperitoneal  injection  of  50  cc.  citrated  blood 
and  on  two  occasions  during  the  day  200  c.c. 
ten  per  cent  glucose  solution  by  hypodermo- 
clysis.  At  time  of  operation  the  condition  of 
the  child  was  much  more  favorable  than  it  had 
been  for  several  days  before. 

The  classical  Ramstedt  operation  was  quick- 
ly performed.  When  the  abVomen  was  opened 
the  only  evidence  found  of  the  intraperiton- 
eally  injected  'blood  was  two  small  currant- 
jelly-like  clots,  not  more  than  2 c.c.  in  quan- 
tity. The  omentum  appeared  engorged  with 
red  blood  cells.  Aside  from  that  the  periton- 

*Read before  the  Louisville  Medico-Chirurgical  Society, 


eal  cavity  was  clear.  The  baby  was  given  sev- 
eral hypodermoclyses  of  ten  per  cent  glucose 
solution  during  the  next  few  days  and  had  an 
uneventful  convalescence. 

One  point  of  particular  interest  to  me  was 
what  become  of  the  intraperitoneally  injected 
blood.  It  is  the  first  case  in  which  I have  in- 
jected blood  intraperitoneally  and  afterward 
had  an  opportunity  to  see  what  became  of  it. 
Within  twenty-four  hours  after  the  injection 
the  blood  had  all  been  absorbed  except,the  two 
jelly-like  clots  mentioned. 

Another  interesting  feature  is  that  the  blood 
apparently  was  directly  absorbed  by  the  omen- 
tum. We  have  hitherto  been  led  to  believe 
that,  in  cases  of  this  kind,  the  red  blood  cells 
found  their  way  into  the  circulation  only 
through  the  lymphatics  of  the  inferior  sur- 
face of  the  diaphragm ; but  it  would  seem  that 
we  must  also  consider  the  possibility  of  ab- 
sorption of  red  cells  by  the  omentum  and  the 
peritoneum. 

DISCUSSIONS. 

L.  Wallace  Frank:  Dr.  Bruce’s  observations 

are  .very  interesting,  particularly  from  the  fact 
that  the  operation  was  performed  after  the  in- 
traperitoneal  injection  of  blood.  We  had  a not 
dissimilar  case,  the  blood  being  given  for  an  en- 
tirely different  condition,  in  which  a child  re- 
ceived three  intraperitoneal  injections  of  whole 
blood,  and  was  operated  upon  three  weeks  after- 
ward. There  was  found  no  evidence  of  adhes- 
ions nor  was  there  any  accumulation  of  blood. 
Exploration  was  made  as  complete  as  possible 
through  an  upper  abdominal  incision. 

As  to  the  fact  that  the  omentum  may  absorb 
material  from  the  peritoneal  cavity:  I believe 
that  is  unquestionably  true.  Although  we  have 
considered,  as  the  greatest  factor,  the  peritoneum 
under  the  diaphragm,  we  know  that  the  omentum 
does  absorb  exudates  and  the  abdominal  cavity 
becomes  free  of  infection.  I see  no  reason  why 
it  should  not  take  care  of  blood  cells  as  well. 

Regarding  the  age  of  the  patient  mentioned 
by  Dr.  Bruce:  We  had  one  this  summer  in  our 
service  at  the  Children’s  Hospital  in  a child  of 
three  weeks,  the  symptoms  appearing  within 
two  weeks  after  birth.  Apparently  no  definite 
line  of  treatment  had  been  followed.  The  fam- 
ily had  changed  physicians  two  or  three  times 
and  finally  one  was  called  who  recognized  the 
condition  as  pyloric  stenosis  and  sent  the  child 
to  the  hospital.  It  was  evident  from  the  roent- 
genographic  study  that  obstruction  was  practic- 
ally complete.  A Ramstedt  operation  was  per- 
formed immediately.  A large  section  of  omen- 
tum was  placed  over  the  pyloric  incision,  not 
fearing  that  we  had  injured  the  mucosa,  but  as 
an  extra  precaution.  The  child  was  operated 
upon  early  one  morning  and  at  five  o’clock  in  the 
afternoon  was  given  mother’s  milk  somewhat  di- 
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luted  and  the  next  day  was  fed  entirely  on 
mother’s  milk,  and  had  no  further  trouble. 

With  all  due  respect  to  those  who  believe  in 
medical  treatment,  I think  pyloric  stenosis  is 
strictly  a surgical  lesion.  It  has  always  been  a 
source  of  wonderment  to  me  that  any  of  these 
little  patients  get  well  under  the  milder  forms 
of  treatment.  It  is  granted,  however,  that  the 
surgeons  only  see  the  cases  that  are  most  severe 
and  where  medical  treatment  has  been  of  no  ben- 
efit. The  milder  types  of  the  affection,  i.  e., 
pylorospasm,  where  the  patient  responds  to  med- 
ical treatment,  are  never  seen  by  the  surgeon. 
In  those  patients  coming  to  operation,  in  whom 
pylorous  looks  like  a piece  of  cartilage,  one  won- 
ders how  medical  treatment  can  possibly  do  any 
good. 

We  would  urge  early  diagnosis  and  operation 
in  all  cases  of  hypertrophic  pyloric  stenosis  of 
infants.  The  mortality  increases  greatly  with  de- 
lay of  the  operative  treatment.  Many  such  will 
have  to  be  built  up  with  infusions  and  blood 
transfusions.  Should  surgery  be  instituted  early 
such  measures  would  not  be  necessary  and  the 
mortality  would  be  greatly  diminished. 

Wm.  Redin  Kirk,  Hendersonvile,  N.  C. : I would 
like  to  report  an  observation  in  regard  to  ab- 
sorption from  the  peritoneum:  We  have  had  con- 
siderable experience  with  the  quartz  lamp  in 
tuberculous  peritionitis,  and  have  found  that  this 
light  helps  very  materially  in  hastening  absorp- 
tion of  the  exudates.  I have  wondered  what  ef 
feet  this  light  might  have  in  aiding  absorption  in 
other  peritoneal  effusions  outside  of  tubercu- 
losis. We  have  found  in  cases  of  tuberculosis 
that  fluid  in  the  abdominal  cavity  is  absorbed 
much  more  rapidly  under  treatment  with  the 
quartz  lamp,  and  we  are  using  it  constantly. 

Gavin  Fulton:  I have  seen  quite  a few  cases 

of  hypertrophic  pyloric  stenosis  in  the  number  of 
years  I have  been  practicing  medicine.  The  dur- 
ation of  the  disease  ranged  between  two  weeks 
and  four  months.  In  the  latter  case  the  diag- 
nosis had  not  been  made  until  we  saw  the  child, 
but  he  had  been  treated  medically  and  the  food 
was  change  repeatedly  without  benefit.  Oper 
ation  was  performed  at  once  and  the  child  made 
a satisfactory  recovery. 

In  the  case  reported  by  Dr.  Bruce  I do  not  be- 
lieve the  change  of  food  had  anything  to  do  with 
the  development  of  pyloric  stenosis.  In  the  ma- 
jority of  these  cases  the  pylorus  shows  no  active 
sign  until  about  the  fourteenth  day  after  birth, 
then  it  becomes  evident  by  vomiting  and  sooner 
or  later  a palpable  tumor.  If  stenosis  exists 
vomiting  begins  regardless  of  the  type  of  food 
given. 

I do  not  believe  anyone  disagrees  with  Dr. 
Frank  that  pyloric  stenosis  is  a surgical  affec- 
tion. Operation  gives  the  child  the  only  chance 
of  recovery.  However,  I think  it  is  permissible 
to  administer  belladonna,  not  to  cure  pyloric 


stenosis,  but  to  differentiate  it  from  pyloro 
spasm.  If  the  latter  condition  exists,  belladonna 
will  afford  relief.  If  pyloric  stenosis  is  present, 
operation  is  imperative.  True  hypertrophic  py- 
loric stenosis  must  be  treated  surgically  to  save 
the  life  of  the  child. 

James  W.  Bruce  (in  closing)  : In  regard  to 
the  administration  of  atropine  in  pyloric  stenosis: 
This  drug  was  first  used  in  1918  by  Haas  who 
gave  tremendous  doses.  He  started  with  1-1000 
grain  and  increased  the  dose  1-1000  grain  be- 
fore each  feeding  until  the  physiological  effects 
were  noted,  such  as  flushing  of  the  child’s  face, 
etc.  I recall  one  case  in  which  1-16  grain  of 
atropine  was  given  during  each  twenty-four 
hours  for  two  weeks  and  yet  the  child  showed 
no  evidence  of  belladonna  poisoning.  The  baby 
was  six  weeks  old  when  the  administration  of 
atropine  was  started. 

As  to  whether  the  treatment  of  pyloric  sten- 
osis should  be  medical  or  surgical:  That  is  a 

difficult  question  and  must  be  decided  in  each 
individual  case.  There  are  cases  which  respond 
to  medical  treatment  and  others  which  do  not. 
Some  of  these  little  patients,  having  all  the 
symptoms  of  pyloric  stenosis,  such  as  projectile 
vomiting,  palpable  tumor,  visible  peristaltic 
waves,  loss  of  weight,  etc.,  under  massive  doses 
of  atropine,  thick  cereal  feeding  and  careful 
nursing  will  recover  in  the  course  of  thirty  to 
sixty  days.  On  the  other  hand  many  cases  do 
not  respond  to  medical  treatment,  and  no  one 
should  persist  in  it  if  the  baby  fails  to  improve. 

What  usually  happens  is  that  the  child  retains 
the  thick  cereal  and  vomits  the  fluid.  The  reas 
on  for  that  is  the  thick  cereal  cannot  be  ejected. 
A baby  in  such  condition  should  be  operated  up- 
on immediately  because  it  is  impossible  to  main- 
tain life  for  a great  length  of  time  and  no  one 
should  take  the  chances.  However,  many  pa 
tients  respond  remarkably  well  to  medical  treat- 
ment and  it  should  be  tried  for  a few  days  as  a 
therapeutic  test.  After  the  fourth  month  the 
symptoms  usually  subside;  that  is  to  say,  in 
cases  that  are  going  to  respond  to  medical  treat- 
ment, the  vomiting  subsides  when  the  child  in 
three  or  four  months  old.  If  we  can  tide  the 
patient  over  until  that  period  operation  may  be 
avoided. 

Pre-operative  treatment  is  an  important  fea- 
ture: These  babies  are  so  markedly  dehydrated 

that  they  need  an  abundance  of  fluid.  Glucose 
or  other  solutions  should  be  given  until  the  skin 
has  lost  that  dry,  leathery  appearance  that  de- 
hydrated skin  has.  Also  one  or  two  blood  in  - 
jections  or  transfusions  may  make  a great  dif- 
ference in  the  ultimate  outcome. 

Post-operative  feeding  is  important.  Breast 
milk  is  most  essential  and  other  fluids  must  be 
fieely  given  to  avoid  further  dehydration.  With 
careful  pre-operative  and  post-operative  care  the 
mortality  from  surgical  treatment  is  very  low. 
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CHOLECYSTO-GASTROSTOMY.* 

By  J.  Duffy  Hancock,  Louisville. 

We  feel  that  the  comparative  rarity  of  the 
operation  justifies  our  reporting  a cliolecysto- 
gastrostomy  performed  for  the  relief  of  chole- 
mia. 

The  eholemia  in  this  case  resulted  from  oc- 
clusion of  the  common  duct  by  pressure  of  a 
carcinoma  of  the  head  of  the  pancreas.  While 
any  part  of  the  pancreas  may  be  the  site  ol 
malignancy  and  give  the  rather  characteristic 
symptoms  of  indefinite  digestive  disturbances 
plus  very  rapid  loss  of  weight  and  strength, 
it  is  only  when  the  head  of  the  gland  is  in- 
volved that  we  observe  in  addition  a gradual- 
ly deepening  persistent  jaundice.  Very  often, 
as  in  the  case  to  be  reported,  this  complica- 
tion will  give  rise  to  the  first  symptoms  that 
cause  the  patient  much  concern.  The  gradual 
backing  up  of  the  bile  results  in  dilatation  of 
the  gall-bladder,  unless  the  walls  have  been 
rendered  inelastic  by  previous  disease,  then 
increasing  back-pressure  in  the  liver,  causing 
some  distension,  and  finally  jaundice  with  its 
generalized  itching,  dysuria,  tendency  to  hem- 
orrhage, etc.  Relief  of  such  symptoms  will 
add  much  to  the  patient’s  comfort. 

It  is  obvious  that  such  relief  may  be  obtain- 
ed in  one  of  two  ways,  viz.,  by  draining  the 
bile  to  the  outside  of  the  body  through  a per- 
manent cholecvstostomy,  or  by  establishing  a 
new  passage  within  the  body  enabling  the  bile 
to  flow  around  the  point  of  obstruction.  This 
new  route  may  be  formed  by  suturing  an 
opening  in  the  fundus  of  the  gall-bladder  to 
one  in  the  stomach,  duodenum,  jejunum,  or 
colon.  An  external  biliary  fistula  will  require 
much  care,  cause  unpleasant  skin  irritation 
and  may  necessitate  a later  operation  if  luck- 
ily the  ‘ ‘ malignancy  ’ ’ should  prove  to  be  a se- 
vere chronic  pancreatitis.  These  reasons  I 
believe  should  lead  as  to  ignore  such  a pro- 
cedure unless  a previous  or  coexisting  chole- 
cystitis or  cholelithiasis  has  resulted  in  a con- 
tracted, firm-walled  gall-bladder. 

Of  the  various  anastomoses  the  one  to  the 
colon  was  the  first  attempted.  Most  unions, 
however,  have  probably  been  made  with  the 
duodenum,  but  lately,  since  we  have  learned 
more  of  the  comparative  harmlessness  of  bile 
in  the  stomach  more  men  are  doing  cholecysto- 
gastrostomies  which  many  believe  the  easiest  of 
the  operations.  This  was  the  method  pursued 
in  the  following  case: 

Jeff  Williams,  colored,  fireman,  aged  62, 
native  of  the  West  Indies  but  a resident  of 
Kentucky  for  35  years,  applied  for  treatment 
on  December  19,  1925,  complaining  of  intense 
generalized  itching,  pain  in  right  side  of  ab- 
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domen,  weakness  and  loss  of  appetite.  Iiis 
previous  history  was  unimportant  in  so  far  as 
it  could  be  obtained.  His  health  had  been 
very  good  until  about  three  months  before 
when  he  began  to  have  severe  attacks  of  in- 
termittent pain  in  right  upper  quadrant  of 
the  abdomen.  These  attacks  bore  no  relation 
to  the  intake  of  food.  He  did,  however,  be- 
gin to  lose  his  appetite  and  strength,  devel- 
oped a yellowish  discoloration  of  his  eyes,  and 
a general  itching  that  has  been  progressive. 

Physical  examination  disclosed  the  fact  that 
lie  had  pyorrhea,  emphysema,  and  some  car- 
diac enlargement.  There  was  decreased  tone 
of  abdominal  wall  and  a small  soft  tumor 
mass  (probably  gall-bladder)  was  palpable  in 
the  right  upper  quadrant  where  there  was  also 
definite  tenderness.  Remainder  of  the  exam- 
ination was  negative.  The  urine  showed  the 
presenc  of  bile,  a trace  of  albumin,  and  a few 
hyaline  casts.  The  blood  Wassermann  was 
negative.  The  stools  were  not  remarkable  ex- 
cept that  they  did  show  a deeper  color  than 
would  be  expected.  The  Graham  X-ray  test 
did  not  visualize  the  gall-bladder. 

We  made  a tentative  diagnosis  of  carcinoma 
of  the  head  of  the  pancreas,  but  advised  ex- 
ploration because  of  the  possibility  of  gall 
stones  being  the  principal  or  a contributing 
factor  in  causing  his  trouble.  Even  if  this 
were  not  so  we  hoped  to  relieve  some  of  his 
discomfort  by  drainage  of  the  bile.  The  pa- 
tient was  quite  miserable  and  consented  to  the 
operation  which  was  done  on  December  26, 
1925.  Because  of  his  general  condition  we  de- 
cided to  begin  with  local  anesthesia  (1%  novo- 
cain) and  succeeded  in  completing  the  entire 
operation  without  the  need  of  a general  anes- 
thetic. A high,  curved,  right  rectus  incision 
was  made  and  exploration  of  the  upper  abdo- 
men disclosed  a markedly  enlarged  and  dis- 
tended gall-bladder  and  a rather  circum- 
scribed, very  firm,  nodular  area  in  the  head 
of  the  pancreas.  No  calculi  were  palpable  in 
any  of  the  biliary  passages  and  we  were  una- 
ble to  find  any  metastases.  The  duodenum,  as 
is  generally  the  case,  was  rather  firmly  bound 
down,  therefore,  we  decided  upon  an  anasto- 
mosis of  the  gall-bladder  to  the  stomach  which 
method  we  really  preferred  anyhow.  The  gall- 
bladder was  accordingly  drained  and  the  fun- 
dus freed  sufficiently  to  appose  an  opening 
there  to  one  in  the  anterior  wall  of  the  distal 
1-3  of  the  stomach.  The  openings  were  then 
sutured  to  each  other,  after  the  manner  of  an 
anterior  gastroenterostomy,  no  clamps  being 
used.  Rubber  tissue  was  used  for  drainage 
and  the  abdominal  wound  was  closed  in  lay- 
ers with  plain  and  chromic  catgut  and  silk- 
worm stay  sutures. 

The  patient  had  a moderate  reaction  which 
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was  controlled  by  morphine,  digitalis  and  sub- 
cutaneous saline.  Fluids  by  mouth  were  al- 
lowed after  24  hours.  Even  that  soon  the 
itching  was  much  less  and  disappeared  entire- 
ly in  a few  days.  The  drain  was  removed  on 
the  second  day  and  the  remainder  of  the  pa- 
tient’s stay  in  the  hospital  was  uneventful. 
We  lost  trace  of  him  after  his  discharge  on 
January  14,  1926,  but  1 have  since  located  his 
wife  who  told  me  of  his  subsequent  progress. 
!She  said  that  the  itching  never  returned,  that 
his  appetite  remained  good  and  that  there  was 
little  pain  or  tendency  to  constipation.  How- 
ever, he  became  gradually  weaker  and  more 
emaciated,  dying  apparently  of  exhaustion  in 
May,  1926. 

A study  of  this  case  has  suggested  to  us  that 
there  may  be  a greater  field  of  usefulness  for 
this  operation,  especially  sine  gastroenteros- 
tomy might  be  done  at  the  same  time  if  the 
duodenum  were  occluded  or  gave  evidence  of 
soon  becoming  so. 

DISCUSSIONS. 

M.  Casper:  At  the  recent  meeting  of  the 

Southern  Medical  Association  i n Atlanta, 
Georgia,  the  subject  of  cholecystogastrostomy 
was  discussed  at  considerable  length  by  some  of 
the  illuminati  of  the  surgical  section.  Dr.  J. 
Shelton  Horsley,  Jr.,  described  a great  many  ex- 
periments on  dogs  where  the  gall  bladder  was 
anastomosed  not  only  with  the  stomach  but  also 
the  small  and  large  intestine,  and  his  conclusions 
in  brief  were  that  it  made  no  difference  whether 
the  anastomosis  was  made  with  the  stomach  or 
the  small  intestine  as  the  results  were  the  same. 
He  advised  against  uniting  the  gall  bladder  to 
the  colon  as  that  was  a much  more  serious  pro- 
cedure from  a fatality  standpoint,  but  attach- 
ment to  the  stomach  and  small  intestine  was  a 
comparatively  safe  operation  on  the  dog.  His 
results  were  carefully  checked  by  autopsy  and 
it  wa;  found  without  a single  exception  that  all 
dogs  had  hepatitis  in  more  or  less  severe  form. 
Findings  constant,  though  observation  varying 
in  time  between  operation  and  autopsy  from  one 
month  to  twelve  months,  his  conclusions  were 
that  the  operation  from  this  standpoint  was  not 
feasible.  Another  surgeon  of  equal  prominence 
reported  a large  number  of  operations  of  this 
kind  upon  human  beings,  and  even  went  so  far 
as  to  advocate  its  use  in  the  treatment  of  peptic 
ulcer  instead  of  gastroenterostomy.  He  consid- 
ered cholecystogastrostomy  the  preferable  pro- 
cedure as  the  presence  of  alkaline  bile  in  the 
stomach  would  overcome  the  acidity.  Many 
cases  were  reported  in  which  the  results  appear- 
ed to  be  satisfactory.  Several  years  ago  he  re- 
ported a smaller  number  of  cases  in  which  the 
outcome  was  favorable.  His  conclusions  were, 
therefore,  in  favor  of  cholecystogastrostomy. 

I thought  these  statistics  might  be  interesting 
in  connection  with  the  splendid  report  made  by 


Dr.  Hancock. 

R.  Glenn  Spurling:  It  was  my  privilege  to  as- 

sist Dr.  Hancock  on  this  case  during  the  time 
when  I was  resident  surgeon  at  the  Louisville 
City  Hospital.  I wish  to  bear  testimony  to  the 
splendid  result  he  obtained.  It  might  be  of  in- 
terest to  say  a word  about  the  history  of  this 
operation. 

Prior  to  1882  a patient  suffering  from  chronic 
obstruction  of  the  common  duct  was  subjected  to 
a permanent  cholecystostomy.  It  was  found 
that  life  was  incompatible  with  complete  occlus- 
ion of  the  bile  from  the  gastrointestinal  tract; 
hence  these  patients  were  forced  to  drink  their 
own  bile  as  a part  of  the  therapeutic  measure. 
Winiwater  first  performed  an  anastomosis  be- 
tween the  bowel  and  the  gall  bladder;  thus  for 
the  first  time  affording  a satisfactory  not  to 
say  a more  esthetic  method  of  draining  the  bile 
into  the  intestinal  tract  when  there  is  perman- 
ent occlusion  of  the  common  bile  duct.  Since 
that  time  the  operation  of  cholecystenterostomy 
has  been  one  of  the  standard  surgical  procedures 
for  patients  suffering  from  irreparable  obstruc- 
tion to  the  common  duct. 

The  anastomosis  which  is  most  commonly  used 
is  between  the  gall  Madder  and  the  duodenum. 
In  many  cases,  as  Dr.  Hancock  has  pointed  out, 
this  offers  serious  technical  difficulties;  hence  a 
cholecystojejunostomy  or  a cholecystogastros- 
tomy is  the  method  of  choice.  Some  men  have 
raised  the  objection  that  it  is  undesirable  to  pour 
the  alkaline  bile  into  the  acid  medium  of  the 
stomach  on  the  grounds  that  it  interfers  with 
the  acid  base  control  of  the  pyloric  sphincter. 
This  objection  is  wholly  unwarranted  in  view  of 
the  fact  that  the  bile  is  only  faintly  alkaline 
having  about  the  same  Ph  as  the  blood.  I think 
this  operation  produced  one  of  the  most  gratify- 
ing results  in  all  surgery  from  the  standpoint  of 
amelioration  of  symptoms. 

J.  Garland  Sherrill:  Dr.  Hancock  has  report- 

ed an  interesting  case  and  the  result  obtained  is 
very  good  so  far  as  concerns  the  purpose  for 
which  the  operative  procedure  was  undertaken. 
Cancer  of  the  head  of  the  pancreas  is  a serious 
lesion,  and  the  object  here  was  to  relieve  the 
patient  of  the  symptoms  produced  by  cholemia. 
Probably  the  reason  Dr.  Hancock  selected  the 
stomach  as  the  site  of  anastomosis  was  because 
of  its  accessibility.  I think  if  he  could  have  fol- 
lowed the  suggestion  made  at  the  close  of  his  re- 
port, i.  e.,  doing  a gastroenterostomy  in  addi- 
tion to  his  other  operation,  he  would  have  given 
the  patient  a very  much  longer  lease  on  life. 

An  interesting  feature  of  the  repoi-t  is  the 
use  of  local  anesthesia.  The  field  of  local  anes- 
thesia has  been  greatly  increased  during  the  last 
fifteen  or  twenty  years.  Gastroenterostomy  and 
many  other  operations  in  the  upper  abdomen 
can  be  successfully  performed  under  local  anes- 
thesia without  serious  inconvenience  to  the  pa- 
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tient.  Dr.  Hancock  is  to  be  congratulated  upon 
the  fact  that  the  operative  procedure  described 
was  successfully  concluded  without  a general  an- 
esthetic. Suture  of  the  gall  bladder  to  the  stom- 
ach is  not  always  easy  of  accomplishment.  The 
wall  of  the  gall  bladder  is  thin  and  great  care 
is  necessary  in  suturing  to  prevent  leakage.  An- 
other important  factor  is  proper  position  of  the 
anastomosis.  If  there  is  any  strain  on  the  suture 
line  during  respiration  the  sutures  are  likely  to 
cut  through  the  friable  tissues  and  leakage  will 
occur.  It  requires  skill  in  manipulation  of  the 
opening,  determination  of  the  size  of  the  open- 
ing, and  in  the  technique  of  the  operation  to  se- 
cure a good  result. 

J.  Duffy  Hancock  (in  closing)  : As  to  the 

use  of  local  anesthesia  in  the  case  reported:  We 
decided  against  a general  anesthetic  for  two 
reasons,  first  the  patient  was  already  quite  ill, 
and  second  he  was  an  excellent  subject  for  local 
anesthesia,  cooperating  with  us  very  well.  For- 
tunately we  were  able  to  complete  the  operative 
procedure  under  local  anesthesia. 

Gastroenterostomy  was  not  performed  because 
in  our  opinion  the  patient  was  in  no  condition 
to  withstand  the  additional  operation;  more- 
over, there  was  no  evidence  that  the  duodenum 
was  occluded  and  we  believed  there  was  nothing 
to  be  gained  by  gastroenterostomy.  The  man 
died  from  progression  of  the  malignancy  rather 
than  from  obstruction. 

The  itching  which  this  patient  had  was  ter- 
rific. He  applied  to  the  skin  clinic  at  the  hos- 
pital under  the  belief  that  he  had  the  itch,  and 
was  willing  to  undergo  any  treatment  that  prom- 
ised relief. 

Anesthesia  by  Ephedrine,  Epinephrine  and 
Potassium  Sulphate  Mixture. — Read  and  Lin  as- 
sert that  a mixture  of  ephedrine  with  epinephrine 
and  potassium  sulphate  can  produce,  by  the 
wheal  method,  local  anesthesia  equal  in  inten- 
sity to  that  obtained  by  a mixture  of  similar  pro- 
portions and  strengths  of  procaine  hydrochlor- 
ide, epinephrine  and  potassium  sulphate.  The 
nature  of  this  ephedrine  anesthesia  is  not  ap- 
parent, for  simple  solutions  of  this  alkaloid  do 
not  produce  wheal  anesthesia.  The  synergism 
produced  with  epinephrine  and  potassium  sul- 
phate suggests  a definite  chemotherapeutic  re- 
lationship between  these  three  compounds.  It 
is  suggested  that  for  dental  surgery  and  ophthal- 
mologic work,  this  mixture  may  prove  of  ser- 
vice. 


A NEW  CONCEPT  OF  THE  MANAGE- 
MENT OF  CARBUNCLES.* 

By  A.  David  Willmotii,  Louisville. 

A carbuncle  is  a circumscribed  inflamma- 
tion of  the  subcutaneous  connective  tissue 
down  to  the  fascia,  and  involving  the  skin 
which  is  perforated  in  several  places.  The 
infecting  organism  usually  *is  the  staphylo- 
coccus pyogenes  but  may  be  the  streptococ- 
cus or  both.  It  differs  from  the  ordinary  fur- 
uncle in  that  it  is  more  extensive  and  spends 
its  force  more  deeply  and  profoundly.  It  is 
characterized  by  fibrinous  exudate,  multiple 
foci  of  necrosis,  and  the  tissue  adjacent  to  each 
necrotic  plug  becoming  gangrenous. 

The  infection  generally  enters  through  a 
hair  follicle  or  an  abrasion,  rare  through  the 
blood  or  lymphatics.  A small  superficial  in- 
flamed spot  first  appears,  which  soon  spreads 
deeply  and  widely,  producing  an  extensive  in- 
durated, perhaps  boggy  infiltration,  more  or 
less  flat,  elevated  and  circumscribed  in  shape 
and  of  a dusky  red,  purplish,  or  copper  color. 
The  area  involved  is  often  several  inches  in 
diameter,  occupying  for  instance  the  entire 
posterior  portion  of  the  neck,  extending  pos- 
sibly well  into  the  scalp  or  downward  on  the 
skin  of  the  back. 

Small  pustules  soon  appear  upon  the  sur- 
face which  break  and  reveal  the  mouths  of 
openings  whicli  lead  through  the  skin  to  the 
sloughing  tissue  beneath.  These  multiple 
openings  are  characteristic  of  a carbuncle  and 
represent  the  paths  of  least  resistance.  The 
openings  lead  into  the  deeper  structures  along 
the  columme  adiposae  by  way  of  whicli  the  pus 
reaches  the  surface. 

Each  fatty  column  contains  a sweat  gland. 
Products  of  infection  in  one  of  these  columns 
trying  to  gain  an  outlet  and  not  being  able  to 
escape  to  the  sides,  naturally  go  the  way  of 
least  resistance,  which  is  downward.  Infec- 
tion spreads  as  necrosis,  breaking  down  to  the, 
sides  of  the  columns,  opens  interspaces,  there- 
by allowing  other  fatty  columns  to  become  in- 
volved, the  products  finding  their  way  to  the 
surface  through  these  until  many  openings  are 
the  result.  Necrosis  continually  going  on 
causes  small  openings  to  coalesce  until  many 
larger  ones  are  present,  each  filled  with  pus 
and  necrotic  tissue  until  a honeycomb  appear- 
ance is  the  result.  The  skin  being  more  re- 
sistant produces  the  undermined  pathology 
found  at  the  operating  table. 

Superficial  necrosis  occurs  relatively  early 
because  tbe  spreading  deep  phlegmon  soon 
cuts  off  the  blood  supply  to  the  fat,  superfic- 
ial fascia  and  skin.  Thrombophlebitis  is  fre- 
quent and  is  one  of  the  reasons  why  rapid 
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spreading  takes  place  to  surrounding  struc- 
tures. Again  many  of  these  patients  are  dia- 
betic or  nephritic  and  many  also  well  up  in 
years,  factors  which  further  contribute  to  the 
lowering  of  the  patient’s  vital  resistance. 

The  location  of  the  infection  further  contri- 
butes to  the  high  mortality.  Especially  is 
this  true  when  the  carbuncle  is  located  on  the 
lip,  face  or  neck,  as  they  commonly  are,  in 
which  instance  septic  clots  ocur  in  the  facial, 
jugular,  or  ophthalmic  veins  or  in  the  cere- 
bral sinuses.  The  mortality  in  these  regions 
is  about  50  per  cent.  So  also  is  the  danger 
great  when  the  location  is  in  a field  richly 
supplied  with  lymphatics  as  around  the 
shoulders,  here  abscesses  in  the  lungs  are  not 
infrequent. 

Marked  constitutional  symptoms  are  pres- 
ent from  the  start.  In  many  cases  one  or  more 
chills  will  occur  during  the  twenty-four  hour 
period,  and  septic  fever  is  always  present. 
Such  marked  symptoms,  together  with  the 
indurated  hard  area  surrounding  the  primary 
focus,  with  its  purplish  color,  should  enable 
us  to  make  a diagnosis  of  carbuncle  and  not 
the  more  simple  type  of  local  infection  known 
as  boil  or  furuncle.  If  the  patient  is  seen 
early,  and  close  observations  are  made,  delay 
will  not  so  often  take  place  in  instituting  act- 
ive treatment.  Here  active  treatment  is  the 
only  hope  for  relief. 

Methods  of  Tkeatment 

Nowhere  in  surgery  is  delay  fraught  with 
more  danger  than  in  carbuncle.  Patients 
should  be  under  the  constant  observation  of 
the  physician  and  seen  at  least  daily,  and 
those  showing  early  extensive  tissue  involve- 
ment and  those  with  facial  involvement  should 
if  possible  be  placed  in  a hospital  at  once. 

If  the  constitutional  symptoms  are  not 
alarming  local  and  general  treatment  may  be 
tried.  If  fever  is  high  and  frequent  chills 
are  present,  with  marked  septic  symptoms 
showing,  no  tijne  should  be  lost  in  temporizing 
measures.  The  longer  the  delay  the  greater  the 
necrotic  area,  the  more  septic  the  patient,  the 
higher  the  mortality.  Generally  speaking  the 
writer  does  not  believe  it  is  good  surgery  to 
wait  to  see  if  the  condition  will  localize.  It 
requires  too  long,  and  the  results  are  far  too 
uncertain  to  wait  on  vaccines,  poultices,  and 
topical  applications.  A carbuncle  can  seldom 
be  aborted  although  injection  of  such  agents 
as  carbolic  acid,  are  used  into  and  around  the 
infected  area. 

Should  the  patients  be  unwilling  to  have 
active  treatment  instituted,  they  and  the  fam- 
ily should  be  made  to  clearly  understand  the 
risk  they  are  taking,  and  the  more  extensive 
destruction  of  tissues  required  to  obtain  re- 
lief should  natural  efforts  fail. 

They  should  also  understand  that  condi- 


tions may  quickly  arise  that  entirely  preclude 
further  efforts  to  save  life.  If  these  salient 
points  are  made  clear  to  those  interested  lit- 
tle trouble  is  had  in  obtaining  the  consent  for 
the  surgeon  to  do  as  he  thinks  best.  I am  not 
unmindful  that  in  a few,  no  amount  of  reas- 
oning can  persuade  them  to  allow  correct 
work  to  be  undertaken.  In  these  the  use  of 
such  agents  as  vaccines,  the  water  cooled  ul- 
tra-violet lamp,  hot  antiseptic  fomentations, 
which  contain  either  a preparation  of  pepsin, 
or  yeast  to  digest  the  slough,  will  hasten  the 
removal  of  dead  tissue  to  permit  the  field  be- 
ing kept  clean.  In  these  cases  the  use  of  sod- 
ium citrate  in  ten  grain  doses  four  times  daily 
to  liquify  the  secretion  is  very  valuable. 

Under  the  old  plan  of  treatment  by  the  cut- 
ting operation,  which  at  best  was  not  only 
bloody,  but  followed  by  severe  shock  and  in 
many  cases  death,  patients  were  not  to  be 
altogether  blamed  for  taking  the  expectant 
plan  of  treatment.  In  many  their  chances 
were  about  as  good  as  with  any  form  of  sur- 
gery. 

Since  most  cases  come  to  surgery  in  some 
form  it  is  but  fitting  that  attention  be  called 
to  the  various  steps  that  have  been  made  in  at- 
tempting to  best  handle  these  dangerous  cases. 
With  a full  realization  that  radical  removal 
was  seldom  advisable,  the  old  crucial  incision 
with  the  swabbing  with  95  per  cent  carbolic 
acid,  followed  with  alcohol  to  counteract  its 
destructive  effects,  was  advised. 

This  did  not  meet  with  the  success  that  was 
hoped  for  so  the  multiple  incisions  came  into 
vogue.  These  secured  some  better  results  but 
were  far  short  of  satisfaction. 

Following  these  came  the  use  of  the  Paque- 
lin  cautery.  A thing  that  was  apparently  go- 
ing to  revolutionize  the  results  formerly  ob- 
tained. To  those  familiar  with  the  difficulties 
of  the  above  instrument  further  remarks  are 
unnecessary.  It  worked  fine  at  the  instru- 
ment house  and  by  the  time  you  had  carried 
it  to  the  hospital  for  some  unexplainable  rea- 
son it  simply  would  not  perform. 

Then  came  the  electric  cautery,  always 
workable,  or  nearly  so,  fairly  constant  in  heat 
and  to  all  intents  and  purposes  seemed  a real 
success.  After  many  months  of  trial,  this 
too,  had  its  many  disadvantages.  Papid  cool- 
ing when  most  needed,  heavy  and  cumbersome 
and  unweildly>  due  to  its  being  hot,  and  un- 
handy. It  did*,  however,  render  far  more  ser- 
vice than  anything  we  had  prior  to  that  time. 

The  writer  having  had  extensive  experience 
with  the  D’arsonval  bipolar  current  in  the 
treatment  of  cancer  cases,  its  use  in  the  re- 
moval of  carbuncles  naturally  suggested  it- 
self. The  work  could  be  done  without  anes- 
thesia as  a rule,  save  hyoscine.  morphine  and 
cactine,  there  was  no  cutting  operation,  hence 
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no  bleeding  to  staunch,  no  shock,  and  a short 
er  stay  in  the  hospital ; the  further  advantage 
being  that  there  were  no  hot  cauteries  to  han- 
dle or  to  become  cool  while  in  use,  the  heat  be- 
ing continuous,  and  the  destruction  of  tissue 
being  always  under  the  control  of  the  opera- 
tor at  all  times.  Any  amount  of  tissue  des- 
truction can  be  had,  depending  on  the  amount 
of  curi'ent  used  and  the  length  of  time  of  its 
application. 

When  it  is  definitely  determined  that  a car- 
buncle is  present,  that  is  the  proper  time  to 
institute  radical  measures  for  its  immediate 
relief.  Like  acute  appendicitis  the  time  to 
operate  is  when  the  patient  is  first  seen,  as  the 
work  will  be  less  then  and  the  patient’s 
chances  better  that  at  any  later  period. 

The  technique  is  as  follows:  select  the  D’ar- 
sonval  terminals  of  the  high  frequency  ma- 
chine, .because  the  voltage  is  low  and  the  mil- 
liamperes  high.  If  choice  can  be  had,  use  a 
machine  that  does  not  oscillate  more  than  a 
million  times  or  less  per  second.  Assuming 
that  for  some  reason  or  reasons,  the  patient 
should  not  or  will  not  take  either  a local  or 
general  anesthetic,  and  the  amount  of  tissue 
is  not  too  great,  the  area  involved  can  be  an- 
esthetized by  using  the  same  type  of  current 
as  will  be  used  in  operating. 

Attach  the  dispersing  electrode  (so-called  in- 
different) of  the  machine  to  any  part  of  the 
patient’s  body  that  is  most  convenient;  or, 
what  is  a very  good  method,  use  the  autocon- 
densation handle  and  attach  the  indifferent 
cord  of  the  machine  to  this,  and  tell  the  pa- 
tient to  grasp  it  with  both  hands  not  so  tight- 
ly as  to  cramp  the  hands,  but  firmly.  This  will 
give  the  patient  something  to  do  with  his 
hands  and  prevent  his  taking  hold  of  you,  and 
is  an  easy  way  to  make  the  desired  connec- 
tion. 

To  the  other  cord  of  the  machine  is  at- 
tached the  handle  of  the  active  electrode  which 
is  to  be  used  with  the  needle  point  in  destroy- 
ing the  pathology.  Start  with  a very  light 
current — just  enough  to  make  the  so-called 
“feather  spark’’ — allowing  this  to  come  in 
contact  with  the  skin  about  one-fourth  inch 
or  a little  more  from  the  margin  of  the  area 
to  be  destroyed. 

By  passing  this  in  a circular  manner  around 
the  carbuncle  for  three  to  five  minutes  and 
having  your  assistant  gradually  increasing  the 
spark  to  the  point  of  tolerance,  and  at  the 
same  time  increasing  the  speed  of  the  revolu- 
tions, the  entire  area  will  be  numbed,  and 
without  telling  the  patient,  the  needle  is  push- 
ed into  the  infected  tissue  as  deep  as  is  neces- 
sary to  reach  the  deepest  points  of  infection 
and  allowing  it  to  remain  there,  increasing  the 
current  if  needed  until  the  tissue  is  blanched 
white.  The  amount  of  current  needed  will 


usually  be  about  250  to  500  milliamperes  at 
the  time  20  to  30  seconds. 

When  the  tissue  becomes  white  the  needle  is 
removed  and  inserted  into  another  adjoining 
area  and  the  current  applied  with  the  foot 
switch  until  the  tissue  is  again  blanched.  By 
repeating  this  procedure,  the  entire  pathology 
can,  in  a few  minutes,  be  entirely  destroyed 
and  only  healthy  tissue  remain. 

When  all  infected  tissue  is  coagulated,  the 
major  portion  can  be  removed  at  once  with  a 
large  spoon  currette,  leaving  only  a healthy 
base.  Any  bleeding  points  are  controlled  by 
allowing  the  current  to  arc  for  one-half  inch 
spark  distance  when  all  bleeding  will  instant- 
ly stop.  The  wound  is  now  clean  and  ready 
to  be  dressed  with  plain  sterile  gauze.  Pain 
will  not  be  experienced  after  the  treatment  is 
over,  for  the  reason  that  small  terminal  nerve 
endings  are  obtunded  by  the  current. 

If  much  destruction  is  going  to  be  needed, 
the  patient  should  be  in  a hospital,  and  given 
a full  strength  hyoscine  morphine,  cactine 
tablet  two  and  a half  hours  before  the  ex- 
pected time  of  the  operation. 

This  should  be  further  augmented  by  the 
half  strength  tablet  of  the  same,  one  half  hour 
preceding  the  operation.  The  patient  usually 
comes  to  the  operating  table  either  in  pro- 
found sleep,  or  if  not,  in  that  state  of  “Twi- 
light Sleep”  where  he  can  converse  with  you, 
while  experiencing  no  pain,  not  remembering 
anything  that  happened  at  the  time.  Where 
ether  anesthesia  is  used,  great  care  must  be 
exercised  to  prevent  explosion  by  getting  the 
ether  can  at  safe  distance  before  the  treatment 
is  begun.  It  is  not  good  practice  to  assume 
your  ability  to  absolutely  prevent  arcing  and 
start  while  the  ether  is  being  used,  or  the  can 
nearby. 

If  the  operation  is  about  the  face  or  neck, 
time  must  also  be  allowed  to  get  the  ether 
vapor  out  of  the  patient’s  lungs  and  as  a 
further  precaution,  lay  a wet  towel  or  gauze 
over  the  patient’s  face  during  the  time  the 
current  is  on.  The  operator  can  control  any 
of  these  dangers,  if  experienced  in  the  use  of 
the  current,  by  not  allowing  any  sparking  to 
occur  on  the  surface.  This  is  done  by  keep- 
ing the  needle  in  the  tissue  during  the  entire 
time  the  current  is  on,  and  by  keeping  the 
needle  clean  and  free  from  any  charred  ac- 
cumulations at  the  tip  that  is  exposed  for  the 
first  inch  or  two  for  contact.  No  sparking 
can  occur  from  the  portion  of  the  needle  that 
is  covered  with  rubber  tubing  and  away  from 
the  tissue. 

Those  cases  being  more  extensive  will  re- 
quire from  750  to  1250  milliamperes  of  cur- 
rent to  work  fast  and  avoid  any  hemorrhage, 
and  should  have  the  dispersing  electrode  ap- 
plied to  some  portion  of  the  body,  either  the 
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thigh,  back,  or  abdomen  This  indifferent 
electrode  should  be  of  block  tin,  6 by  8 inches 
in  dimensions,  and  must  always  have  round 
corners. 

It  should  be  kept  in  direct  contact  with  the 
skin  and  should  be  thoroughly  soaped  or  ap- 
plied over  a towel  of  several  thicknesses  which 
has  been  thoroughly  wet  with  normal  saline 
solution  to  make  a perfect  contact,  and  must 
be  maintained  in  direct  contact  either  by  an 
assistant  holding  it  in  contact  with  the  skin, 
or  a bandage  applied  over  it,  or  sand  bags 
laid  on  to  hold  it  close  to  the  surface.  One 
layer  of  spongiopiline  may  also  be  used  be- 
tween the  tin  and  the  body  surface.  Unless 
perfect  contact  is  maintained  at  all  times  a 
severe  burn  will  be  produced  by  the  current 
arcing  across  from  the  tin  plate  to  the  pa- 
tient’s body  when  the  curreni  is  on. 

The  operator  should  always  use  a foot 
switch  so  that  he  may  be  in  perfect  control  of 
the  current  at  all  times.  This  insures  instant 
application  and  likewise  instant  breaking  of 
the  contact  when  necessary.  The  machine 
should  be  grounded  to  a cold  water  pipe  to 
take  care  of  any  stray  currents.  Remember 
you  are  using  a current  of  potential  danger 
both  in  voltage  and  milliamperage. 

Start  with  the  coagulation  around  the  edges 
far  enough  away  to  be  in  fairly  healthy  tis- 
sue, which  can  be  determined  by  the  resist- 
ance of  the  structures  to  the  entrance  of  the 
needle.  Make  a zone  entirely  around  the  car- 
buncle first,  then  go  over  all  the  area  in- 
volved and  deep  enough  to  destroy  the  dead 
structures.  Then  remove  the  excess  as  be- 
fore with  a large  spoon  currette,  and  if  any 
droplets  of  pus  make  their  appearance  while 
curetting,  again  use  the  needle  to  coagulate 
deeper  until  healthy  tissue  is  reached.  Do 
not  get  too  radical  and  destroy  healthy  struc- 
tures. 

The  wound  is  dressed  with  dry  dressing  of 
gauze  and  the  patient  placed  in  bed. 

If  the  slough,  that  is  going  to  occur,  pro- 
duces much  odor,  this  can  easily  be  cared  for 
by  the  application  of  powdered  sugar  to  the 
wound.  The  sugar  should  be  moistened  en- 
ough to  form  a paste  and  spread  on  gauze 
large  enough  to  cover  all  the  wound.  The 
paste  should  be  thick  enough  to  make  a 
smooth  dressing  when  applied,  and  placed  in 
direct  contact  with  the  wound.  This  dress- 
ing can  be  used  exclusively  if  desired,  or  an 
oil  dressing  substituted  when  the  wound  has 
become  perfectly  clean  and  free  from  odor. 
The  separation  of  the  slough  can  be  hastened 
by  the  use  of  pepsin  which  will  digest  all  tis- 
sue destroyed  by  the  current,  leaving  a clean 
granulating  wound. 

The  electrocoagulation  of  these  conditions 
is  not  only  more  rapid  but  much  safer  than 


surgical  removal,  there  being  no  bleeding  to 
annoy  or  cause  shock.  It  seals  all  lymphatics, 
thereby  preventing  any  further  danger  from 
metastasis,  is  painless  after  the  work  is  done, 
has  no  mortality  from  shock  of  operation  and 
leaves  a smaller  and  more  pliable  scar.  The 
scar  can  further  be  lessened  and  the  healing 
process  made  more  rapid,  by  the  use  of  the 
water  cooled  ultra  violet  lamp,  one  to  two 
minutes  each  day,  with  open  lamp  at  six 
inches  distance.  The  use  of  peroxide  to 
cleanse  the  wound  will  not  onlv  favor  the 
cleansing  process,  but  will  act  as  a photosen- 
sitive agent  enhancing  the  therapeutic  action 
of  the  lamp. 

A word  of  caution  should  be  given  in  those 
cases  where  local  anesthesia  is  used.  Remem- 
ber tissues  infiltrated  with  fluid  generate 
heat  much  more  rapidly  that  normal  tissues. 
At  least  one  third  less  current  should  be  used, 
or  else  by  the  generation  of  steam  a much 
wider  destruction  of  tissue  will  occur  than 
was  intended. 

Electrocoagulation  in  carbuncles  so  far  sur- 
passes the  old  treatment  of  knife  or  cautery 
as  to  make  them  obsolete. 

DISCUSSIONS 

Leon  L.  Solomon:  Will  Dr.  Willmoth  tell  us 
whether  he  used  the  well  known  Hyoscin-Mor- 
phine-Cactus  tablet  in  the  two  cases  referred  to, 
one  of  the  patients  being  an  individual  of  ad- 
vanced age?  My  reason  for  asking  this  ques- 
tion is  because  of  the  unfortunate  experiences  I 
have  known  with  this  unusual  combination  of 
drugs. 

I desire  to  go  on  record  with  the  statement 
I know  of  no  analgesic  more  dangerous  than  the 
so-called  Hyoscin-Morphine-Cactus  tablet.  In 
this  combination,  the  pharmacist  has  developed 
a composite  property  wholly  different  from  that 
of  any  one  of  its  three  ingredients.  No  phy- 
sician ever  observed  from  Hyoscin  any  of  the 
effects  which  H.  M.  C.  produces;  likewise,  the  in- 
fluence of  morphine  in  no  wise  resembles  the  ef- 
fects produced  by  Hyoscin-Morphine-Cactus  and 
the  action  of  cactus  in  H.  M.  C.  is  as  different  as 
daylight  from  darkness. 

Except  to  experiment  with  the  product  when 
it  was  first  brought  to  professional  attention,  I 
have  never  used  a single  dose  of  H.  M.  C.  My 
experience  with  it  however  has  been  rather 
large.  On  a number  of  occasions,  I have  been 
asked  to  see  patients  to  whom  the  drug  has  been 
administered,  with  effects  so  unpleasant  as  to 
make  me  extremely  fearful  of  it. 

I was  not  aware  that  the  combination  was  in 
common  use  today.  I look  upon  the  agent  as 
especially  contraindicated  in  the  aged.  Know- 
ing Dr.  Willmoth’s  extreme  care  in  matters  of 
this  kind,  I am  therefore  anxious  to  know  wheth- 
er in  the  two  cases  mentioned,  H.  M.  C.  was  em- 
ployed. 
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M.  Casper:  I have  often  heard  of  “bread-and- 
butter-surgery,”  but  Dr.  Willmoth’s  report  seems 
to  deal  with  “sugar-and-butter-surgery.”  Per- 
sonally I use  the  electrocoagulation  method  in 
treating  carbuncles,  but  not  exactly  according  to 
the  technique  described  by  Dr.  Willmoth.  I be- 
lieve he  has  given  us  something  that  is  practical 
and  safe  in  the  treatment  of  these  serious  affec- 
tions. The  only  thing  I wish  to  criticise  is  the 
use  of  the  H.  M.  C.  tablet.  I believe  this  com- 
bination to  be  equally  dangerous,  or  perhaps 
more  so,  in  these  cases  than  in  other  types  of 
pathology,  and  if  we  have  relegated  it  in  other 
cases  as  a dangerous  agent,  I think  we  should 
also  do  so  in  carbuncles. 

Instead  of  using  the  needle  as  described  by 
Dr.  Willmoth,  I employ  a so-called  button  about 
the  size  of  the  carbuncle  itself.  This  button  is 
shaped  something  like  a mushroom.  This  is  ap- 
plied to  the  surface  and  the  entire  area  is  burn- 
ed at  the  same  time  after  which  practically  the 
whole  carbuncle  can  be  removed  in  one  mass. 
I have  never  seen  any  bad  results  in  these  cases. 
The  patients  get  along  better  and  recover  more 
quickly  than  under  the  older  methods  of  treat- 
ment. 

Dr.  Willmoth  has  given  us  some  very  practical 
and  valuable  points  in  his  report  and  I wish  to 
thank  him  for  it. 

A.  David  Willmoth  (in  closing)  : Dr.  Casper 

referred  to  use  of  the  disc  in  the  electrocoagula- 
tion method  of  treating  carbuncles.  I,  too,  use 
the  disc  in  certain  cases,  that  is  in  small  lesions 
about  the  face  and  throat.  One  trouble  about 
the  disc  is  that  it  works  too  slowly.  The  cur- 
rent is  dispersed  over  too  large  an  area.  With 
a pad  6 by  8 inches  on  the  abdomen  and  a disc 
3 or  4 inches  in  diameter,  one  would  be  unable 
to  apply  a sufficiently  strong  current  long  en- 
ough to  be  effective  in  destroying  the  carbuncle 
without  burning  the  abdomen. 

I employ  the  needle  method  because  it  is 
much  simplier.  An  aluminum  needle  is  used 
with  a small  rubber  tube  over  it  leaving  as  much 
of  the  tip  exposed  as  required  for  introduction 
into  the  tissues,  and  about  an  inch  of  the  upper 
end  is  left  exposed  to  attach  the  handle.  The 
needle  is  easily  inserted  and  one  can  familiarize 
himself  with  the  depth  of  the  disease  tissue  by 
introduction  of  the  needle.  The  work  is  com- 
pleted much  more  rapidly  with  the  needle,  and  I 
am  sure  I can  convince  Dr.  Casper  that  the 
needle  is  far  superior  to  the  disc.  I use  the  disc 
only  in  small  lesions.  The  disc  is  slower  in  ac- 
tion, it  does  not  work  nearly  so  well  as  the 
needle,  there  is  no  penetration  and  one  cannot 
determine  the  depth  to  which  the  burn  extends. 
I can  familiarize  myself  with  the  amount  of  cur- 
rent and  the  length  of  time  required  to  destroy 
the  diseased  tissue,  and  also  accurately  deter- 
mine the  depth  to  which  the  burn  extends  with 
the  needle.  These  features  cannot  be  well  as- 


certained with  the  disc. 

As  to  the  use  of  hyoscine,  morphine  and  eac- 
tine:  I have  employed  the  H.  M.  C’.  tablet  in 
surgical  cases  in  both  young  and  oid  people  and 
have  never  yet  had  the  slightest  difficulty  fol- 
lowing the  administration  of  it.  I have  seen  pa- 
tients thoroughly  narcotized  by  this  combination 
without  any  slowing  of  the  respiration  whatso- 
ever. I have  performed  many  operations  under 
this  form  of  analgesia,  including  herniotomies, 
the  removal  of  cancerous  growth,  etc.,  and  have 
never  had  the  slightest  trouble.  The  danger  of 
using  ether  in  the  operating  room  where  cautery 
is  to  be  employed  is  not  to  be  regarded  lightly. 
In  Chicago  two  months  ago  I heard  a surgeon  re- 
port two  cases  in  which  there  was  an  explosion 
of  ether  in  the  lung  where  the  cautery  was  be- 
ing used.  In  the  first  case  ether  had  been  re- 
moved from  the  patient,  a few  moments  breath- 
ing had  been  allowed,  and  it  was  thought  all  the 
ether  was  out  of  the  lung.  However,  an  explos- 
ion occurred  and  the  patient  died  instantly.  In 
the  second  case  an  explosion  occurred  in  the 
mouth  and  lung  following  the  use  of  cautery  for 
the  removal  of  a cancerous  growth  of  the  face. 
The  patient  was  removed  from  the  table  and 
placed  in  bed,  but  expired  a few  minutes  after- 
ward. These  two  cases  occurred  in  a large  hos- 
pital and  were  reported  by  one  of  the  most 
prominent  surgeons  of  the  middle  west.  The 
danger  of  ether  must  be  given  due  consideration, 
and  in  cases  where  the  cautery  or  electrocoagu- 
lation needle  is  to  be  used  I would  much  prefer 
not  to  have  an  ether  can  too  near  the  patient. 
Wherever  possible  it  would  seem  advisable  to 
avoid  the  use  of  ether  entirely  where  cautery  or 
electrocoagulation  is  to  be  employed. 

Many  of  the  smaller  carbuncles  can  be  treated 
according  to  the  method  I have  described  with- 
out the  use  of  anesthesia.  Even  extremely  ner- 
vous people  can  be  thus  treated  after  the  admin- 
istration of  a small  dose  of  hyoscine,  morphine 
and  cactine,  or  straight  morphine  if  that  he  pre- 
ferred, two  and  a half  hours  prior  to  the  opera- 
tion, this  to  be  augmented  by  another  dose  half 
an  hour  before  the  procedure  is  started.  Local 
anesthesia  may  be  employed  if  the  conditions 
demand  it.  However,  if  local  anesthesia  is  used 
one  must  be  extremely  careful  in  his  technique. 
Where  the  tissues  are  infiltrated  with  fluid  the 
destruction  will  be  much  greater  and  wider  than 
would  occur  otherwise.  For  this  reason  only 
about  half  as  much  current  should  be  used  in 
those  cases  where  local  anesthesia  is  employed. 
For  example,  if  1000  milliamperes  would  destroy 
the  diseased  tissue  under  H.  M.  C.  or  a general 
anesthetic,  only  500  milliamperes  should  be  used 
under  local  anesthesia.  If  this  precaution  be 
not  observed  there  may  be  extensive  destruc- 
tion of  healthy  tissue,  which,  of  course,  is  not 
desired. 
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RENAL  TUBERCULOSIS:  CASE 
REPORT.* 

By  Louis  Frank,  M.  D.,  F.  A.  C.  S., 
Louisville. 

Renal  tuberculosis  arises  from  a focus  of 
infection  often  impossible  of  demonstration, 
though  always  present,  and  as  a rule  reaches 
the  kidney  by  way  of  the  blood  stream  prob- 
ably as  an  embolus.  Blood  stream  infection 
with  the  tubercle  bacillus  may  sometimes 
occur,  but  in  such  instances  we  have  a gen- 
eral diffuse  renal  infection  in  the  presence 
of  a general  miliary  tuberculosis,  just  as  we 
would  in  the  case  of  a blood  stream  infection 
(a  septicemia)  with  any  other  pathogenic  or- 
ganism. Also  we  cannot  deny  that  at  times 
we  may  have  an  ascending  lymphatic  infec- 
tion with  the  tubercle  bacillus  just  as  we  may 
with  other  organisms.  That  we  ever  have  as- 
cending infections  by  way  of  the  ureter,  how- 
ever, is  very  very  doubtful,  and  our  own  ex- 
periments conducted  upon  dogs  with  pus- 
producing  organisms  impels  us  to  the  expres- 
sion of  opinion  that,  in  the  absence  of  pre- 
existing pathology,  such  never  occurs. 

The  organisms  usually  locate  in  the  case  of 
tuberculous  infection  in  the  region  of  the 
loops  of  Henle  wdiere  the  circulation  is  slow- 
est. This  is  near  the  base  of  the  pyramids, 
and  in  that  region  they  may  remain  localized 
for  years  exciting  typical  tuberculous  pro- 
cesses which  may  proceed  to  caseation  and 
to  calcification.  On  the  other  hand,  the  pro- 
cess may  extend  rapidly  involving  the  entire 
organ  more  or  less.  Most  frequently  the  pro- 
cess extends  toward  the  pelvis  of  the  kidney 
giving  rise  to  tuberculous  pyelonephritis  with 
its  attendant  pathological  processes  in  ureter 
and  bladder.  In  the  tendency  to  spread  to- 
ward the  renal  pelvis  the  process,  as  has  been 
shown  by  Cabot  and  Crabtree,  is  not  unlike 
that  occurring  in  the  presence  of  infection 
with  the  colon  and  typhoid  group  which  show 
the  same  prediction  and  tendency  to  the 
production  of  pyelitis,  pyelonephritis  and  ne- 
phrosis. These  are  unlike  the  infections  due 
to  the  pus-producing  organisms  or  cocci, 
■which  become  primarily  located  near  the  cor- 
tex of  the  kidney  in  the  glomeruli  and  con- 
voluted tubules  extending  toward  the  peri- 
phery and  manifested  as  infarcts  or  as  dif- 
fuse suppurative  processes  of  the  cortex,  or, 
should  they  break  thiough  the  capsule,  as 
peri-renal  abscesses. 

It  is  typical  of  the  tubercle  bacillus  to  in- 
volve the  calyces,  thus  giving  rise  to  the  en- 
larged irregular  “tips”  shown  in  pyelo- 
grams. If  the  process  has  gone  on  to  casea- 
tion and  calcification,  the  x-ray  plate  would 
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show  these  shadows  which  may  be  mistaken 
for  calculi  but  are  less  dense  and  have  a spot- 
ted or  irregularly  dense  appearance,  and 
which  when  present  are  absolutely  diagnos- 
tic. If  the  abscess  is  draining  into  the  renal 
pelvis  the  pyelograms  alone  are  made,  the 
fluid  may  find  its  way  into  the  cavity  and 
then  obscure  the  calcified  areas ; hence  all 
pyelograms  should  be  preceded  by  an  ex- 
posure before  making  the  injection.  At  times 
tuberculous  process  may  become  completely 
shut  off,  lying  dormant  for  years,  or  as  a re- 
sult of  auto-nephrectomy  the  entire  kidney 
may  become  excluded.  Such  exclusion  is, 
however  not  curative  and  it  has  been  shown 
that  these  kidneys  are  a constant  menace,  the 
activity  of  the  process  being  always  suscep- 
tible of  a reerudescense.  In  the  case  to  be 
reported  there  was  a beginning  effort  of  such 
exclusion  present,  as  evidenced  by  the  ob- 
struction of  the  ureter.  We  have  seen  two 
cases  of  complete  exclusion  in  a rather  large 
series  of  cases. 

Bladder  changes  are  present  in  all  cases 
after  clinical  evidence  manifests  itself;  in 
fact,  it  is  the  symptoms  due  to  the  bladder 
involvement  which  brings  the  patient  to  no- 
tice. The  pathological  changes  in  the  bladder 
vary  from  a catarrhal  condition  to  true  ul- 
ceration. Unless  true  tubercles  are  present 
the  vesical  manifestations  rapidly  disappear 
after  removal  of  the  nidus  of  bacteria,  and 
even  the  secondary  tuberculous  ulcers  tend 
to  heal  kindly  under  appropriate  treatment 
once  the  kidney  with  possibly  an  infected 
ureter  have  been  extirpated. 

The  symptomatology  is  evident  from  the 
above  brief  discussion  of  the  various  patho- 
logical processes  which  may  be  found.  To 
briefly  review  these,  and  to  bear  in  mind 
that  early  diagnosis  is  desirable,  might  not  be 
amiss.  Frequency  of  urination  accompanied 
by  polyuria  and  nocturia  will  be  in  all  like- 
lihood the  earliest  evidence  of  something 
wrong.  Such  evidence  leads  to  urine  exam- 
inations which  will  probably  show  pus  in  an 
acid  urine.  If  later  dysuria  with  urgency 
follows,  the  evidence  becomes  stronger.  If 
bleeding  occurs  the  case  may  be  looked  upon 
as  strongly  suspicious.  At  this  time  we 
should  be  able  to  find  tubercle  bacilli  in  the 
urine.  Often  repeated  examinations  mast  bt 
made,  using  the  24  hour  urine,  maybe  treat- 
ing with  formalin,  before  discovering  the 
organisms.  I have  at  times  found  only  a 
very  few  bacilli  in  one  slide,  yet  confirmed 
the  diagnosis  at  operation.  Care  must,  how- 
ever, be  exercised  to  exclude  the  smegma  ba- 
cillus which  is  also  “acid  fast.”  At  this 
early  time  we  may  have,  as  we  have  shown, 
an  increase  of  phenolphalein  output  from  the 
affected  kidney.  Cystoscopy  may  now  reveal 
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a little  increased  redness  about  the  ureteral 
orifice  and  a slight  “spotty”  redness  only 
over  the  trigone. 

Later  in  the  progress  of  the  disease  we  have 
much  pus  in  the  urine,  evidence  of  a severe 
cystitis,  lessening  of  bladder  capacity,  maybe 
dribbling,  with  cystoscopically  typical  evi- 
dence in  the  bladder  wall  of  the  secondary  in- 
fection. There  may  be  pain  in  the  loin,  fever 
with  evening  exacerbations,  and  if  mixed  in- 
fection has  supervened,  ail  the  evidence  of  a 
sepsis  of  severe  grade. 

Pyelograms  after  the  early  stage  may 
show  the  typical  appearance  of  erosions  with 
irregularity  and  enlargement  of  the  calyces. 
Attention  is  again  called  to  this  typical  ap- 
pearance by  Young  in  his  Text  Book  on  Urol 
ogy  Avhich  is  just  from  the  press. 

Before  citing  our  case  I would  again  like 
to  call  attention  to  the  difficulty  of  demon- 
strating the  tubercle  bacillus  at  times.  The 
case  may  be  clarified  in  such  instances  by 
guinea-pig  inoculation  which,  after  all,  is  the 
most  delicate  of  all  diagnostic  tests  in  doubt- 
ful cases. 

Case  Report. 

Mrs.  K.,  -white,  aged  twenty-six  years,  mar- 
ried five  years,  mother  of  one  child  now  two 
and  a half  years  old,  no  abortions.  Menstrua- 
tion regular  and  normal.  Chief  complaint 
when  she  applied  to  us,  December  8th,  1925, 
abnormally  frequent  urination.  Family  his- 
tory of  no  importance.  Patient  had  measles 
and  varicella  when  a child.  Attacks  of  ton- 
sillitis frequent  until  four  years  ago  when  her 
tonsils  were  removed.  Pneiunonia  nine 
months  ago,  no  complications. 

Four  or  five  years  ago  the  patient  began 
having  pain  in  the  lumbar  region;  this  con- 
tinued until  the  time  her  tonsils  were  re- 
moved four  years  ago.  Since  then  there  has 
been  no  pain  in  back  or  abdomen.  For  the 
past  fourteen  months  she  has  had  frequency 
of  urination,  quite  marked  at  times,  and  also 
considerable  pain  during  and  after  micturi- 
tion. Recently  pain  not  so  severe.  No  blood 
observed  by  her  in  the  urine,  and  no  pain 
along  course  of  the  ureter.  Fecal  evacua- 
tions regular ; no  gastrointestinal,  cardiac  or 
pulmonary  symptoms.  No  loss  in  weight. 
Heart,  thyroid,  etc.,  negative. 

Urinalysis,  December  9th. : color  straw, 
cloudy;  reaction  acid;  specific  gravity  .1010; 
blood  + + +;  albumin  t + ; pus  +4-  + -h.  A 
catheterized  specimen  of  the  urine  was  used 
in  making  the  examination. 

Recognizing  the  importance  of  making  a 
thorough  cystoscopic  investigation  and  cath- 
eterization of  the  ureters  the  patient  was  sent 
to  the  hospital  for  observation  and  study.  The 
first  cystoscopic  examination  was  made,  in 
my  absence  from  the  city,  by  Dr.  L.  Wallace 


F.'ank.  At  that  time  no  urine  could  be  ob- 
tained from  the  left  kidney,  which  was  the  one 
apparently  diseased,  because  the  left  ureteral 
orifice  was  considerably  congested  and  ede- 
matous. I have  frequently  noticed  in  cases 
of  tuberculosis  kidney  that  the  meter  of  the 
affected  side  was  elevated  from  the  surface  of 
the  vesical  wall  (“pouched  out”)  making  in- 
troduction of  the  catheter  difficult.  In  this 
case  there  was  apparently  some  obstruction  of 
the  ureteral  lumen  itself,  but  after  introduc- 
tion of  a filiform  catheter  we  were  able  to  di- 
late the  ureter  sufficiently  to  later  pass  a No. 
5 catheter  v/ithout  difficulty.  This  catheter 
was  the  one  used  when  the  pyelogram  exhib- 
ited was  made. 

The  urine  from  the  left  kidney  showed  no 
tubercle  bacilli  although  we  examined  it  re- 
peatedly. We  were  unable  to  find  the  or- 
ganism even  after  centrif ugalizing  the  urine 
and  repeated  examinations.  Despite  this, 
however,  several  guinea-pigs  were  inoculated 
and  kept  under  observation.  Based  upon  the. 
local  appearance,  the  history  and  the  repeat- 
ed urinalyses,  which  always  showed  an  abund- 
ance of  pus  and  some  blood,  we  made  the  clin- 
ical diagnosis  of  tuberculosis  of  the  left  kid- 
ney. Another  pyelogram  was  made  January 
28th,  1926,  which  is  also  exhibited.  Roent- 
gen-ray examination  with  the  catheter  in  situ 
showed  the  left  kidney  very  much  enlarged. 
The  following  report  of  the  examination  may 
be  interesting: 

The  left  kidney  injected.  It  is  in  proper 
position  but  larger  than  normal  with  catheter 
extending  to  the  pelvis.  The  cortex  is  great- 
ly thinned ; the  pelvis  is  somewhat  dilated ; 
and  the  calyces  larger  than  normal  extending 
nearly  to  the  periphery  in  some  places.  No 
calculi  were  seen. 

After  the  catheter  is  withdrawn,  a plate 
shows  the  ureter  somewhat  dilated  just  below 
the  pelvis.  There  seems  to  be  a stricture  about 
one  and  a half  inches  below  the  pelvis.  Radio- 
graphic  diagnosis:  pyelonephrosis. 

At  this  time  we  had  not  received  report  on 
the  guineapig  inoculation,  but  as  we  believed 
from  the  appearance  of  the  calyces,  from  the 
history  and  cystoscopic  appearance  of  the 
vesical  interior  that  the  kidney  was  tubercu- 
lous, it  was  accordingly  removed. 

Operation  report : February  9th,  1926 : Six 
inch  incision  in  left  loin ; kidney  fossa  opened 
exposing  a large,  adherent,  abscessed  kidney ; 
ureter  elongated  and  walls  thickened;  ureter 
and  blood  vessels  ligated ; left  kidney  with 
two  and  a half  inches  of  ureter  removed. 
Wound  closed  in  layers;  one  cigarette  drain 
in  kidney  fossa. 

The  specimen  was  submitted  to  Dr.  Stuart 
Graves  for  pathological  examination  and  the 
following  is  his  report : Gross  description : 
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Specimen  consists  of  incised  kidney  weighing 
185  grams.  Surface  is  covered  with  fibrous 
and  fatty  tissue.  Diameter  115x60x40  mm. 
Surfaces  are  roughened.  Cut  surface  reveals 
many  necrotic  areas  varying  from  one  to  40 
mm.  in  their  greatest  diameter.  These  are  fill- 
ed with  a caseous  material.  All  normal  kid- 
ney markings  are  lost.  Portion  of  ureter 
30x12  mm. 

Microscopic  description  : Little  normal  kid- 
ney structure  left  in  sections  studied.  There 
are  extensive  areas  in  cortex  and  pyramidal 
portions  both  of  which  show  complete  necrosis. 
These  vary  greatly  in  size  and  for  the  most 
part  show  little  fibroblastic  proliferation 
about  peripheries,  but  are  bordered  with 
zones  of  endothelial  leucocytes  and  lympho- 
cytes with  unusually  large  numbers  of  poly- 
morphonuclears.  In  periphery  of  one  of  these 
larger  zones  are  two  foreign  body  giant  cells. 
There  are  some  smaller  areas  with  central 
necrosis,  about  which  there  is  more  fibroblas- 
tic proliferation  and  leucocytic  reaction  as 
characterized  by  presence  of  several  typical 
foreign  body  giant  cells.  Outside  of  the  im- 
mediate areas  of  necrosis  and  cellular  reac- 
tion, most  of  the  kidney  is  densely  infiltrated 
with  lymphocytes  and  plasma  cells  and  some 
endothelials.  Microscopical  diagnosis:  tuber- 
culosis. 

The  day  after  receiving  the  foregoing  in- 
formation from  Dr.  Graves,  the  following  re- 
port was  made  from  autopsy  sections  on 
guineapig  injected  with  urine  from  the  pa- 
tient : 

Lungs : Some  congestion,  otherwise  not  re- 
markable. Lymph  nodes  from  groin:  Largely 
destroyed  with  extensive  areas  of  necrosis 
with  intense  leucocytic  reaction,  chiefly  poly- 
morphonuclears,  giving  first  impression  of 
acute  abscess.  In  spots  about  periphery  of 
these  abscesses,  however,  endothelial  leuco- 
cytes predominate  and  there  is  some  tendency 
to  fibroblastic  proliferation,  suggesting  at- 
tempt to  “wall  off.”  About  periphery  also  is  a 
tendency  for  smaller  focal  areas  of  necrosis, 
as  if  the  destructive  process  were  spreading 
unevenly.  There  are  even  discrete,  small,  focal 
areas  of  necrosis  just  outlying  about  which 
llie  endothelial  and  fibroblastic  reaction  is 
more  distinct,  and  in  periphery  of  two  of  such 
focal  areas  is  one  small  foreign  body  giant 
cell  each.  Microscopical  diagnosis:  Conges- 
tion of  lungs ; subacute  lymphnoditis,  prob- 
ably tuberculosis.  The  later  microscopical 
diagnosis  was  tuberculosis. 

In  making  the  pyelograms  which  are  exhib- 
ited we  injected  15  cc.  of  sodium  iodide.  The 
kidney  was  removed  without  any  difficulty 
together  with  a large  portion  of  the  ureter. 
The  ureter  was  tremendously  thickened,  the 
lumen  being  very  small,  about  the  size  of  a 


No.  5 ureteral  catheter.  The  wall  of  the  uret- 
er in  its  transverse  diameter  was  probably 
five-eighths  of  an  inch  in  thickness.  Removal 
of  the  lower  portion  of  the  ureter  was  ac- 
complished with  some  difficulty,  because  in- 
fection had  extended  through  its  walls  and  it 
was  adherent  to  everything  adjacent  includ- 
ing the  posterior  abdominal  wall.  After  re- 
moval, the  ureteral  stump  was  cauterized  and 
allowed  to  recede  into  the  cavity.  Drainage 
with  rubber  drain  was  used  for  forty  -eigh$ 
hours,  not  because  we  feared  infection,  but  as 
we  know  after  nephrectomy  there  is  some- 
times slight  oozing  of  blood  and  it  is  well  to 
get  rid  of  this  rather  than  take  the  chance  of 
infection  later.  The  drain  was  removed  af- 
ter forty-eight  hours,  followed  by  primary 
union  throughout  the  incision. 

The  woman  was  in  the  office  about  two 
weeks  ago.  Her  vesical  symptoms  entirely 
disappeared  shortly  after  the  operation  and 
she  is  now  perfectly  well.  The  only  after 
treatment  was  vesical  irrigation  with  boric 
acid  solution  on  three  or  four  occasions.  She 
had  no  elevation  of  temperature  after  the 
operation  and  her  convalesecence  was  smooth 
and  uninterrupted. 

We  are  of  the  opinion  that  it  is  best  not  to 
practice  drainage  after  nephrectomy  for  tu- 
berculous kidney,  although  good  results  have 
been  secured  in  many  instances  with  drain- 
age. The  reason  for  introducing  a drain  into 
the  kidney  fossa  in  this  particular  case  was 
to  take  care  of  any  oozing  that  might  have  oc- 
curred. 

DISCUSSIONS 

John  R.  Wathen:  Dr.  Frank  has  made  a most 

excellent  report  upon  a subject  which  is  of  con- 
siderable interest.  Attention  was  called  to  the 
importance  of  renal  tuberculosis  in  1906  in 
Baltimore.  Prior  to  that  time  Dr.  Howard  Kelly 
had  performed  fifty  nephrectomies  for  tubercu- 
losis but  his  report  had  not  attracted  the  atten- 
tion it  deserved. 

Dr.  Frank  has  discussed  several  interesting 
points  some  of  which  I would  like  to  f urther  em- 
phasize. One  is  the  question  of  early  diagnosis. 
I believe  if  we  will  make  an  early  diagnosis  of 
renal  tuberculosis  and  perform  nephrectomy 
promptly,  we  will  do  a great  deal  toward  sav- 
ing the  lives  of  these  unfortunate  patients.  If 
we  wait  in  every  instance  until  guineapig  inoc- 
ulation shows  tuberculosis,  I think  we  are  not 
only  losing  valuable  time,  but  in  some  cases  we 
may  be  misled.  I am  inclined  to  believe  we  have 
progressed  far  enough  in  our  knowledge  of 
roentgen-ray  technique  and  other  modern  meth- 
ods to  make  a diagnosis  of  renal  tuberculosis  in- 
dependent of  the  actual  demonstration  afford- 
ed by  guineapig  inoculation.  However,  I have 
not  always  entertained  this  idea,  in  former  years 
I waited  for  the  result  of  guineapig  inoculation, 
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but  now  I think  in  most  cases  it  would  be  a mis- 
take to  do  so. 

In  this  part  of  the  country,  I am  sorry  to  say, 
there  is  still  a tendency  on  part  of  the  general 
practitioner  to  treat  these  cases  medically  for 
some  time,  thus  not  only  delaying  the  diagnos- 
sis  but  also  preventing  prompt  nephrectomy. 
Late  operations  in  renal  tuberculosis  are  not 
usually  productive  of  satisfactory  results.  Ne- 
phrectomy must  be  performed  early,  as  soon  as 
the  diagnosis  can  be  made,  if  we  expect  to  ac- 
complish the  greatest  good  to  the  largest  num- 
ber of  patients.  Spontaneous  recovery  from 
renal  tuberculosis  is  very  rare.  The  foci  of  in- 
fection which  follows  the  kidney  involvement 
in  tuberculosis  may  be  rather  widespread.  In 
the  large  clinics  throughout  the  country  it  is 
claimed  that  following  urological  tuberculosis 
the  lungs  become  involved  in  from  five  to  ten 
per  cent,  and  that  even  after  nephrectomy  has 
been  performed  the  patients  die  of  pulmonary 
tuberculosis.  Statistics  from  the  Mayo  Clinic 
show  that  the  most  of  these  patients  improve 
wonderfully  after  nephrectomy.  Personally  I 
have  operated  upon  eleven  or  twelve  patients 
for  tuberculous  kidney  and  only  two  of  these 
individuals  died.  In  patients  with  renal  tubercu- 
losis not  submitted  to  nephrectomy  we  know  the 
mortality  is  very  great.  Five  or  six  of  the  pa- 
tients upon  whom  nephrectomy  was  performed 
are  living  after  more  than  five  years.  I there- 
fore feel  that  this  is  about  as  good  a percent- 
aeg  as  we  are  able  to  obtain. 

We  must  differentiate  between  immediate  and 
remote  mortality  in  these  cases.  I believe  per- 
manent cure  in  the  majority  of  clinics  has  been 
estimated  at  about  sixty  per  cent.  It  is  prob- 
able this  represents  about  the  .average. 

As  regards  vesical  symptoms,  which  I think 
are  most  important  in  calling  our  attention  to 
renal  tuberculosis:  Lower,  of  Cleveland,  states 
that  vesical  symptoms  will  subside  after  nephrec- 
tomy in  about  the  same  length  of  time  they  ex- 
isted before  nephrectomy  was  performed.  I 
think  that  is  a fair  statement,  but  there  are  as 
a matter  of  course,  many  exceptions. 

As  to  treatment  of  the  ureter:  This  has  al- 
ways been  an  important  feature  in  the  opera- 
tion, and  in  my  opinion  it  is  none  the  less  so 
even  today.  If  a long  incision  is  made  the 
ureter  can  be  brought  upward  into  the  lower 
angle  of  the  wound  and  at  least  three  to  four 
inches  removed.  Before  allowing  the  ureteral 
stump  to  recede  into  the  cavity  it  may  be  cau- 
terized or  injected  with  carbolic  acid  according 
to  the  preference  of  the  operator.  I have  al- 
ways used  the  carbolic  acid  method  and  have 
never  seen  the  ureteral  stump  give  any  trouble. 

I have  made  it  a practice  to  drain  for  twenty- 
four  to  forty-eight  hours  after  nephrectomy  for 
tuberculous  kidney,  as  Dr.  Frank  has  stated. 


In  my  opinion  drainage  is  advisable  in  every 
case  where  the  kidney  is  removed  for  tubercu- 
losis, although  this  is  not  in  accord  with  the 
views  of  certain  other  surgeons.  It  is  claimed  by 
some  observers  that  the  moment  the  cause  of  the 
tuberculosis  above,  that  is  the  kidney,  is  re- 
moved, the  ureter  and  bladder  Delow  will  re- 
cover of  themselves  within  a short  time  in  the 
majority  of  cases. 

Dr.  Frank  has  presented  the  most  interesting 
roentgenograms  of  the  kidney  tjiat  I have  ever 
seen. 

J.  Garland  Sherrill:  In  1901  I delivered  the 

oration  before  the  American  Medical  Associa- 
tion on  the  subject  of  Renal  Tuberculosis.  It 
was  so  far  away  from  home,  however,  that  its 
reverberations  did  not  reach  this  far.  My  pa- 
per was  read  in  Portland,  Oregon.  The^tudies 
of  the  subject  which  I made  at  that  time  were  to 
me  rather  interesting. 

I was  called  at  one  time  to  see  a young  man 
who  was  supposed  to  have  so-called  renal  colic; 
he  had  been  having  rather  severe  attacks  of  pain 
which  sometimes  appear  in  these  cases.  He  was 
in  the  flowering  period  of  life,  between  twenty 
and  thirty,  the  correct  diagnosis  was  made  of 
tuberculosis  of  the  kidney  and  not  renal  cal- 
culus. 

My  experience  does  not  agree  with  some  of 
the  other  speakers:  I believe  the  general  prac- 
titioner sends  the  patient  early  to  the  surgeon 
— or  at  the  present  time  to  the  urologist, — just 
as  soon  as  there  is  sufficient  blood  in  the  urine  to 
attract  his  attention.  Other  symptoms  are  fre- 
quency of  urination,  especially  at  night.  Young 
women  who  have  slight  vesical  pain,  dysuria,  and 
a small  amount  of  blood  and  pus  in  the  urine, 
apply  to  the  general  practitioner  for  ad- 
vice, and  I think  as  a rule  such  patients  are  im- 
mediately referred  to  the  surgeon.  Careful  ex- 
amination at  that  time  by  modern  methods  of 
procedure  will  usually  establish  renal  tubercu- 
losis in  the  early  stage. 

In  about  ninety  per  cent  of  early  cases  renal 
tuberculosis  is  unilateral;  in  late  cases  it  is  al- 
ways bilateral.  If  this  is  a blood  stream  infec- 
tion, how  can  one  explain  why  there  is  not  bi- 
lateral renal  involvement  in  the  beginning??  I 
am  of  the  opinion  that  tuberculosis  of  the  kidney 
is  rarely  ever  a blood  stream  infection.  It  may 
be  true  that  bacteria  are  carried  in  the  blood 
cells,  but  when  there  is  no  obstruction  either 
in  the  kidney  pelvis,  the  ureter  or  the  bladder — 
or  in  the  male  prostate — the  patient  does  not 
tend  to  develop  tuberculosis  of  the  kidney.  The 
kidney  has  a great  resistance  to  bacteria  in  the 
urine  so  long  as  there  is  no  obstruction  to  the 
urinary  stream.  Many  varieties  of  bacteria  may 
be  excreted  with  the  urine  without  the  kidney 
becoming  infected.  It  is  only  in  the  presence 
of  obstruction  with  urinary  stasis  that  the  kid- 
ney becomes  infected.  I believe  tuberculosis  of 
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the  kidney  occurs  through  the  urine,  occasionally 
though  rarely  from  ascending  infection,  never 
through  the  lymphatics. 

In  every  case  of  tuberculous  kidney  the  ureter 
will  be  found  markedly  thickened.  If  the  pa- 
tient has  no  other  lesion  than  can  be  demon- 
strated, that  patient  can  be  cured  of  renal  tu- 
berculosis in  the  larger  number  of  cases  by 
nephrectomy.  In  bilateral  cases  one  kidney  is 
almost  as  'badly  crippled  as  the  other,  and  it  is 
probably  better  in  such  cases  to  let  the  patient 
go  along  under  medical  treatment  for  tuber- 
culosis. I have  seen  several  patients  of  this  kind 
improve  wonderfully  under  proper  treatment 
and  they  lived  for  a long  time.  Where  one  kid- 
ney is  very  much  worse  than  the  other,  I be- 
lieve it  would  be  best  to  remove  the  kidney  with 
greatest  involvement.  I once  performed  uni- 
lateral nephrectomy  upon  a young  man  who  was 
supposed  to  have  pulmonary  tuberculosis  and 
had  been  living  out  doors.  The  diagnosis  was 
made  clinically  and  operation  performed  with- 
out waiting  for  either  the  tuberculin  or  guinea- 
pig  test.  One  kidney  consisted  of  a large  caseous 
tuberculous  abscess;  this  kidney  was  removed. 
That  man  continued  to  live  out  doors  and  was 
alive  many  years  after  the  operation.  We  can 
accomplish  much  for  these  patients,  as  Dr.  Frank 
has  said,  if  we  see  them  early  and  operate 
promptly. 

I would  like  to  know  how  much  reaction  oc- 
curred from  injecting  the  pelvis  of  the  tubercu- 
lous kidney  in  the  case  reported.  I believe  that 
as  a rule  it  is  bad  practice  to  inject  the  pelvis 
of  a tuberculous  kidney.  Neither  do  I believe  we 
ought  to  examine  one  kidney  without  including 
the  other. 

The  vesical  symptoms  usually  subside  promptly 
after  removal  of  a tuberculous  kidney  provided 
the  opposite  kidney  is  not  badly  infected. 

If  a drug  is  to  be  used  in  treatment  of  the 
ureteral  stump,  there  is  nothing  better  than  car- 
bolic acid.  The  actual  cautery  is  efficaceous. 

Stephen  C.  McCoy:  Dr.  Frank  has  given  us  a 

most  interesting  and  instructive  paper.  I was 
glad  to  hear  him  mention  the  diagnostic  import- 
ance of  careful  cystoscopic  examination  in  renal 
tuberculosis.  With  the  modern  methods  and  in- 
struments of  precision  at  our  disposal,  including 
cystoscopy,  miscroscopic  examination  of  urine 
obtained  by  ureteral  catheterization,  pyelo- 
graphy and  roentgenoscopy,  the  diagnosis  of  tu- 
berculous kidney  can  be  made  in  practically 
every  instance  without  the  necessity  of  waiting 
for  the  result  of  guineapig  inoculation. 

In  all  the  cases  of  tuberculous  kidney  I have 
seen  there  has  been  more  or  less  involvement  of 
the  ureter.  As  stated  by  Dr.  Frank,  the  vesico- 
ureteral orifice  is  usually  edematous  and  ob- 
struction often  exists  higher  in  the  ureteral  lu- 
men. It  is  sometimes  difficult  to  inject  the  dis- 
eased side  for  the  purpose  of  making  a pyelo- 


gram;  but  this  should  be  done  wherever  possi- 
ble. I have  never  seen  any  unpleasant  results 
from  the  procedure.  The  appearance  of  the 
calyces  is  usually  characteristic  of  tubercular 
infection  and  the  amount  of  kidney  destruction 
can  also  be  determined. 

Vesical  disturbances  are  ordinarily  the  earliest 
manifestations  of  renal  tuberculosis,  and  every 
patient  complaining  of  urinary  frequency,  vesi- 
cal irritation,  etc.,  should  be  examined  cysto- 
scopically  to  determine  the  cause. 

After  nephrectomy  for  tuberculous  kidney,  I 
believe  the  safest  plan  is  to  practice  tube  drain- 
age for  twenty-four  to  forty-eight  hours,  for  the 
reasons  stated  by  Dr.  Frank. 

Louis  Frank  (in  closing)  : The  patient  whose 
case  was  reported  was  operated  upon  at  the 
Baptist  Hospital.  Several  tests  for  renal  func- 
tion were  made  with  sulphophenolphthalein. 
At  the  first  test  the  output  from  the  left  (dis- 
eased) kidney  was  so  slight  that  it  could  not  be 
read  on  the  coloremeter,  and  the  function  of  the 
right  kidney  was  considerably  below  normal.  As 
shown  in  the  record,  the  patient  was  kept  in  the 
hospital  under  treatment  for  some  time  until 
the  output  from  the  right  kidney  approached  the 
normal  standard.  After  the  functional  test 
showed  a greatly  improved  output  further  cathe- 
terization of  the  kidneys  was  not  performed,  we 
simply  tested  the  twenty-four  hour  urine  and 
measured  the  output  from  time  to  time.  The 
quantity  of  urine  increased  and  the  patient’s 
condition  improved  to  such  an  extent  that  ne- 
phrectomy was  performed  without  making  furth- 
er separate  kidney  tests. 

I have  the  greatest  respect  for  Dr.  Sherrill’s 
opinions,  but  must  disagree  with  him  on  several 
material  points:  It  is  the  opinion  of  everyone 
who  has  studied  this  subject  that  ascending  in- 
fection of  the  kidney  is  infrequent.  Ascending 
infection  may  occur  through  the  ureteral  lym- 
phatics. This  has  been  proven  both  clinically 
and  pathologically. 

I do  not  believe  there  is  any  danger  in  cathe- 
terizing  the  tuberculous  kidney.  1 have  been 
doing  this  ever  since  I began  the  use  of  the  uret- 
eral catheter,  which  has  been  quite  a number  of 
years,  and  have  never  seen  any  bad  effects. 
My  first  experience  was  with  the  Kelly  open  eys- 
toscope  for  use  in  women.  In  the  case  report- 
ed we  used  an  ordinary  Buerger  cystoscope  and 
had  no  difficulty  in  introducing  the  catheter  in- 
to the  right  ureteral  orifice,  but,  as  stated  in 
my  report,  some  difficulty  was  at  first  encount- 
ered in  entering  the  letf  ureter. 

I have  always  made  it  a rule  to  test  the  func- 
tion of  both  kidneys  separately  to  determine 
whether  the  good  kidney  has  sufficient  func- 
tional capacity  to  maintain  life  before  suggest- 
ing removal  of  the  diseased  organ.  How  this  in- 
formation can  be  obtained  without  catheterizing 
both  kidneys  I do  not  know.  We  have  always 
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tested  both  kidneys,  even  before  the  phthalein 
test  was  introduced,  to  ascertain  the  output  from 
each  and  also  to  determine  whether  the  patient 
actually  had  two  kidneys,  before  considering  the 
question  of  nephrectomy.  In  not  a single  in- 
stance of  this  kind  have  I seen  infection  occur  in 
the  other  kidney.  So  far  as  I am  personally 
concerned  I would  not  hesitate  to  introduce  a 
catheter  into  a healthy  renal  pelvis  even  if  I 
were  certain  the  bladder  urine  contained  tubercle 
bacilli.  I have  repeatedly  injected  the  ureters 
of  animals  with  pus-producing  organisms  and  no 
infection  of  the  kidney  followed.  Some  years 
ago  I performed  a great  many  experiments  on 
dogs,  bringing  the  ureters  out  of  the  body  and 
injecting  them  with  virulent  organisms  but  never 
produced  any  trouble  in  a normal  kidney.  Infec- 
tion does  not  occur  so  long  as  the  kidney  is  not 
damaged.  If  the  kidney,  however,  be  trauma- 
tized by  squeezing  or  otherwise  before  the  in- 
jection was  made  then  infection  promptly  oc- 
curred. 

Dr.  Sherrill  misunderstood  me  in  one  particu- 
lar: Tubercle  bacilli  do  not  multiply  in  the  blood 
stream,  they  are  carried  in  clumps  or  masses 
from  the  original  site  of  infection  to  the  kidney 
and  there  become  localized,  first  as  a rule  in  the 
Henle  loops  and  the  infection  then  may  spread 
to  the  entire  kidney.  Of  course  in  rare  cases 
we  do  have  general  miliary  tuberculosis  of  the 
kidney,  and  here  the  tubercle  bacilli  are  carried 
through  the  blood  stream  and  deposited  in  the 
kidney  just  as  in  any  other  structure  of  the  body. 

My  experience  agrees  with  that  of  Dr.  Sherrill 
in  this  respect,  that  usually  tuberculosis  is  con- 
fined originally  to  one  kidney.  If  the  other  kid- 
ney becomes  involved  it  is  at  a much  later  date. 
The  second  kidney  may  never  become  involved, 
and  it  is  especially  unlikely  to  do  so  if  the  dis- 
eased kidney  is  promptly  removed. 

I feel  gratified  at  the  result  obtained  in  the 
case  reported.  In  the  greater  majority  of  in- 
stances in  which  I have  removed  one  kidney  early 
for  tuberculosis,  the  patients  are  still  living. 

It  is  surprising  how  quickly  the  vesical  symp- 
toms disappear  after  the  removal  of  a tubercu- 
lous kidney.  I think  the  tuberculous  process  in 
the  bladder  and  in  the  ureter  is  not  exactly  the 
same,  because  in  the  ureter  we  may  have  ulcer- 
ation which  progresses  to  such  extent  that  ob- 
struction with  occlusion  occurs  and  the  kidney 
becomes  shut  off,  this  being  what  we  term  auto- 
nephrectomy, that  is  the  patient  isolates  his  own 
kidney.  Also  when  as  a result  of  ureteral  ob- 
struction the  pressure  inside  the  kidney  equals 
the  blood  pressure,  the  circulation  in  the  kid- 
ney ceases  and  the  kidney  no  longer  function- 
ates. 

I saw  a woman  who  had  lived  for  twenty  years 
without  symptoms  but  with  a previous  typical 


history  of  tuberculous  kidney.  She  then  began 
having  intense  pain  and  fever,  probably  due  to 
distension  of  the  renal  capsule,  and  a palpable 
tumor  was  present  in  the  loin.  Cystoscopy 
showed  where  the  ureteral  orifice  should  be 
there  was  merely  a slight  projection  of  the  ves- 
ical mucosa.  No  opening  could  be  found.  The 
kidney  of  the  affected  side  was  functionless, 
the  opposite  kidney  was  functioning  normally. 
The  affected  kidney  must  have  been  out  of  com- 
mission for  twenty  years.  We  have  also  en- 
countered similar  conditions  in  other  cases,  but 
in  this  particular  one  We  believe  the  woman  had 
had  extensive  ulceration  of  the  ureter  with  oc- 
clusion which  had  isolated  the  kidney. 

Why  we  could  not  find  tubercle  bacilli  in  the 
urine  in  the  case  reported  I do  not  know.  At 
the  pathological  examination  areas  that  emptied 
into  the  pelvis  were  filled  with  tubercle  bacilli. 
I have  seen  cases  of  renal  tuberculosis,  however, 
where  the  urine  was  teeming  with  tubercle  ba- 
cilli, yet  when  the  kidney  was  removed  there  was 
less  gross  evidence  of  disease  than  in  the  pres- 
ent case. 

As  to  treatment  of  the  ureter  after  nephrec- 
tomy: The  ureter  is  probably  always  more  or 
less  involved  in  the  tuberculous  process  as  shown 
by  the  edema,  enlargement  and  often  obstruc- 
tion. The  ureter  is  usually  adherent,  but  by 
the  exercise  of  care  the  adhesions  can  be  sep- 
arated and  several  inches  of  the  diseased  ureter 
removed.  I have  made  it  a practice  to  cauterize 
the  stump  before  allowing  it  to  recede  into  the 
cavity.  I have  sometimes  injected  iodine  and 
carbolic  acid  followed  by  alcohol  into  the  ureter, 
but  as  a rule  I do  not  like  to  do  this.  The  pro- 
cess in  the  ureter  will  subside  in  the  majority  of 
cases  without  any  further  attention. 

While  there  is  some  question  about  this,  I 
think  occasionally  the  tuberculous  process  in  the 
bladder  represents  an  ascending  infection  from 
the  lower  genital  tract.  We  know  that  in  the 
male  the  prostate,  seminal  vesicles,  etc.,  are  of- 
ten found  tuberculous.  When  the  testicles  are 
involved  the  process  may  extend  to  the  kidney 
through  the  lymphatics. 

Diabetes  in  Child  Treated  with  Insulin. — Miy- 
ake had  under  his  care  for  one  year  a boy,  aged 
8 years  and  11  months,  who  suffered  from  dia- 
betes. Repeated  injections  of  insulin  had  a 
most  salutary  effect.  Small  doses  at  long  inter- 
vals are  suggested  as  being  preferable  to  large 
doses  at  short  intervals. 
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DIABETES  IN  THREE  YEAR  OLI) 
CHILD.* 

By  T.  Cook  Smith,  Louisville. 

This  patient  is  exhibited  before  the  society 
tonight  because  he  presents  several  points  of 
special  interest,  namely : the  patient  is  colored, 
he  is  very  young,  he  presented  a very  pecul- 
iar reaction  to  ultraviolet  light,  he  recovered 
from  beginning  gangrene,  he  is  doing  well 
living  at  home,  with  diet  and  insulin  being 
managed  by  his  colored  mother.  Case  report 
follows : 

Robert  Campbell,  aged  3 years,  colored,  was 
admitted  to  the  Pediatric  ward  of  the  Louis- 
ville City  Hospital  on  September  15,  1925. 
This  patient  was  sent  in  with  a diagnosis  of 
diabetes  mellitus  by  Dr.  Arthur  0.  Goodman 

The  mother ’s  complaint  was  that  ‘ 1 the  baby 
passed  water  too  frequently,  that  he  was  get- 
ting sleepy,  that  he  was  losing  weight  very 
rapidly.” 

In  the  family  history  diabetes  was  not  dis- 
covered among  the  immediate  or  distant  rela 
tives.  The  patient  has  only  one  sister,  aged 
11  months,  and  no  brothers.  The  mother’s 
Wassermann  test  was  negative.  This  family 
is  perhaps  slightly  above  the  average  colored 
family  in  intelligence. 

The  personal  history  of  the  baby  contains 
no  abnormalties.  He  was  born  August  5, 
1922,  by  normal  delivery.  He  was  breast  fed 
for  seven  months  and  at  that  time  his  diet 
was  supplemented  by  cow’s  milk,  cereals,  and 
occasional  sips  from  the  family  dishes.  He 
walked  at  eleven  months  and  apparently  had 
been  of  about  the  normal  weight  and  develop- 
ment for  age.  His  mother  never  considered 
him  a heavy  eater  and  states  that  “his  appe- 
tite was  a bit  peculiar.” 

Present  illness  began  toward  the  end  of 
August,  1925,  when  the  patient  fell  and 
bruised  his  chin.  The  injury  did  not  seem  se- 
vere but  infection  took  place  and  a week  la- 
ter pus  drained  from  an  opening  in  the 
wound.  At  the  same  time  the  patient  be- 
came listless  and  played  very  little.  He  want- 
ed to  sleep  a great  deal  of  the  time,  and  about 
September  1,  the  mother  noticed  the  boy  was 
drinking  large  quantities  of  water.  He  passed 
urine  very  frequently,  and  the  mother  states 
that  flies  gathered  in  large  swarms  about  ves- 
sels containing  this  urine.  The  bov  developed 
a strong  appetite  for  meats  about  this  time. 
There  were  several  “boils”  on  various  parts 
of  the  body,  and  an  injury  to  the  little  finger 
of  the  left  hand  gradually  became  blackish- 
blue  and  remained  so  until  admission.  On 
coming  into  the  ward  the  child  complained  of 
pain  in  the  abdomen  and  could  not  be  com- 


pletely aroused. 

Physical  examination  showed  an  emaciated, 
dehydrated,  mulatto  boy  of  three  years.  His 
weight  was  twenty-five  pounds  and  a half. 
He  lay  still  in  bed,  breathing  very  deeply, 
eyes  sunken,  abdomen  scaphoid,  breath  heavy 
with  a sweet  acetone  odor,  temperature  101  [ 
F.  Examination  also  revealed  enlarged  ton- 
sils, acutely  inflamed,  terminal  phalanx  of  left 
little  finger  blackish-blue.  Urine : sugar  4 
plus,  diacetic  acid  and  acetone  heavy.  Blood 
sugar  400  mgm.  Carbon  dioxide  of  the  blood 
20  VP. 

Treatment  was  not  different  from  the  stand- 
ard procedures  now  in  use,  since  the  advent 
of  insulin,  with  the  exception  of  a few  details 
which  were  applied  in  order  to  make  the  plan 
practical  for  so  young  a child.  Glucose  was 
forced  in  tlie  form  of  orange  juice;  insulin 
was  given  by  hypodermic,  a total  of  fifty 
units  in  the  first  twenty-four  hours.  Water 
was  forced  by  mouth  and  by  gavage.  Twenty- 
four  hours  after  admission  the  boy  was  bright, 
sitting  up  playing  in  bed,  and  very  hungry, 
the  carbon  dioxide  of  the  blood  now  showed 
fifty-five  VP.  He  Avas  put  on  a diet,  liquid 
in  form,  divided  into  four  feedings,  the  total 
values  for  the  day  being  protein  38  grams,  car- 
bohydrate 50  grams,  fat  81  grams.  The  urine 
was  examined  every  four  hours,  and  insulin 
was  given  one  half  hour  before  feeding  in 
amounts  necessary  to  keep  the  urine  sugar 
free.  The  diet  was  gradually  changed  to  a 
semi-solid  type  and  included  green  vegeta- 
bles, scraped  meat,  cod  liver  oil,  and  orange 
juice.  The  patient  gained  weight  and  strength 
very  rapidly  and  was  discharged  one  year  af- 
ter admission  with  the  weight  of  forty-five 
pounds  which  represents  a gain  of  twenty 
pounds  in  twelve  months.  In  spite  of  hav- 
ing had  to  live  in  a hospital  over  so  long  a 
period  of  time,  this  boy  presented  good  mus- 
cular tone,  good  color,  negative  tuberculin 
test,  good  nutrition,  and  seemed  in  every  way 
much  above  the  average  colored  child  in  gen- 
eral development. 

Ultraviolet  light  Avas  used  as  an  adjunct  in 
his  treatment  with  very  interesting  results 
This  light  treatment  Avas  introduced  Avhen  the 
patient  had  been  in  the  hospital  for  one 
month.  At  this  time  his  diet  had  been  un- 
changed for  2 weeks  and  the  amount  of  in- 
sulin taken  had  been  unchanged  for  ten  days. 
He  was  given  ultraviolet  light  for  five  min- 
utes at  a distance  of  thirty  inches.  Two  hours 
later  the  patient  suffered  the  severest  form  of 
insulin  shock,  with  unconsciousness,  convul- 
sions, cold  hands  and  feet,  and  very  shallow 
inspirations.  After  the  introduction  of  orange 
juice  and  glucose  by  gavage,  the  patient  re- 
gained consciousness  in  twenty  minutes.  This 
shock  was  folloAved  by  three  or  four  hours  of 
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wild  delirium  and  hallucinations.  Lumbar 
puncture  gave  greatest  relief.  Further  ultra- 
violet light  treatments  were  given  hut  without 
any  insulin  shock,  but  it  is  very  interesting 
that  during  the  following  month  the  patient 
was  able  to  metabolize  twelve  hundred  calor- 
ies per  day  for  fourteen  days  with  no  insulin 
whatever.  Infection  of  the  nose  and  throat 
intervened  at  this  time  and  insulin  was  again 
necessary  three  times  a day. 

This  patient  has  been  sent  home  under  the 
care  of  his  mother  whom  we  have  instructed 
in  the  preparation  of  his  diet  and  in  the  giv- 
ing of  insulin.  We  have  the  mother  report  to 
the  pediatric  dispensary  twice  a week.  The 
mother  examines  the  urine  two  hours  after 
each  meal  and  increases  or  decreases  the 
amount  of  insulin  necessary  according  to  these 
determinations. 

DISCUSSION 

S.  C.  Frankel:  Diabetes  in  the  colored  race  is 

comparatively  rare.  As  we  know  it  is  more  fre- 
quent in  the  Jewish  race  than  any  other  race 
and  less  frequent  in  the  African;  why  we  do  not 
know. 

The  treatment  in  a negro  child  such  as  the 
one  exhibited  (aged  three  years)  becomes  quite 
a difficult  problem.  The  question  in  my  mind  is, 
what  will  Dr.  Smith  be  able  to  do  with  this  child 
later?  At  present  the  mother  is  giving  the  child 
three  injections  of  insulin  daily,  and  later  prob- 
ably less  will  be  required,  but  the  question  is 
how  long  will  she  be  able  to  continue  this  treat- 
ment and  will  it  be  necessary  indefinitely?  When 
the  child  is  older  he  may  have  a craving  for 
carbohydrates  and  it  may  be  impossible  for  the 
mother  to  prevent  his  eating  candies,  ice  cream, 
cakes,  bread,  etc.  For  this  reason  it  seems  to 
me  that  Dr.  Smith  and  the  mother  will  have 
quite  a job  on  their  hands  in  continuing  the  in- 
sulin treatment  and  preventing  the  child  from 
eating  sweets,  etc.  When  he  becomes  older  the 
child  will  get  beyond  the  control  of  his  mother 
and  she  will  be  unable  to  prevent  him  from 
taking  carbohydrates,  the  craving  for  sweets  be- 
ing natural  in  children. 

I would  like  to  have  Dr.  Smith  in  closing  out- 
line his  ideas  of  managing  this  child  when  he 
becomes  five  or  six  years  old. 

T.  Cook  Smith  (in  closing)  : I recognize  that 
the  future  treatment  of  this  child  is  going  to 
be  quite  a serious  problem  especially  in  his  home 
surroundings.  I do  not  see  how  it  will  be  possi- 
ble to  prevent  him  from  getting  carbohydrates. 
The  home  surroundings  are  unfavorable,  the  par- 
ents have  separated  two  or  three  times,  but  at 
present  are  living  together.  The  mother  is  in- 
structed to  bring  the  child  to  the  hospital  every 
other  day  for  the  time  being.  If  the  parents 
again  separate  there  will  be  nothing  to  do  but 
send  the  child  to  the  hospital  where  proper  care 
can  be  given  him.  The  problem  presented  is  an 


unusual  one.  It  is  our  intention  to  allow  him  to 
remain  at  home  so  long  as  we  can,  that  is  so 
long  as  the  mother  can  take  care  of  him  there, 
and  to  have  him  return  to  the  hospital  whenever 
it  becomes  necessary.  He  is  now  receiving  three 
injections  of  insulin  daily.  We  hope  shortly  to 
reduce  the  treatments  to  once  daily. 

The  child  has  been  under  treatment  about  a 
year  and  his  improvement  has  been  remarkable. 
He  is  now  robust  and  healthy  in  appearance  and 
is  growing  and  gaining  weight  constantly. 

INTRAVENOUS  ABSORPTION  AFTER 
CAUDAL  BLOCK.* 

By  David  C.  Elliott,  Louisville. 

Caudal  anesthesia  is  one  of  the  safest  and 
most  established  procedures  of  regional  anes- 
thesia, and  until  recently  no  serious  accidents 
had  been  recorded  following  its  administra- 
tion. 

Zwiefel,  in  reporting  4,200  cases,  notes  ten 
fatalities.  In  but  three  of  these,  when  death 
followed  within  ten  minutes  after  the  injec- 
tion, does  he  hold  the  anesthesia  responsible. 
The  cause  of  death  is  reported  as  acute  pro 
cain  poisoning. 

In  a series  of  cases  coming  under  our  direct 
or  immediate  observation,  we  have  not  seen 
death  precipitated  by  caudal  anesthesia.  We 
have,  however,  seen  mild  transient  reactions, 
and  recently  a most  severe  case  of  respiratory 
paralysis  which  persisted  for  two  hours  and 
forty  minutes. 

Case  Repokt. 

Mrs.  D.,  Primipara,  aged  thirty-four  years, 
entered  the  hospital  in  labor  and  received  the 
usual  ether-oil  rectal  anesthesia.  No  further 
progress  was  made  until  the  following  day, 
when  labor  really  began.  At  10 :30  a.  m.  there 
was  complete  cervical  dilatation  with  the  in- 
fant’s head  advancing  on  the  perineum. 

Caudal  anesthesia  was  induced  at  10:35. 
With  a medium-sized  nickeloid  needle,  three 
inches  long,  entrance  into  the  sacral  canal  was 
easily  effected.  More  than  one  inch  of  the 
shaft  was  showing  outside  the  sacral  hiatus. 
Neither  blood  nor  spinal  fluid  was  obtained 
upon  aspiration  when  the  needle  was  slightly 
withdrawn  and  rotated. 

With  but  one-and-a-half  inches  of  the  shaft 
of  the  needle  within  the  sacral  canal,  40  cc. 
of  a freshly  prepared  two  per  cent  novocaine 
solution  was  slowly  injected.  Aspiration  was 
attempted  prior  to  the  injection  of  every  10 
cc.  of  the  solution.  The  patient  was  requested 
to  report  any  headache,  optical  distress,  or 
sensation  of  nausea.  She  said  she  “felt  fine 
and  appreciated  the  relief  from  her  pains.” 

Perineal  anesthesia  was  soon  complete,  and, 
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upon  experiencing-  vigorous  uterine  contrac- 
tions without  pain,  the  patient  assisted  well 
with  each  expulsive  effort.  The  membranes 
had  ruptured  and  the  head  was  on  the  per- 
ineum, in  fact  partially  delivered,  when  the 
patient  suddenly  complained  of  being  unable 
to  breathe.  Her  respirations  were  at  first 
short  and  labored,  then,  becoming  fewer  and 
irregular,  finally  ceased  entirely.  This  was 
at  11:00,  twenty -dive  minutes  after  the  injec- 
tion had  been  completed. 

As  soon  as  the  patient  complained  of  dif- 
ficulty in  breathing  she  was  raised  to  an  erect 
position,  but  as  she  continued  to  become 
worse  artificial  respiration  was  immediately 
started  and  inhalations  of  oxygen  (100  per 
cent)  given.  Pituitrin  (minims  v)  had  been 
administei’ed  at  11 :00,  but  had  no  effect.  At 
11:10  caffein  sodium  benzoate  (grains  7,  1-2) 
was  injected  intramuscularly. 

The  patient  showed  no  sign  of  improvement. 
The  slow  ocular  oscillations  soon  ceased  and 
the  pupils  began  to  dilate.  Artificial  respir- 
ation with  oxygen  was  maintained,  but  the 
heart  action  gradually  became  slower.  The 
rate — 90  at  the  apex  taken  with  a stethoscope 
— declined  to  an  irregular,  intei'mittent  beat 
and  suddenly  paused  for  a seemingly  pro- 
longed period.  We  immediately  injected  di- 
rectly into  the  heart,  after  blood  had  been 
withdrawn  into  the  syringe,  2 cc.  of  adrenalin 
chloride  (1:1000)  and  increased  the  depth 
and  frequency  of  artificial  inspirations.  At 
11 :15  the  heart  began  beating.  The  bounding 
pulse  rate  increased  to  180  or  more.  The  sys- 
tolic blood  pressure  rose  to  100  mm.  Hg.  and 
the  patient’s  color  improved.  There  were  no 
signs  of  returning  consciousness.  As  respira- 
tion did  not  become  spontaneous,  it  was  main- 
tained with  oxygen. 

The  infant’s  head  was  slipped  over  the  per- 
ineum, using  low  forceps  application,  and  de- 
livery was  completed  at  11 :30.  The  infant 
was  pink  and  breathed  promptly,  causing  no 
trouble  whatsoever.  The  mother’s  cardiac  ac- 
tion became  slower  following  delivery,  but  was 
maintained  by  administering  2 cc.  of  caffein 
sodium  benzoate  inti'avenously. 

Our  efforts  were  concentrated  upon  main- 
taining the  heart  rate,  which  was  not  permit- 
ted to  decline  below  70  per  minute.  Repeated 
intravenous  injections  of  caffein  never  failed 
to  accellerate  and  maintain  the  rate  over  a 
period  of  twenty  minutes  or  longer.  Digi- 
talin (1  cc.)  and  pituitrin  (1  cc.)  finally  held 
the  rate  steady  for  longer  periods.  We  did 
not  deem  it  safe  to  give  massive  intravenous 
injections  because  of  the  embarrassed  circu- 
latory condition.  At  intervals,  when  cardiac 
action  seemed  good,  oxygen  was  discontinued. 
Since  inspiration  was  not  re-established,  and 
as  the  heart  rate  became  slower,  oxygen  was 


readministered.  No  carbon  dioxide  was  avail- 
able for  use  as  a respiratory  stimulant.  Fin- 
ally, at  1 :40  p.  in.,  slight  diaphragmatic  mo- 
tion was  observed,  and  with  a little  further 
assistance  respiration  was  fully  re-established 
at  1 :45,  exactly  two  hours  and  forty-five  min- 
utes after  it  had  ceased. 

The  patient  returned  to  consciousness  at 
2:00  p.  m.,  and  was  placed  in  slight  Fowler 
position,  the  thorax  being  kept  warm  with  hot 
water  bottles.  Except  for  a slight  post-par- 
tum  rise  in  temperature  (99.6°  F.)  the  patient 
expei'ienced  an  uneventful  recovery. 

A somewhat  similar  experience  may  be  suf- 
ficiently interesting  to  warrant  brief  mention: 
A man,  aged  50,  received  caudal  anesthesia 
before  a meeting  of  surgeons  prior  to  a uro- 
logical operation.  Forty-five  cc.  of  two  per 
cent  novocaine  solution  was  used.  Respira- 
tory failure  was  almost  immediate,  and  after 
two  hours  of  heroic  measures  this  patient  also 
recovered.  It  was  generally  conceded  that,  in 
this  instance,  the  dura  mater  was  punctured 
and  that  an  overwhelming  intraspinal  injec- 
tion had  been  given. 

In  the  case  herein  reported  in  detail,  since 
twenty  or  twenty-five  minutes  had  elapsed  be- 
fore any  respiratory  embarrassment  was 
noted,  we  believe  that  the  acute  novocain 
poisoning  was  dependent  upon  delayed  ven- 
ous absorption. 

Experimental  Work  on  Caudal  Block. 

To  determine  the  levels  reached  by  various 
caudal  injections,  it  seemed  advisable  to  in- 
ject an  opaque  substance  into  the  sacral 
canal  of  the  cadaver  and  then  with  the  roent- 
gen-ray to  immediately  obtain  a photographic 
l’ecord  of  the  fluid  level  present.  The  mater- 
ial injected  has  not  been  the  spie  in  each  in- 
stance. Bismuth  subcarbonate  in  oil,  though 
of  decidedly  greater  viscosity  than  the  solu- 
tions used,  has  given  the  same  fluid  levels 
and  also  a sharper  roentgenograpliic  shadow. 
Using  various  materials  in  eight  different 
bodies,  we  have  found  almost  no  variation  in 
the  level  reached  with  definite  amounts  of 
solution. 

In  one  body,  dead  but  three  hours,  we  no- 
ticed on  developing  the  roentgenographic 
plates  that  120  cc.  had  only  reached  a level 
opposite  the  sixth  thoi’acic  vertebra.  Since 
this  was  the  lowest  level  we  had  observed  for 
this  amount,  we  suspected  that  some  leak  had 
occui’red,  or  that  the  needle  had  not  entered 
the  sacral  canal.  A roentgenogram  through 
the  pelvis  revealed  that  a most  decided  es- 
cape of  fluid  had  been  effected,  showing  the 
bismuth  to  be  present  in  the  external  iliac 
veins  and  the  inferior  vena  cava.  The  prob- 
able course  was  through  an  injured  vertebral 
vein  and  thence  into  the  pelvic  plexus.  On 
autopsy  one  hour  later  the  pathologist  noted 
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that  the  kidneys,  lungs  and  heart  were  all 
beautifully  injected  with  bismuth  which  was 
present  in  ample  amounts  in  the  inferior  vena 
cava. 

Thompson,  in  his  studies,  noted  that  “while 
the  injection  (sacral)  was  being  made,  the 
eosin  solution  flowed  out  from  both  external 
iliac  veins.” 

In  reporting  the  foregoing  instances  of  ex- 
treme respiratory  paralysis  following  caudal 
anesthesia,  we  believe  the  increased  pressure 
during  the  strain  of  labor  forced  a sufficient 
amount  of  novocain  solution  into  the  system- 
atic venous  circulation  through  an  injured 
vertebral  vein  to  cause  the  respiratory  failure 
noted. 

One  case  in  our  series  of  roentgen-ray  stud- 
ies definitely  establishes  the  fact  that  absorp- 
tion into  the  systematic  venous  circulation  of 
solutions  properly  injected  into  the  sacral 
canal  is  apt  to  occur  under  certain  conditions. 

NOTE : In  the  preparation  of  the  forego- 
ing paper  I have  drawn  largely  from  my  prev- 
ious publications. 

CHRONIC  MYOCARDITIS.* 

By  R.  Hayes  Davis,  Louisville. 

I have  chosen,  for  my  paper  this  evening, 
the  subject  of  “Chronic  Myocarditis”  on  ac- 
count of  its  great  importance.  It  is  not  only 
one  of  the  most  fresuent  and  one  of  the  most 
serious  diseases  that  flesh  is  heir  to,  but  it  is 
at  times  one  of  the  most  insidious,  and  one  of 
the  most  difficult  to  diagnose. 

Chronic  myocarditis  may  occur  at  any  age, 
but  is  by  far  most  frequently  found  in  pa- 
tients after  middle  life.  At  this  age  there  is 
more  or  less  excessive  connective-tissue  form- 
ation in  the  heart,  arteries  and  kidneys,  and 
the  heart  has  usually  suffered  from  various 
types  of  infections,  and  the  general  wear  and 
tear  of  life,  and  the  recuperative  power  has 
been  lessened.  This  is  especially  true  in  indi- 
viduals who  have  discontinued  their  exercise, 
and  have  had  a sedentary  life  with  excessive 
accumulation  of  fat,  and  have  suffered  the 
poisonous  effects  of  the  excessive  use  of  alco- 
hol and  tobacco.  I shall  not  attempt  to  dis- 
cuss in  further  detail  the  etiology  of  chronic 
myocraditis  in  so  short  a paper,  because  the 
causes  are  many  and  varied,  and  I must  pro- 
ceed to  the  recognition  of  the  disease  itself 
and  its  management. 

As  has  been  stated,  chronic  myocarditis  is, 
at  times,  very  difficult  to  diagnose,  and  pa- 
tients who  have  just  been  examined  by  a com- 
petent physician  die  suddenly  after  slight  ex- 
ertion, or  die  from  unexpected  heart  failure 
following  some  surgical  procedure,  where 
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their  hearts  had  just  been  previously  pro- 
nounced sound.  To  form  a good  judgment 
as  to  the  soundness  of  the  heart  muscle,  one 
must  abandon  the  idea  that  all  that  is  neces- 
sary is  to  listen  to  the  heart  sounds ; this  is  far 
from  correct.  In  many  cases  just  before  a 
fatal  attack,  the  heart  sounds  may  be  perfect, 
and  even  a rather  painstaking  examination  by 
ordinary  means  will  not  reveal  anything  ab- 
normal. Therefore,  we  must  look  further, 
and  by  looking  further  I mean  that  a most 
careful  study  of  every  phase  of  the  case  must 
be  made  and  this  consists  of:  (1)  A careful 
study  of  the  history  of  the  case;  (2)  a gen- 
eral physical  examination,  with  determination 
of  the  condition  of  the  other  organs,  and  (3) 
a study  of  the  heart  itself,  which  consists  of  a 
study  of  the  size,  shape  and  position,  the  con- 
dition of  the  arteries,  and  the  tension,  the 
heart  sounds,  the  rhythm,  and  finally  the  use 
of  such  valuable  aids  of  precision  as  the  elec- 
trograph and  polygraph.  If  this  careful  study 
is  made  of  each  case,  I do  not  believe  that 
many  cases  of  chronic  myocarditis  can  be 
overlooked,  because  some  departures  from  the 
normal  is  almost  certain  to  exist  that  will 
enable  the  examiner  to  form  an  opinion.  How- 
ever, even  then  it  is  frequently  impossible  to 
determine  the  seriousnss  of  the  malady,  be- 
cause as  a rule  we  have  no  means  that  will  en- 
able us  to  learn  the  extent  of  the  degeneration 
or  the  power  of  recuperation  of  an  individual 
heart.  This  can  be  told  definitely,  as  a rule, 
only  by  careful  observation,  and  the  effect  of 
the  treatment  administered. 

When  a patient  after  middle  life  suddenly 
finds  that  he  cannot  make  the  same  exertion 
that  he  has  been  in  the  habit  of  making,  with- 
out decided  dyspnea  or  a sense  of  suffoca- 
tion, this  is  an  indication  usually  of  myocard- 
ial failure.  It  is  a sensation,  as  a rule,  that 
one  cannot  obtain  all  the  breath  necessary, 
and  differs  entirely  from  the  ordinary  “short- 
ness of  breath”  of  a normal  person  after  ex- 
ercise. As  the  disease  progresses,  the  patient 
finds  that  he  is  able  to  do  less,  and  less,  and  if 
let  alone,  finally  approaches  the  condition  of 
advanced  heart  failure,  which  is  so  familiar  to 
all.  Many  of  these  patients  in  early  stages,  pre- 
sent various  digestive  symptoms  due  to  poor 
circulation  in  the  digestive  organs  after  eat- 
ing. How  often  I have  heard  patients  with 
various  types  of  heart  attacks  attribute  their 
discomfort  to  gas!  And  still  death  certificates 
are  signed  in  heart  failure  cases  as  “acute  in 
digestion.”  This  is  because  so  often  digest- 
ive symptoms  in  these  cases  play  such  an  im- 
portant part,  and  the  heart  sounds  and  pulse 
show  so  little  change,  that  the  physician  is 
wholly  misled.  A rapid  pulse  is  very  import- 
ant as  a diagnostic  sign,  and  is  easily  recog- 
nized. Various  types  of  precordial  pain  of- 
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ten  exist,  and  this  varies  from  only  a slight 
discomfort  to  fatal  attacks  of  angina  pectoris. 
Slight  edema  of  the  feet,  if  not  explained  by 
other  causes,  is  of  great  importance.  Var- 
ious symptoms  due  to  poor  circulation  in  the 
brain  should  not  be  overlooked,  as  they  are 
often  due  to  myocarditis,  as  dizziness,  faint- 
ing attacks,  drowsiness,  poor  memory,  men- 
tal fatigue,  inability  to  concentrate  and  even 
hallucinations.  Finally  complaints  of  gener- 
al weakness,  and  physical  exhaustion,  coldness 
of  the  extremities  and  inability  to  keep  warm, 
and  easy  fatigue  after  Slight  exertion  will 
make  one  suspect  the  heart  as  the  true  cause. 

If  the  case  is  recognized  in  its  early  stage 
and  properly  treated,  there  is  a good  chance 
of  rebuilding  the  reserve  force  of  the  heart 
muscle,  often  for  many  years  but  if  these 
early  signs  are  not  recognized,  the  condition 
gradually  becomes  progressive  and  sooner  or 
later  the  symptoms  of  advanced  heart  fail- 
ure appear,  if  not  a sudden  death. 

In  the  examination  of  a suspected  heart  case, 
the  size  of  the  heart  should  be  accurately  de- 
termined, and  the  best  method  for  this  is  an 
roentgen-ray  film  made  at  a distance  of  six 
feet  or  over,  as  all  distortion  is  then  elimin- 
ated, and  the  photograph  shows  the  exact  size 
of  the  organ.  This  can  be  compared  with 
tables  for  different  heights,  weights  and  ages. 
Of  course,  a study  of  the  aorta  should  be 
made,  preferably  also  fluorscopically,  and  al- 
so the  shape  of  the  heart  should  bo  studied. 

The  condition  of  the  arteries  is  very  import- 
ant. If  there  is  much  arteriosclerotic  change, 
there  is  certain  to  be  fibrous  changes  in  the 
myocardium.  The  blood  pressure  is  import- 
ant— high  tension  leads  to  great  wear  and 
tear  on  the  circulatory  organs  and  subsequent 
degeneration,  and  after  the  heart  has  begun 
to  fail,  a high  blood  pressure  very  decidedly 
lessens  the  chance  of  re-establishment  of  a 
good  degree  of  reserve  force,  it  has  been  my 
experience.  The  heart  sounds  are  valuable 
from  a diagnostic  standpoint.  Aortic  mur- 
murs show  disease  about  the  aortic  valve,  and 
mitral  murmurs  show  mitral  stenosis,  or  in- 
sufficiency, and  the  soft  systolic  murmur  of 
relative  insufficiency  in  dilatation  is  of  great 
importance.  The  heart  sounds  also  give  an 
idea  of  the  tone  and  strength  of  the  muscle  in 
certain  cases,  and  they  are  of  great  value 
in  the  determination  of  various  types  of  ar- 
rhythmias. 

The  presence  of  arrhythmias  is  one  of  our 
greatest  diagnostic  aids  when  they  exist.  Sin- 
us arrhythmia  is  frequent  and  is  more  often 
an  indication  of  cardiac  strength  than  other- 
wise. It  is  not  important  as  a diagnostic  aid 
to  disease.  Extra  systoles  are  either  of  the 
auricular  or  ventricular  type,  and  their  im- 
portance is  greatly  limited,  as  they  so  often 


occur  from  nervous  and  toxic  states  rather 
than  from  organic  heart  disease.  However, 
if  they  make  their  appearance  after  middle 
life,  and  are  frequently  present,  they  may  be 
a sign  of  myocardial  disease.  Paroxysmal 
tachycardia  is  a peculiar  condition,  and  is 
frequently  a disorder  of  many  years  dura- 
tion in  hearts  apparently  free  from  import- 
ant organic  change;  but,  on  the  other  hand, 
this  type  of  rhythm  may  be  the  result  of  chron- 
ic myocarditis.  Auricular  flutter  may  occur  at 
any  age,  but  is  more  frequently  the  result  of 
defective  types  of  myocardial  degeneration. 
Auricular  fibrillation  is  one  of  the  most  fre- 
quent types  of  arrhythmia  and  occurs  most 
frequently  in  hearts  that  are  “breaking 
down”  from  organic  disease,  although  not  al- 
ways. Heart  block  may  be  functional  or  tox- 
ic, but  it  is  usually  the  result  of  degenerative 
changes  in  the  heart,  involving  the  auriculo- 
ventricular  bundle,  especially  those  due  to 
syphilis.  Pulses  alternans  is  a condition  of 
alternating  weak  and  strong  contractions,  and 
is  most  frequently  a sign  of  advanced  heart 
failure. 

The  electrocardiogram  is  the  most  valuable 
means  of  determining  arrhythmias,  and  it  is 
also  of  great  value  in  determining  other  ab- 
normal changes  in  the  heart  not  associated 
with  irregularities.  For  example : the  inver- 
sion of  the  “T”  wave  in  lead  No.  2 is  always 
pathological,  as  is  also  often  the  case  of  such 
an  inversion  in  lead  No.  1,  and  this  abnor- 
mality in  lead  No.  2 is  of  bad  prognostic  sig- 
nificance. The  presence  of  the  indication  of 
preponderance  of  one  side  or  the  other  is  of 
importance,  and  the  lengthening  of  the  “P- 
R”  interval  is  of  great  value  as  a diagnostic 
aid,  and  also  as  an  indication  of  excessive  dig- 
italis administraton. 

Time  will  not  permit  a further  discussion 
of  the  electrocardiographic  findings,  but  this 
is  an  aid  of  the  greatest  possible  value  in 
the  study  of  heart  conditions.  It  is  true  that 
not  every  diseased  heart  shows  an  abnormal 
electrocardiographic  tracing,  but  it  is  true 
that  every  electrocardiographic  tracing  that 
departs  very  far  from  the  normal  indicates 
an  abnormality  in  the  heart.  The  polygraph 
is  also  of  considerable  value,  but  requires  time 
and  patience  in  its  use,  and  not  in  every  case 
can  a jugular  tracing  be  obtained.  It  has  this 
advantage,  however,  that  it  can  be  taken  to 
any  bedside. 

To  recapitulate : If  every  heart  is  studied 
carefully,  symptomatically  and  thoroughly, 
and  physically,  with  also  the  aid  of  the  roent- 
gen-ray and  electrocardiograph,  there  will 
usually  be  found  some  one  or  many  abnormal- 
ities that  will  permit  the  determination  of  the 
existence,  or  nonexistence,  of  myocarditis,  and 
often  of  the  degree,  and  if  the  effect  of  treat- 
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ment  is  studied,  usually  a fairly  definite 
prognosis  can  be  given. 

I shall  not  attempt  to  discuss  fully  the  ques-  • 
tion  of  tlxe  treatment  of  heart  cases,  hut  there 
are  certain  important  points  that  I should  like 
to  emphasize,  because  one  still  sees  from  time 
to  time  a hypertension  patient  with  a good 
heart  muscle  put  to  bed  for  several  weeks  1o 
lower  the  blood  pressure,  or  a mild  cardiac 
failure  patient  kept  in  bed  too  long  without 
exercise,  or  a severe  heart  failure  patient  who 
is  permitted  to  get  out  of  bed  and  take  certain 
exertions  that  may  spoil  all  of  the  chances  of 
recovery.  The  questions  of  rest  and  exercise 
are  two  of  the  most  important  factors  in  the 
management  of  heart  conditions,  and  the  best 
judgment  is  required  in  the  directing  of 
patient.  If  the  heart  muscle  is  good,  it  is 
unwise  to  curtail  the  exercise  unless  exces- 
sive. There  is  no  safer  method  of  keeping  the 
heart  muscle  strong  than  to  give  it  a proper 
amount  of  work  to  do.  It  is  very  dangerous 
to  keep  hypertension  patients  in  bed  for  any 
length  of  time,  and  this  applies  also  to  elderly 
people,  as  the  heart  muscle  soon  weakens  from 
the  lessened  exercise  in  the  same  manner  as  do 
the  skeletal  muscles,  and  degeneration  may 
rapidly  ensue.  Many  aged  people  and  hyper- 
tension cases  could  be  kept  alive  for  many 
years  longer  if  their  exercise  is  properly  con- 
trolled and  continued.  In  cases  of  mild  heart 
failure,  with  only  beginning  symptoms,  at 
times  exercise  has  to  be  lessened  if  excessive, 
and  at  times  increased  if  the  individual  is 
leading  a too  sedentary  life.  This  requires 
■good  judgment,  but  in  any  case  as  soon  as  the 
symptoms  have  disappeared,  the  patient 
should  be  put  on  carefully  controlled  and 
gradually  increasing  exercise,  and  after  a 
proper  amount  has  been  attained,  this  should 
be  continued.  With  the  severer  cases  of 
heart  failure,  rest  in  bed,  and  at  times  the 
most  absolute  rest  in  bed,  is  imperative,  un- 
til all  the  symptoms  have  disappeared,  and 
then  the  most  carefully  regulated  exercise 
should  be  begun.  A system  that  I have  found 
valuable  is  to  have  the  patient  walk  slowly 
three  times  a day,  beginning  with  one  minute 
the  first  day,  and  increasing  one  minute  a day 
for  ten  days,  and  then  I control  the  exercise 
by  prescribing  distances  and  the  speed  of 
walking.  The  Schott  exercises  are  also  of 
great  value,  as  is  also  massage  in  certain  cases, 
and  the  use  of  the  Nauheim  baths  have  accom- 
plished the  most  favorable  results  in  certain 
cases.  At  any  rate,  a good  rule  to  follow  is  to 
increase  the  exercise  gradually  to  an  equival- 
ent of  a three  to  five  mile  walk  a day,  and 
have  the  patient  always  stop  if  he  has  any 
distress  whatever.  Any  symptom  of  distress 
is  an  absolute  indication  that  too  much  is  be- 
ing done,  and  if  this  is  continued  the  reserve 


force  is  again  exhausted.  Oftentimes  heart 
cases  can  be  kept  well  for  years  and  the  pa- 
tients lead  useful  lives  if  they  will  take  cer- 
tain rest  days,  such  as  Saturday  afternoon 
and  Sunday  in  bed,  and  various  other  modifi- 
cations. Each  case,  however,  requires  indi- 
vidual study. 

Diet  is  important  and  should  be  properly 
regulated.  The  blood  chemistry  is  a great 
aid  to  the  proper  control  of  the  diet.  It  is 
very  important  to  give  the  correct  amount, 
not  too  much,  or  too  little,  and  here  again 
this  depends  upon  the  individual  case,  and  the 
complications  that  exist.  It  is  important  to 
emphasize  this  fact,  however.  As  we  all  know 
obesity  is  one  of  the  most  dangerous  maladies 
that  exists,  and  a fat  patient  is  always  better 
if  the  weight  can  be  reduced,  but  in  heart 
cases  this  is  often  dangerous  and  should  be 
done  most  carefully  and  most  scientifically. 
This  also  holds  true  in  individuals  over  fifty 
who  are  apparently  well.  I have  seen  a num- 
ber of  cases  of  heart  failure  brought  about  by 
indiscriminate  reduction  in  weight  by  lay- 
men. This  is  especially  true  if  the  protein  is 
reduced  below  two-thirds  of  a gram  per  kilo- 
gram body  weight.  Too  little  protein  invar- 
iably leads  to  degeneration  of  the  cells  in  the 
vital  organs. 

With  regard  to  the  useful  drugs  in  heart 
cases,  a thorough  knowledge  of  the  scientific 
use  of  digitalis  is  essential.  Digitalis  should 
generally  be  given  to  the  point  of  tolerance, 
and  then  reduced  to  a proper  dosage  for  the 
individual  and  discontinued  after  the  symp- 
toms subside,  or  continued  indefinitely  in  cer- 
tain cases.  In  auricular  fibrillation,  it  should 
be  given  generally  every  day  during  the  rest 
of  the  patient’s  life.  The  quantity  for  digi- 
talization should  be  regulated  according  to 
the  weight  of  the  individual.  The  best  prep- 
arations are  the  tincture  and  powdered 
leaves,  and  there  is  seldom  any  necessity  to 
change  to  others.  For  hypodermic  use  an 
aqueous  solution  should  be  used,  and  in  emer- 
gencies for  rapid  digitalization  ourbain  or 
strophanthin  intravenously  are  the  best  prep- 
arations. Quinidine  is  very  valuable  in  cases 
of  auricular  fibrillation  where  digitalis  fails 
to  give  the  desired  results.  Morphine  is  of 
great  value  to  produce  rest  and  is  often  abso- 
lutely necessary,  and  in  heart  attacks  it  is  by 
far  the  best  emergency  drug.  These  drugs  with 
the  use  of  purgatives  form  the  principal  med- 
ication in  heart  disease.  Of  course,  at  times 
other  stimulants  are  useful,  and  necessary, 
as  is  also  amyl  nitrite  in  attacks  of  angina 
pectoris,  but  atropine  should  be  used  with 
great  caution  as  it  paralyses  the  nerve  end- 
ings, and  hence  counteracts  the  effect  of  dig- 
italis. Such  complications  as  anemia,  of 
course,  must  be  treated  appropriately.  How- 
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ever,  if  a heart  case  does  not  respond  to  the 
effect  of  absolute  rest,  the  proper  use  of  dig- 
italis, with  the  aid  of  morphine  and  continues 
to  progress,  there  is  little  hope  of  improve- 
ment. 

DISCUSSIONS 

George  H.  Tichenor,  Jr.:  Dr.  Davis  has  cov- 
ered the  field  of  chronic  myocarditis  very  thor- 
oughly, and  my  remarks  will  be  largely  by  way 
of  diversion.  Fortunately  I had  a preceptor  who 
was  one  of  the  old  school,  and  I graduated  un- 
der the  new  regime  when  specialism  in  medi- 
cine was  just  beginning. 

Anyone  who  has  ever — as  I have — managed  a 
large  hospital  knows  from  his  experience  in  the 
autopsy  room  the  mistakes  that  are  made  in  the 
diagnosis  of  myocarditis.  A number  of  years 
ago  the  superintendent  of  a certain  hospital  rep- 
rimanded one  of  his  assistants  Because  it  was 
shown  at  autopsy  that  a patient  had  died  of 
myocarditis  although  this  was  not  mentioned  on 
the  records.  The  assistant  retaliated  by  say- 
ing it  was  shown  by  every  text  book  in  the  world 
that  this  disease  was  at  times  very  difficult  to 
diagnose.  That  is  the  experience  of  99  per 
cent  of  the  profession  and  is  stated  in  every 
text  book.  It  seems  to  me  with  proper  study  of 
fundamental  principles  and  consideration  of 
known  facts  that  many  of  these  mistakes  could 
be  avoided.  We  should  no  longer  console  our- 
selves by  saying  that  all  authorities  agree  it  is 
difficult  to  diagnose  cardiac  conditions.  I think 
primarily  the  cause  of  our  trouble  lies  in  our 
early  training.  If  one  merely  reads  about  rales, 
murmurs,  etc.  in  a text  book,  he  has  little  con- 
ception as  to  what  the  sounds  really  are.  There 
is  only  one  way  he  can  arrive  at  the  proper  con- 
clusion, and  that  is  by  systematic  work  in  the 
hospitals  or  clinics  and  then  following  the  pa- 
tients to  the  dead  house.  However,  not  all  of 
us  are  endowed  with  a perfect  memory  sound. 
By  memory  sound  I mean  information  that  comes 
from  the  study  of  harmony. 

The  first  thing  that  a great  musician  always 
asks  from  his  prospective  pupil  is  to  play  some- 
thing from  memory.  The  vast  majority  of  peo- 
ple, even  some  musicians,  do  not  possess  this 
faculty.  The  medical  schools  give  no  train- 
ing along  that  line,  and  there  are  various  other 
qualifications  necessary  in  addition  to  memory 
sound.  As  an  illustration,  take  some  of  the  cel- 
ebrated performers  like  Blind  Tom.  If  anyone 
played  a piece  of  music  for  him,  he  could  take 
his  place  at  the  piano  and  duplicate  it  perfect- 
ly. However,  when  it  came  to  the  exercise  of 
higher  faculties  in  the  way  of  composition  or  in- 
terpretation, outside  of  the  ordinary  sounds  of 
nature,  he  had  no  ability  whatever.  As  you  may 
know  a great  musician  never  sits  at  his  instru- 
ment to  compose  a piece  of  music,  he  writes  it 
first  and  then  plays  it  sometimes  many  years 
afterward.  His  sound  memory  is  so  acute  and 


he  is  so  well  trained  that  he  writes  his  score 
the  same  as  you  would  a medical  dissertation. 

That  is  the  trouble  in  our  medical  schools,  the 
lack  of  proper  training  along  certain  lines,  a 
great  many  graduates  do  not  know  the  differ- 
ence betwen  mitral  regurgitation  and  some  other 
cardiac  lesion  when  they  hear  it.  They  have  no 
memory  for  that  particular  sound  nor  for  dif- 
ferent phases  of  the  sound.  Many  of  the  medi- 
cal examiners  for  the  large  insurance  companies 
make  the  most  grevious  mistakes.  The  difficulty 
with  medical  practice  after  all,  it  seems  to  me, 
is  lack  of  proper  training  in  certain  directions. 

The  ancient  idea  that  a surgeon’s  fingers  are 
first  to  be  trained  rather  than  his  mental  atti- 
tude, is  a motto  of  Marion  Sims  and  it  is  a good 
one.  When  any  surgeon  operates  he  is  doing 
his  own  operation;  he  has  learned  that  certain 
things  must  be  done  and  his  technique  makes  it 
his  own  operation;  he  knows  that  he  must  follow 
certain  lines  of  procedure  in  performing  a clas- 
sical operation. 

In  medicine  our  senses  must  be  trained  more 
thoroughly  in  the  school.  First  of  all  when  a 
student  enters  medical  college  not  only  his  gen- 
eral aptitude  for  the  profession,  but  his  quali- 
fications along  certain  other  lines,  should  be 
studied.  For  example,  his  capability  for  mem- 
ory sound,  what  he  can  observe  per  minute  with 
his  eye,  his  sense  of  touch  must  be  trained,  and 
these  things  take  time.  It  also  takes  hospital  ex- 
perience, and  I believe  the  medical  student 
should  be  given  a certain  amount  of  hospital 
work  from  the  time  he  enters  school.  Most  im- 
portant of  all  is  his  aptitude  for  the  medical 
profession.  In  former  years  many  men  with 
one  eye  or  one  arm  were  permitted  to  study 
medicine.  Men  of  this  type  are  handicapped 
from  the  beginning.  Medical  practitioners  need 
two  good  feet  and  two  arms.  We  must  not  lose 
sight  of  these  essential  things.  It  is  like  the 
question  Dr.  Buttorff  brought  before  us,  i.  e., 
the  question  of  immunity.  Really  when  we  con- 
sider the  basis  of  things,  we  have  not  progressed 
very  much  so  far  as  actual  facts  are  concerned 
about  the  question  of  immunity  from  the  days 
when  Pasteur  first  promulgated  his  ideas.  We 
have  a ‘certain  amount  of  hospital  data,  but  we 
have  considered  the  matter  from  only  one  point 
of  view.  In  estimating  immunity  we  do  not  take 
into  consideration  the  importance  of  climatic 
conditions,  chemical  changes  in  the  body,  etc. 
in  arriving  at  our  results.  . In  other  words,  to 
use  a common  expression:  “Medicine  is  robbing 
science  of  its  clothes  and  seeking  to  protect  it 
with  a mask  over  its  face.”  It  is  time  to  remove 
the  mask  and  see  what  we  actually  know. 

Then,  again,  our  hospital  statistics  are  not  sat- 
isfactory. In  one  country  a man  gives  us  such 
statistics  as  he  gets;  a man  in  other  country 
gives  us  the  statistics  he  gets.  There  is  a vast 
difference  not  only  in  the  men  but  also  in  the 
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preparation  of  the  products  they  are  using.  That 
is  not  taken  into  consideration  in  connection 
with  their  statistics.  Take,  for  instance,  the  or- 
ganic or  glandular  preparations.  Nowadays 
many  physicians  are  returning  to  the  use  of 
organotherapy.  Not  all  of  these  agents  are  pre- 
pared in  the  same  way.  Chemically  there  is  a 
vast  difference  in  the  preparations,  and  natural- 
ly the  results  are  going  to  be  different.  Some 
years  ago  I tried  to  get  Congress  to  concentrate 
its  efforts  to  a Research  Bureau  in  Washington 
so  we  could  collect  these  various  statistics  from 
different  parts  of  the  country  and  systematically 
study  and  classify  them  and  thus  have  some  basis 
really  for  scientific  medicine,  but  nothing  was 
accomplished.  Until  we  do  that  we  are  simply 
grouping  in  the  dark. 

Carl  Weidner,  Sr.:  Dr.  Davis  has  presented  a 
paper  which  is  of  interest  to  all  of  us  as  we  see 
patients  with  myocardial  affections  often  en- 
ough. Myocarditis  is  a disease  from  which  any 
of  us  may  suffer  some  of  these  days,  as  death 
occurs  most  frequently  from  the  heart  or  the 
brain.  Dr.  Davis  has  covered  the  subject  so 
fully  that  we  can  only  emphasize  the  outstand- 
ing features.  A careful  history  in  every  case  is 
of  the  greatest  importance.  Most  of  these  cases 
begin  with  an  infection  of  the  heart  muscle  or 
some  form  of  poisoning;  in  other  words,  a his- 
tory of  any  serious  infection,  be  it  influenza, 
pneumonia,  diphtheria,  measles,  pertussis,  etc., 
may  lead  to  the  correct  diagnosis  if  the  patient 
is  found  suffering  from  cardiac  symptoms.  As. 
Dr.  Davis  has  well  said,  the  diagnosis  is  not  easily 
made  from  one  examination,  because  you  may 
find  the  patient  doing  well  apparently  and  still 
when  examined  by  other  means  on  repeated  oc- 
casions it  may  be  found  he  is  far  from  well. 

One  of  the  most  important  diagnostic  guides 
is  the  test  of  exercise.  If  the  patient  has  been 
taking  exercise  and  gets  short  of  breath  on 
slight  exertion  we  know  it  is  harmful.  That  is 
an  important  point.  If  the  heart  becomes  weak- 
er and  fatigues  easier  than  the  normal  heart, 
on  taking  physical  exercise,  that  is  an  important 
diagnostic  feature.  If  you  make  the  patient 
take  exercise  and  fatigue  is  increased  that  is  a 
valuable  point  in  the  diagnosis.  The  tendency 
to  physical  exhaustion  plus  cardiac  weakness, 
tendency  to  cardiac  dilatation,  shortness  of 
breath  with  signs  of  break  in  compensation,  eith- 
er pulmonary  or  systemic,  are  the  most  import- 
ant features  we  have>  to  consider  in  making  the 
diagnosis.  Irritability  of  the  heart  and  the  var- 
ious forms  of  arrhythmia,  either  temporary  or 
permanent,  also  are  essential  points  in  the  diag 
nosis,  especially  when  the  individual  gives  a his- 
tory of  infection  or  has  reached  a certain  time 
of  life.  Unfortunately  we  cannot  prevent  but 
few  of  the  diseases  that  cause  myocarditis  infec- 
tions. If  we  have  before  us  a cardiac  case  that 
does  not  present  the  signs  of  valvular  disease, 


if  he  has  the  symptoms  mentioned  by  Dr.  Davis, 
including  weakness,  irritability,  arrhythmia,  dis- 
turbance in  the  circulation,  etc.,  I think  we  can 
make  the  diagnosis  of  some  myocardial  affection 
without  any  further  question.  Of  course  we 
know  that  valvular  disease  and  endocardial  dis- 
ease are  separate  and  distinct  conditions,  though 
frequently  accompanied  with  myocardial 
changes. 

One  of  the  most  interesting  features  is  the 
question  of  exercise  and  rest  to  the  patient.  How 
much  can  we  allow  the  patient  to  do?  That  is 
sometimes  a difficult  question  to  decide.  When 
must  we  tell  a man  he  must  stop  playing  golf? 
How  much  physical  exercise  can  he  stand  with 
safety?  These  questions  are  not  easy  to-  an- 
swer. We  have  to  be  guided  entirely  by  test- 
ing the  patient’s  ability  to  stand  exercise. 

The  pathology  in  all  these  cases  of  chronic 
myocarditis  is  a gradually  progressing  degenera- 
tion of  fibrosis  of  the  heart  muscle.  Fibrous  tis- 
sue develops  between  the  heart  muscles,  and  we 
know  that  fibrous  tissues  cannot  take  the  place 
of  muscle.  We  cannot  hope  to  improve  the  heart 
after  fibrous  tissue  has  developed  and  normal 
muscular  tone  has  been  lost,  and  the  final  out- 
come will  be  dilatation  of  the  heart  with  fatal- 
ity preceded  by  the  ordinary  symptoms  of  dis- 
turbance in  circulation,  affecting  the  respira- 
tion, the  kidneys,  the  liver,  the  development  of 
ascites,  etc. 

With  reference  to  the  administration  of  digi- 
talis in  chronic  myocarditis:  When  the  disease 
has  progressed  to  the  point  where  the  normal 
masculature  of  the  heart  is  replaced  by  fibrous 
tissue,  by  the  administration  of  heroic  doses  of 
digitalis  you  are  likely  to  kill  the  patient  be- 
cause the  heart  is  unable  to  respond  to  the  stim- 
ulation and  increased  efforts.  The  proper  thing 
is  to  test  the  patient  by  light,  gradually  increas- 
ing exercise,  such  as  recommended  by  Oertel,  in 
that  way  increasing  the  tone  of  the  heart  mus- 
cle. Digitalis  may  be  given  in  small  (tonic) 
doses,  but  heroic  doses  should  be  avoided. 
Strychnine  is  valuable  as  a tonic. 

As  to  the  use  of  morphine:  This  drug  may  be 
administered  when  necessary  to  secure  proper 
rest  for  the  patient.  When  the  heart  begins  to 
show  signs  of  failure  or  dilatation  it  is  advisa- 
ble to  place  the  patient  in  bed  and  watch  him 
carefully  to  determine  the  period  he  should  re- 
main in  bed.  Complete  rest  in  such  cases  is  an 
important  item.  Morphine  in  small  doses  when 
pain  develops  will  of  course  increase  the  patient’s 
comfort. 

Emmet  F.  Horine:  In  so-called  “chronic  myo- 

carditis,” I consider  the  most  important  feature 
to  be  a determination  of  the  etiology.  It  is  nec- 
essary not  only  to  do  what  Dr.  Davis  has  said,  to 
obtain  the  history  very  carefully,  but  to  make  a 
painstaking  general  physical  examination  as  well 
as  a special  heart  examination  using  graphic 
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methods.  However,  the  central  idea  should  be 
the  attempt  to  discover  the  etiology:  to  deter- 
mine, for  example,  whether  the  chronic  myo- 
cardial failure  symptoms  result  from  arterio- 
sclerotic processes  in  the  heart  or  from  long  con- 
tinued hypertension  with  or  without  kidney 
changes,  whether  there  is  a syphilitic  lesion  or 
whether  there  is  any  definite  focus  of  infection 
present  in  the  body.  The  essential  prerequisite  is 
to  carefully  sift  the  etiological  factors,  and  by 
so  doing  some  definite  treatment  can  be  initiat- 
ed. 

With  reference  to  the  aid  furnished  by  graph- 
ic methods:  I agree  with  Dr.  Davis  that  consid- 
erable assistance  may  be  obtained.  Particularly 
in  individuals  more  than  forty  years  of  age  will 
the  electrocardiograph  be  found  of  value  as 
showing  definite  evidence  of  myocardial  changes. 
Dr.  Davis  mentioned  the  importance  of  delay  in 
the  conduction  of  the  impulse  from  the  auricles 
to  the  ventricles  constituting  the  early  grade  of 
heart  block.  In  addition  he  described  changes  in 
the  “T”  wave  which  are  of  importance.  Of 
further  importance  would  be  evidence  of  an  ab- 
normal spread  of  the  excitation  wave  through  the 
ventricles.  All  these  abnormalities  point  to  myo- 
cardial changes. 

Quite  frequently  we  see  patients  who  complain 
of  vague  symptoms  apparently  indicating  myo- 
cardial changes,  and  when  we  study  them  more 
carefully  we  can  find  no  actual  evidence  of  myo- 
cardial disease.  Looking  further  we  may  find 
some  chronic  process  present  which  may  be  giv- 
ing rise  to  the  symptoms  so-called  “chronic 
myocarditis.”  Just  lately  I have  had  under  ob- 
servation a patient  who  presented  some  short- 
ness of  breath,  edema,  sluggishness  and  other 
symptoms  that  would  make  one  think  of  a so- 
called  chronic  myocraditis.  However,  this  indi- 
vidual presented  a rather  low  blood  pressure,  and 
with  that  as  a clue  a basal  metabolic  rate  deter- 
mination was  made.  A decidedly  lowered  meta- 
bolism was  found,  approximately  minus  25  per 
cent.  The  patient  made  wonderful  improvement 
through  the  administration  of  dried  thyroid. 

The  important  thing  in  heart  work  is  to  de- 
termine the  etiology. 

R.  R.  Elmore:  There  are  two  features  rela- 

tive to  the  diagnosis  of  myocardial  disease  to 
which  I would  like  to  direct  your  atention.  The 
first  is  the  breath  holding  test.  The  patient 
takes  a deep  inspiration  and  holds  his  breath  as 
long  as  possible  and  the  number  of  seconds  the 
breath  is  held  are  observed, — a very  simple  test, 
— easily  made  at  the  bedside  of  the  patient  or 
in  the  office.  Alone  this  test  may  not  be  very 
significant,  but  associated  with  other  findings 
is  of  considerable  importance.  I recall  several 
years  ago  in  this  amphitheater  a courageous  phy- 
sician, with  nearly  every  joint  in  his  body  stif- 
fened or  ankylosed  from  arthritis,  sat  in  an  in- 
valid’s wheel  chair  and  delivered  a lecture  on  the 


importance  of  the  breath  holding  test. 

The  second  is  the  use  of  an  instrument  termed 
the  cardio-respiratory  apparatus.  The  detection 
of  early  myocardial  insufficiency  is  of  tremen- 
dous economic  importance  to  life  insui'ance  com- 
panies. This  need  was  responsible  for  the  de- 
velopment of  the  cardio-respiratory  apparatus. 
The  test  is  accomplished  by  increasing  the  heart 
load  under  natural  conditions  of  pulmonary  ten- 
sion, and  amounts  to  a measured  exercise  of  the 
myocardium.  The  exact  measured  load  can  be 
reproduced  at  subsequent  examination  and  the 
progress  or  decline  of  the  patient  ascertained. 
So  this  apparatus  not  only  assists  materially  in 
the  detection  of  early  stages  of  myocardial  in- 
sufficiency but  is  of  value  in  establishing  a prog- 
nosis. 

The  differentiation  between  gastric  symp- 
toms and  cardiac  symptoms  is  not  properly 
stressed  nor  practised.  It  is  an  experience  of 
frequent  occurrence  to  a man  in  general  prac- 
tice, that  a patient  comes  under  observation  with 
a history  of  so-called  “indigestion”  and  by  care- 
ful study  and  observation  we  find  evidence  of 
myocardial  changes.  It  is  not  a well  recognized 
fact  that  advanced  myocardial  changes  are  fre- 
quently, if  not  always,  attended  by  alimentary 
disturbances?  These  patients  may  have  previous- 
ly received  proper  advice  as  to  diet,  habits  and 
exercise,  but  the  gastric  symptoms  persisted.  By 
adding  a positive  cardiac  tonic  to  the  preceding 
treatment  the  patient  makes  a symptomatic  cure. 

The  dosage  and  methods  of  giving  digitalis 
have  been  revolutionized.  Among  modern  clin- 
icians the  “tonic  dose  of  digitalis,”  three  to  five 
drops  of  the  tincture  or  corresponding  dose  of 
other  preparations,  has  gone  into  the  discard. 
In  estimating  the  dosage  of  digitalis  it  is  assum- 
ed that  one  and  one-half  grains  or  fifteen 
mimims  of  the  tincture  will  digitalize  ten  pounds 
of  body  weight.  A patient  weighing  150  pounds 
would  require  fifteen  times  as  much  or  a total 
of  22  and  1-2  grains  or  225  mimims.  This  may 
be  administered  over  a short  or  long  period. 
When  carried  over  several  days  allowance 
should  be  made  for  the  elimination  from  the 
body  of  one  and  one  half  grains  daily.  By  keep- 
ing in  mind  the  amount  of  the  drug  necessary 
to  digitalize  the  patient  and  the  amount  elim- 
inated daily  we  have  a reasonable  basis  on  which 
to  calculate  the  pfoper  dosage  of  digitalis.  Ad- 
mitting that  this  method  is  not  one  of  mathe- 
matical accuracy,  it  certainly  is  a decided  im- 
provement over  the  haphazard  custom  of  twenty 
years  ago.  The  cumulative  tendency  of  this 
drug  should  not  be  overlooked  and  in  the  event 
a patient  is  to  take  digitalis  continually  over  a 
long  period  of  time,  the  dosage  should  be  ar- 
ranged so  that  the  patient  has  two  or  more  free 
digitalis  days  each  week.  This  method  automat- 
ically eliminates  the  danger  of  overdosage  in 
these  patients  who  are  seen  only  at  long  inter- 
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vals. 

William  A.  Jenkins:  I wish  to  say  a few 

words  about  the  diagnosis  of  chronic  myocardit- 
is. A great  many  of  my  colleagues  have  been 
kind  enough  to  ask  me  to  see  cardiac  cases  in 
consultation  during  the  last  twenty-five  years, 
and  I have  also  tried  to  keep  in  close  touch  with 
such  cases  in  the  city  hospital.  The  diagnosis 
is  generally  the  most  difficult  situation  we  have 
to  meet  in  this  type  of  cases.  If  ten  or  fifteen 
of  the  best  clinicians  in  the  country  could  agree 
on  the  exact  underlying  condition  responsible 
for  chronic  myocarditis,  they  would  also  agree 
as  to  the  line  of  treatment  that  would  be  appro- 
priate for  the  case  in  point;  but  unfortunately 
we  are  not  all  agreed  as  to  the  diagnosis.  We 
are  all  familiar  with  the  so-called  run-down,  ner- 
vous, overworked  individual  presenting  moder- 
ate cardiac  signs,  etc.  I was  formerly  very 
prone  to  speak  of  such  conditions  as  due  to 
myocardial  change,  myocarditis,  even  chronic 
myocarditis.  We  know  also,  as  mentioned  by 
Dr.  Horine,  there  are  many  other  conditions, 
such  as  general  miliary  tuberculosis,  which  does 
not  kill  but  keeps  the  individual  below  par,  will 
also  affect  the  cardiac  system,  with  low  blood 
pressure,  irregularity  of  the  heart  rate  and  poor 
rhythm  in  force  and  frequency,  occasionally 
strong,  oftentimes  weak,  sometimes  dicrotic,  and 
the  muscular  action  is  not  good.  These  condi- 
tions are  sometimes  looked  upon  as  due  to  myo- 
cardial change.  Osier  and  other  prominent  au- 
thorities say  that  in  pernicious  anemia  and  also 
in  asthenia  there  are  frequently  noted  myocar- 
dial symptoms  without  there  necessarily  being 
any  change  in  the  myocardium.  Take  such  a 
condition  as  acute,  typical  Addison’s  disease,  we 
have  every  phenonenom  of  cardiac  disease,  and 
yet  there  is  not  much  myocardial  change.  All 
these  things  increase  the  difficulties  in  diagnosis. 
On  the  other  hand,  it  is  sometimes  especially 
easy  to  make  the  diagnosis,  particularly  when 
the  cardiovascular  mechanism  is  exhibiting  evi- 
dence of  disease  throughout  its  entire  extent 
with  the  usual  signs  and  symptoms.  In  chronic 
valvular  disease  with  hypertrophy  and  dilatation 
accompanied  by  evidence  of  chronic  arterioscler- 
otic changes,  or  in  cardiorenal  cases  of  long 
duration  with  sclerotic  kidneys,  etc.,  we  are  per- 
fectly safe  in  postulating  a certain  amount  of 
myocardial  change.  The  same  thing  is  true  if 
there  is  infection  of  the  aorta  at  its  origin  or 
in  connection  with  the  coronary  arteries  which 
feed  the  heart,  or  any  other  lesion  where  we 
would  have  produced  anginoid  or  typical  anginal 
attacks,  perhaps  a small  coronary  infarct,  etc., 
we  are  safe  in  postulating  chronic  myocardial 
change  in  these  cases.  However,  there  are  a 
great  many  cases  in  which  perhaps  fibrotic 
changes  have  occurred  in  the  heart  muscle,  such 
as  we  see  frequently  in  certain  types  of  indi- 
viduals, without  any  special  involvement  of  the 


arteries  or  the  conduction  bundle,  and  yet  per- 
manent changes  are  present.  A Louisville  phy- 
sician had  me  “fooled”  for  quite  a long  time. 
When  kept  in  bed  at  rest  with  attention  to  his  in- 
testinal elimination  and  general  condition  this 
man  has  no  symptoms.  Electrocardiographic 
tracings  have  been  made  on  two  occasions  and 
nothing  abnormal  found.  If  he  is  allowed  to 
get  out  of  bed  and  take  a moderate  amount  of 
exercise  he  develops  typical  auricular  fibrilla- 
tion, he  becomes  completely  cyanotic,  dizzy  and 
has  to  sit  down  on  the  curbstone.  He  now  has 
some  changes  in  the  tissue  of  the  conduction 
bundle,  but  at  that  he  looks  well.  There  is  no 
change  in  the  musculature  or  increase  in  the  size 
of  the  heart.  So  the  diagnosis  may  be  fraught 
with  considerable  difficultyjband  I would  say  the 
greatest  stumbling  block  in  chronic  myocarditis 
is  in  being  sure  of  the  diagnosis.  That  is  the 
feature  to  which  we  must  devote  the  most  at- 
tention. 

There  are  two  or  three  lines  we  are  safe  in  fol- 
lowing or  make  inquiry  along  these  lines  for 
changes:  The  first  essential  is  that  we  must  make 
a thorough,  careful  examination  of  the  patient. 
Repeated  examinations  should  be  made  at  stated 
intervals  covering  a considerable  period  of  time, 
not  only  weeks  but  months.  When  one  begins 
to  secure  data  of  this  kind,  in  addition  to  the 
facts  obtained  by  special  heart  examinations, 
etc.,  it  will  be  found  that  many  conditions  can 
be  differentiated.  If  the  clinical  findings  are 
constantly  present  they  can  be  demonstrated  by 
careful  investigation.  If  the  individual  can  ex- 
ert himself  to  the  point  of  ordinary  physical  ex- 
ercise as  determined  by  proper  tests  and  accord- 
ing to  his  natural  strength,  occupation,  etc.,  he 
is  in  no  particular  danger,  but  if  he  is  unable 
to  do  these  things,  then  one  may  suspect  the 
presence  of  some  cardiac  trouble.  Then  it  is  ad- 
visable to  make  careful  examinations  at  inter- 
vals covering  a considerable  period  of  time  to  de- 
termine the  exact  state  of  affairs.  So  it  would 
appear  that  the  differential  diagnosis  would  be 
a question  of  diagnosis  by  the  exclusion  of  other 
like  conditions  or  pseudo-conditions  which  may 
closely  simulate  the  phases  underlying  myocard- 
ial change.  Then,  third,  which  is  the  weak  point 
in  the  management  of  these  cases,  is  that  much 
time  is  required,  because  they  have  a tendency 
to  become  chronically  progressive.  Along  these 
three  lines  I think  we  will  find  the  best  data 
for  the  prevention  of  mistakes  in  diagnosis  which 
is  really  the  crux  of  the  entire  situation. 

There  is  only  one  point  on  which  I disagree 
with  Dr.  Davis,  and  that  is  in  regard  to  treat- 
ment. He  spoke  of  digitalizing  the  patient.  Un- 
der the  conditions  described  digitalization  is 
looked  upon  I am  sure  by  the  majority  of  clin- 
icians as  a rather  dangerous  procedure,  as  we 
understand  the  meaning  of  the  term  digitaliza- 
tion. Certainly  this  is  true  in  the  average  case 
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with  any  great  amount  of  myocardial  change. 
Digitalis  is  useful  but  should  be  administered 
in  moderate  doses  and  the  effect  carefully 
watched.  I am  sure  digitalization  would  be 
frowned  upon  by  clinicians  as  the  treatment  for 
myocardial  degeneration. 

R.  Alexander  Bate:  In  every  case  of  chronic 

myocarditis  there  will  be  changes  in  the  symp- 
toms, according  to  the  changes  that  have  occur- 
red in  the  myocardium,  and  the  treatment  should 
likewise  vary.  These  are  of  several  types:  there 
may  be  infiltration  or  degeneration,  overdevelop- 
ment (hyperplasia)  or  atrophy  (hypoplasia)  of 
the  muscle,  and  according  to  the  changes  that 
have  occurred  will  the  treatment  be  varied,  for 
the  treatment  must  be  suited  to  the  change. 

Every  point  made  by  Dr.  Davis  in  his  paper 
was  most  excellent.  There  are  other  phases  of 
his  story,  however,  which  may  be  emphasized. 
One  of  the  speakers  mentioned  a very  interesting 
point  that  has  been  recognized  generally,  and 
that  is  in  making  the  diagnosis  of  myocarditis  we 
must  consider  the  importance  of  the  so-called 
valvular  sound.  There  is  no  question  about  the 
presence  of  endocardial  murmurs  in  myocarditis. 
This  was  recognized  and  described  twenty  years 
ago  by  two  physicians  of  Indianapolis,  Indiana. 
The  subject  was  thoroughly  investigated  at  that 
time  and  verified  by  autopsy  findings, — in  forty- 
nine  of  the  fifty  autopsies  in  which  the  history 
showed  that  during  life  endocardial  murmurs  had 
existed.  However,  in  only  one  of  the  fifty  cases 
was  an  actual  mechanical  valvular  lesion  found. 
In  other  words,  forty-nine  of  the  cases  were  pure 
myocarditis.  It  is  perfectly  true  that  the  sound 
was  there  and  was  heard,  but  this  sound  was 
made  by  the  weakened  heart  muscle — just  like 
a weakened  or  inelastic  rubber  ball  will  fail  to 
expel  its  contents  properly.  Of  course  this  is  a 
means  of  assisting  in  our  diagnosis,  but  because 
an  individual  has  been  considered  in  life  as  hav- 
ing a true  endocarditis  does  not  mean  that  an 
error  has  been  made  in  auscultation.  Many  of 
us  will  also  recall  it  was  thought  some  years 
ago  that  if  an  endocardial  murmur  disappeared 
there  had  been  a misdiagnosis  or  doubtful  ver- 
acity. Now  we  know,  as  witnessed  by  the  forty- 
nine  cases  mentioned,  that  at  some  time  the  mus 
cle’s  weakness  permitted  the  valvular  sound, 
likewise  muscular  regeneration  may  have  caused 
the  sound  to  disappear.  As  shown  by  the  es- 
sayist, often  it  is  impossible  without  continued 
observation  to  differentiate  these  points. 

Another  interesting  point  was  emphasized  by 
Dr.  Horine,  i.  e.,  that  it  many  of  these  cases  wo 
find  a high  deficiency  of  thyroid  secretion,  in 
both  young  and  old  individuals,  as  the  most  fre- 
quent cause  of  muscle  changes.  In  many  in- 
stances the  exhibition  of  thyroid  principle,  as 
stated  by  Dr.  Horine,  will  relieve  cases  of  this 
type.  Dr.  Horine  also  mentioned  low  blood 
pressure  of  a patient  in  whom  the  basal  meta- 


bolic test  revealed  hypothyroidism,  and  marked 
improvement  occurred  under  thyroid  administra- 
tion. Hyperthyroidism  produces  a different- 
syndrome. 

In  myocarditis  due  to  functional  causes  there  is 
practically  always  some  change  in  the  coronary 
arteries.  Sajous  showed  years  ago  that  poster- 
ior pituitary  principles  increased  the  quantity  of 
blood  passing  through  the  coronary  arteries, 
therefore  this  agent  is  indicated.  It  is  worthy 
of  note  that  in  cases  of  high  arterial  tension  thy- 
roid must  be  administered  with  caution.  The 
posterior  pituitary  principle  will  lower  high 
blood  pressure  when  given  in  small  doses  by 
mouth.  Sajous’  observation  that  posterior  pit- 
uitary principle  increased  the  quantity  of  blood 
going  through  the  coronary  arteries  likewise 
proved  his  statement  that  it  was  very  useful  in 
angina  pectoris.  So  there  are  one  or  two  of  these 
glandular  products  that  may  be  given  with  much 
satisfaction.  The  posterior  pituitary  principle 
should  be  given  in  all  these  cases,  it  is  without 
contraindications,  even  though  the  heart  muscle 
may  be  degenerated,  hypertrophied,  atrophic  or 
hyperplastic.  It  tones  and  stimulates  other  or- 
gans as  well. 

I believe  in  selected  cases  digitalis  is  as  im- 
portant adjunct.  I prefer  to  administer  the  pos- 
terior pituitary  principle  in  most  cases,  but  other 
drugs  are  also  useful.  I like  strophanthus  better 
than  any  of  the  others.  The  mixed  glandulai 
treatment  has  been  exceedingly  gratifying  in  its 
results,  such  as  small  quantities  of  thyroid  and 
corpus  luteum  combined  with  liver  extract  and 
other  drugs  that  promote  metabolism. 

In  my  opinion  diet  is  as  important  as  any 
other  form  of  treatment, — just  as  valuable  as 
rest  which  has  been  emphasized.  Regulation  of 
diet  has  a tendency  to  prevent  the  dangers  of 
disturbed  metabolism. 

The  are  a few  cases  of  myocarditis  due  to 
infection,  but  in  the  majority  of  instances  the 
symptoms  are  due  to  disturbed  metabolism  rath- 
er than  infection.  I believe  in  many  of  these 
cases  we  are  able  to  offer  a favorable  prognosis. 

R.  Hayes  Davis  (in  closing)  : I appreciate 

very  greatly  the  liberal  discussion  that  has  been 
accorded  my  paper.  Before  considering  the 
other  phases  of  the  discussion,  I should  like  to 
speak  in  further  detail  about  the  use  of  digi- 
talis. Evidently  what  I meant  was  not  fully  un- 
derstood. My  statement  may  have  been  more  or 
less  ambiguous.  I mentioned  in  the  paper  that 
as  a rule  it  was  advisable  to  give  digitalis  to  the 
point  of  tolerance,  and  later  said  that  digital- 
ization should  be  controlled  by  the  body  weight 
of  the  individual.  The  proper  use  of  digitalis  is 
one  of  the  most  important  parts  of  the  treat- 
ment of  heart  conditions.  Not  every  patient, 
however,  requires  digitalis.  Sometimes  simply 
regulation  of  the  life  and  exercise  of  the  indi- 
vidual is  all  that  is  necessary  to  bring  about 
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the  most  favorable  results.  Other  patients  re- 
quire heroic  doses  of  digitalis,  and  some  of  them 
require  almost  immediate  digitalization  to  save 
their  lives.  There  is  such  a wide  variation  in  the 
use  of  digitalis  according  to  the  type  of  case  be- 
ing treated  that  it  is  impossible  to  formulate 
any  rigid  rules  for  its  administration.  It  is  a 
question  of  the  judgment  of  the  physician  and 
the  type  of  case  with  which  he  is  dealing.  It  is 
very  important  in  giving  large  doses  of  digitalis 
to  watch  its  effect  and  to  cease  its  administra- 
tion immediately  upon  the  production  of  toxic 
symptoms.  It  is  a well  known  fact  that  when 
certain  conditions  exist  in  the  heart  from  digi 
talis  poisoning  sudden  death  may  be  brought 
about.  This  is  especially  true  in  couple  rhythm. 
That  is  the  type  of  patient  who  not  infrequent- 
ly succumbs  if  digitalis  is  not  discontinued  at 
once.  Therefore  when  using  large  doses  of  dig- 
italis it  is  important  to  watch  the  toxic  effect, 
study  the  nausea,  vomiting,  dizziness,  intestinal 
disturbances,  various  types  of  arrhythmia,  the 
presence  of  delayed  transmission  from  auricle  to 
ventricle,  etc.  It  is  important  to  watch  these 
conditions  very  carefully.  However,  in  the  ma- 
jority of  cases,  unless  large  doses  are  required 
on  account  of  the  emergency  in  which  the  pa- 
tient is  seen,  it  is  better  to  give  small  doses, 
only  the  quantity  necessary  to  bring  about  the 
desired  result.  That  is  what  I meant  by  giving 
digitalis  to  the  point  of  tolerance  of  the  indi- 
vidual. 

The  question  of  the  etiology  is  most  import- 
ant. The  question  of  whether  the  heart  con- 
dition has  been  brought  about  by  arterial  hy- 
pertension, arteriosclerosis,  various  infections 
which  may  have  existed  or  may  still  exist  some- 
where in  the  body,  etc.,  are  of  the  greatest  im- 
portance in  the  management  of  the  case.  Not 
infrequently  some  infection  may  exist  at  the 
time  and  may  be  removed,  and  in  that  case  of 
course  the  patient  has  a better  chance  of  re- 
covery. 

Thyroid  disease  is  most  important,  especially 
hyperthyroidism.  If  the  thyroid  gland  is  too 
active  and  the  patient  has  presented  tachycardia 
for  any  length  of  time,  the  heart  muscle  is  like- 
ly to  show  degenerative  changes  from  fatigue 
and  from  the  toxic  effect  of  the  thyroid.  I have 
seen  two  cases  of  hyperthyroidism  showing  very 
evident  auricular  fibrillation  in  young  people. 
In  these  cases  the  thyroids  were  removed  and 
digitalis  administered.  One  of  these  women 
has  lived  for  several  years  without  any  return  of 
the  trouble. 

Hypothyroidism  is  important  because  it  leads 
to  asthenia  and  cardiac  weakness.  The  adminis- 
tration of  thyroid  in  such  cases  is  advantageous 
in  relieving  the  symptoms. 

One  type  I did  not  mention  perhaps  in  suffic- 
ient detail  which  is  of  importance  in  the  diag- 
nosis and  treatment,  and  that  is  the  various 


grades  of  heart  fatigue  that  are  not  in  any  sense 
of  the  word  organic.  We  know  the  heart  mus- 
cle may  become  fatigued  in  exactly  the  same 
way  as  the  skeletal  muscles  may  become  fa- 
tigued. This  is  also  true  of  so-called  nervous 
exhaustion.  In  people  who  are  physically  over- 
worked the  heart  may  show  the  effect  of  lessened 
reserve  force  on  exercise  and  symptoms  that 
would  be  indicative  of  heart  weakness,  and  yet 
many  of  these  patients  have  no  indication  what, 
ever  of  actual  myocardial  degeneration.  After 
the  cause  is  removed  the  condition  subsides  and 
remains  so. 

Another  important  condition  I did  not  mention 
is  the  question  of  the  effort  syndrome.  This  is 
a peculiar  combination  of  symptoms  often  oc- 
curring in  the  young,  especially  in  individuals 
having  visceroptosis  with  heart  situated  gener- 
ally toward  the  center  of  the  sternum  than  other- 
wise and  more  vertical  than  the  normal  heart. 
This  type  of  individual  frequently  shows  cardiac 
symptoms  on  slight  exertion,  the  pulse  may  rise 
to  150  per  minute  or  more,  he  becomes  dyspneic, 
he  also  has  pain  over  the  precordial  area,  cyan- 
osis, with  the  presence  of  actual  distress,  and  yet 
many  of  these  patients  have  no  evidence  of  or- 
ganic heart  disease,  they  live  their  natural  lives 
and  follow  their  natural  occupations  and  die 
from  other  unrelated  causes.  Many  of  these  pa- 
tients are  seen  making  it  important  for  us  to 
recognize  this  type  and  be  able  to  differentiate 
it  from  actual  myocardial  degeneration. 

The  effect  of  exercise  in  relation  to  the  diag- 
nosis of  myocardial  degeneration  is  of  extreme 
importance, — the  individual  who  is  suffering 
from  cardiac  weakness  and  unable  to  perform 
the  amount  of  work  he  could  do  formerly;  he 
feels  distressed  in  one  way  or  another;  he  has 
shortness  of  breath  or  whatever  symptoms  may 
develop;  and  he  finds  that  as  time  goes  on  he  is 
able  to  do  less  and  less.  A flight  of  stairs  he 
could  formerly  ascend  without  effort  he  now 
finds  difficult  to  do,  or  if  he  has  been  a hill 
climber  in  the  past  he  now  finds  it  difficult  to 
ascend  the  hill  with  ease.  It  is  my  custom  in 
these  cases  when  there  is  any  doubt  to  have  the 
patient  lean  forward  and  touch  the  floor  a cer- 
tain number  of  times  with  his  finger  tips  and 
watch  the  effect  on  the  heart,  or  have  him  as- 
cend two  or  three  flights  of  steps  rather  rapidly 
to  increase  the  action  of  the  heart  and  note  the 
effects.  If  there  is  any  decided  distress  I do  not 
advise  the  patient  to  walk  rapidly,  whereas  in 
doubtful  cases  I often  ask  him  to  run  up  the 
stairs.  In  that  way  we  can  determine  how  much 
dyspnea  or  discomfort  the  patient  has  after  ex- 
ercise. Many  of  these  patients  do  not  have  dysp- 
nea after  exercise  but  complain  of  other  symp- 
toms. 

The  breath  holding  test  mentioned  by  Dr.  El- 
more is  of  considerable  importance.  As  a rule 
patients  with  myocardial  degeneration  cannot 
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hold  their  breath  for  any  length  of  time. 

I want  to  say  a word  or  two  in  regard  to 
strophanthus.  It  is  my  impression  that  this  is  a 
drug  which  is  very  much  more  powerful  than 
digitalis  in  its  effect  and  consequently  may  be 
more  dangerous,  and  the  reason  that  not  more 
serious  symptoms  are  brought  about  by  the  use 
of  strophanthus  is  due  to  the  fact  that  it  is  not 
absorbed.  I think  that  has  been  definitely 
proven.  When  one  gives  strophanthus  he  does 
not  know  just  how  much  of  the  drug  is  going  to 
be  absorbed  nor  how  much  effect  it  is  going  to 
produce.  After  its  full  effect  had  been  pro- 
duced further  absorption  might  cause  the  devel- 
opment of  rather  serious  symptoms.  For  that 
reason  I never  give  strophanthus,  except  stro- 
phanthin  which  is  given  in  emergency  cases 
where  the  patient  has  not  been  getting  any  dig- 
italis and  it  is  necessary  to  bring  about  a rapid 
effect  upon  the  heart.  By  the  injection  of  sto- 
phanthin  intravenously  this  can  be  produced  far 
more  quickly  than  by  any  other  method. 


UNILATERAL  VOCAL  CORD  PARALY- 
SIS APPARENTLY  DUE  TO  HYPER- 
TROPHIED TONSILS.* 

By  James  Royden  Peabody,  Louisville.  . 

In  March,  1927,  a man  aged  twenty  was  re- 
ferred to  me  by  Dr.  C.  Thompson  for  examin- 
ation on  account  of  hoarseness  and  enlarged 
tonsils.  The  moment  the  patient  spoke  to  me 
I realized  that  the  trouble  was  of  laryngeal 
origin  and  looked  there  for  the  cause  of  the 
hoarseness.  Much  to  my  surprise  the  left 
vocal  cord  was  absolutely  immovable  and  in 
the  cadaveric  position.  On  phonation  the 
right  vocal  cord  moved  over  until  it  practi- 
cally overlapped  the  left.  Of  course  I im- 
mediately thought  of  som£  injury  to  the  re- 
current laryngeal  nerve.  The  patient’s  ton- 
sils were  greatly  enlarged  without  any  history 
of  tonsillitis  and  he  had  decided  he  wanted 
them  removed.  I told  him  in  my  opinion  the 
tonsil  question  could  safely  wait  until  we 
could  determine  what  caused  the  vocal  cord 
paralysis. 

I called  Dr.  Thompson  over  the  telephone 
and  informed  him  of  my  findings,  that  the 
left  vocal  cord  was  paralyzed,  and  asked 
whether  he  was  sure  there  was  nothing  press- 
ing on  the  recurrent  laryngeal  nerve.  I 
thought  there  might  possibly  be  some  pulmon. 
ary  lesion  or  an  aneurism  that  was  causing  the 
trouble,  although  the  latter  was  unlikely  be- 
cause of  the  age  of  the  patient. 

According  to  the  history:  on  February 
22nd  the  boy  contracted  a cold  and  became 
hoarse.  He  was  working  on  the  government 


*Read  before  the  Louisville  Medico-Chirurgical  Society, 
May  27,  1927. 


dam  and  to  make  himself  heard  he  had  to 
strain  his  voice.  This  had  continued  for  a 
week  or  two  before  he  consulted  Dr.  Thomp- 
son. There  were  no  constitutional  symptoms 
whatever.  After  seeing  him  two  or  three 
times  at  intervals  of  five  days,  the  boy  con- 
tinuing to  work  in  the  meantime,  Dr.  Thomp- 
son sent  him  to  me.  After  the  second  examin- 
ation, not  finding  anything  to  account  for 
the  nerve  paralysis  and  not  having  seen  any 
similar  cases,  I consulted  text  books.  St. 
Clair  Thompson  in  his  new  book  states  that  in 
some  cases  ankylosis  of  the  crico-aryten- 
oid  joint  may  be  found  as  the  cause  of  paraly- 
sis of  the  vocal  cords.  He  says  further  that 
one  can  usually  see  some  evidence  of  inflam- 
mation in  ankylosis  of  the  joint.  I could  dis- 
cover no  such  evidence  in  the  larynx,  the  vocal 
cords  were  not  even  reddened.  The  patient 
complained  only  of  hoarsness,  and  at  each 
visit  he  quite  insisted  that  his  tonsils  be  re- 
moved. I told  Dr.  Thompson  about  this  and 
after  consulting  with  the  family  they  asked 
that  Dr.  Dabney  see  the  patient.  I sent  him 
to  Dr.  Dabney  who  found  the  condition  I have 
described  and  informed  the  patient  that  lie 
could  see  no  indication  for  tonsillectomy. 

To  make  a long  story  short  after  having 
the  patient  under  observation  for  three  weeks, 
seeing  him  every  four  or  five  days,  although 
the  only  symptom  was  hoarseness,  I decided 
to  perform  tonsillectomy  which  was  done  on 
April  25th.  The  tonsils  were  greatly  enlarged 
and  the  one  on  the  side  of  the  vocal  cord  par- 
alysis was  filled  with  cheesy  material. 

I then  went  to  Georgia  for  a week  and  left 
the  patient  in  the  care  of  one  of  my  friends. 
I saw  him  ten  days  afterward  and  the  moment 
he  came  into  the  office  I noticed  he  could  talk 
better.  I examined  the  larynx  and  found  the 
left  vocal  cord  moved,  not  normally  or  as 
complete  as  the  right,  but  quite  a perceptible 
movement. 

I may  say  that  Dr.  J.  J.  Wynn,  who  is  in 
the  office  with  me,  saw  the  patient  both  before 
and  after  the  operation  and  was  impressed  by 
the  remarkable  change  after  the  tonsils  had 
been  removed. 

The  patient  was  in  the  office  yesterday  and 
his  phonation  is  practically  perfect.  Exam- 
ination shows  the  larynx  to  be  normal. 

DISCUSSIONS 

W.  E.  Gardner:  In  the  case  reported  by  Dr. 
Peabody,  we  must  consider  the  possibility  of 
toxic  neuritis  affecting  the  recurrent  laryngeal 
nerve.  However,  we  know  that  toxic-mono-neurit- 
is  is  extremely  rare,  and  if  there  has  been  a neu- 
ritis in  this  case,  if  appears  to  have  been  con- 
fined to  the  recurrent  laryngeal  nerve  of  one 
side  as  indicated  by  the  temporary  paralysis  of 
only  one  of  the  vocal  cords.  I am  inclined  to  be- 
lieve that  the  tonsils  were  an  etiological  factor 
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in  the  case,  in  spite  of  the  fact  that  the  type  of 
neuritis  is,  to  say  the  least,  an  atypical  one. 

Samuel  G.  Dabney:  In  my  experience  rheu- 
matic affections  of  the  crico-arytenoid  joint  are 
not  so  very  unusual.  The  patient  applies  for  ad- 
vice saying  he  has  pain  in  the  throat,  and  slight 
tapping  on  the  side  of  the  larynx  reveals  a ten- 
der spot.  As  a rule  the  objective  appearances 
are  little  if  any  deviating  from  the  normal.  I 
have  seen  a number  of  cases  of  that  kind  in 
which  I made  the  diagnosis  of  rheumatic  infec- 
tion of  the  larynx. 

It  seems  to  me  that  St.  Clair  Thompson’s  work 
is  the  bible  of  the  throat  doctor.  He  says  that 
sometimes  there  may  be  ankylosis  of  the  crico- 
arythenoid  joint  without  any  objective  appear- 
ance of  disease  excepting  immobility,  the  diag- 
nosis being  made  by  excluding  paralysis  of  the 
recurrent  laryngeal,  and  yet  I believe  that  in 
the  great  majority  of  cases  ankylosis  produced 
by  inflammation  of  the  joint  would  show  some 
sign  besides  loss  of  motion.  I would  think  there 
would  be  some  redness,  swelling  or  tendeness, 
but  none  of  these  symptoms  were  present  in  Dr. 
Peabody’s  case. 

I was  a little  struck  by  Dr.  Gardner’s  remark 
that  perhaps  toxic  neuritis  involving  the  recur- 
rent laryngeal  nerve  might  be  responsible  for 
the  symptoms  in  the  case  reported  by  Dr.  Pea- 
body. All  of  us  have  seen  ankylosis  of  the  crico- 
arytenoid in  severe  inflammation  of  the  larynx; 
it  is  not  unusual. 

In  Dr.  Peabody’s  case  I did  not  say  that  I 
could  see  no  objection  to  trying  tonsilectomy,  but 
I was  skeptical  as  to  its  having  any  effect. 

James  Royden  Peabody  (in  closing)  : In  the 

case  reported  the  vocal  cords  did  not  come  to- 
gether, the  left  one  being  immovable.  I am  not 
quite  sure  myself  that  tonsillectomy  had  any- 
thing to  do  with  the  improvement  manifested  by 
the  patient.  I tried  to  be  conservative  and  had 
the  patient  under  observation  for  three  weeks 
before  removing  the  tonsils,  although  he  quite 
insisted  upon  the  operation  each  time  I saw  him. 
On  account  of  the  condition  of  the  river  he  was 
working  only  half  time,  and  I concluded  it  was 
a good  time  to  perform  tonsillectomy  which  was 
really  necessary  anyway  as  the  tonsils  were 
greatly  hypertrophied.  Possibly  there  may  have 
been  some  evidence  of  local  inflammation  about 
the  larynx  before  the  patient  was  seen  by  Dr. 
Dabney  or  myself. 


Cerebral  Hemorrhage  as  Complication  of  Quin- 
sy.— Dupuy  reports  a case  of  double  quinsy  in 
which  the  patient  developed  a cerebral  hemor- 
rhage, which  involved  the  right  side  of  is  face, 
the  right  arm  completely,  and  the  right  leg  par- 
tially. He  was  semiconscious  for  two  weeks,  and 
was  in  bed  two  and  one-half  months.  Three  years 
later  the  patient  presented  a typical  picture  of  a 
postapoplectic  attack. 
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A 'CASE  OF  ASTRAGALO-SCAPHOID 
DISLOCATION.* 

By  James  E.  Winter,  Louisville. 

Dislocations  of  the  astragalus  are  of  suf- 
ficient scarcity  to  warrant  notice.  The  astrag- 
alus may  be  dislocated  in  any  of  its  three  ar- 
ticulations or  may  be  dislocated  in  all  three 
at  once.  The  latter  are  exceedingly  rare,  only 
four  cases  having  been  reported.  Dislocations 
of  the  astragalus  are  usually  accompanied  by 
a sprain-fracture  and  are  produced  by  the 
same  forces  which  usually  produce  a fracture 
of  the  lower  ends  of  the  tibia  and  fibula. 

We  will  deal  only  with  dislocations  of  the 
astragalo-scaphoid  articulation.  Baumgart- 
ner and  Huguier  (1907)  collected  85  eases  of 
dislocation  of  this  articulation.  In  48  cases 
the  astragalus  was  dislocated  medially,  in  26 
laterally,  in  7 posteriorly,  and  in  4 anterior- 
ly. In  experiments  on  cadavers  they  found  it 
was  necessary  to  abduct  the  foot  at  right 
angles  and  also  cut  the  interosseous  ligament 
between  the  astragalus  and  scaphoid  before 
the  lesion  could  be  produced. 

They  found  that  these  dislocations  were  of- 
ten difficult  to  reduce,  in  60%  of  their  series 
an  open  reduction  being  necessary.  This  they 
found  due  to  two  things: 

1.  Interposition  of  a portion  of  the  annu- 
lar ligament  between  the  scaphoid  and  the 
head  of  the  astragalus. 

2.  Engagement  of  the  neck  of  the  astrag- 
alus by  the  tendon  of  the  tibialis  anticus  or 
posticus. 

When  open  reduction  cannot  be  accomplish- 
ed astragalectomy  is  indicated.  In  a series  of 
23  cases  where  astragalectomy  had  been  per- 
formed, 15  gave  good  function ; 6 produced 
ankylosis ; 1 required  secondary  amputation ; 
2 died  from  sepsis.  ’ 

Case  Report. 

W.  D.  R.,  aged  47.  Patient  was  driving  a 
team  of  horses  when  wagon  wheel  struck  car- 
track,  jolting  him  out  of  his  seat  and  throwing 
him  to  the  ground.  Patient  states  he  landed 
on  his  feet  and  at  the  same  time  twisted  his 
body  to  prevent  being  struck  by  the  wheel  of 
his  wagon.  This  case  is  from  the  service  of 
Dr.  Ashhurst  of  Episcopal  Hospital,  Phila- 
delphia. 

On  admission  half  an  hour  later  the  in- 
ternal and  external  malleoli  were  found  in 
normal  position.  The  anterior  portion  of  the 
astragalus  was  very  prominent  and  projected 
medially  just  below  the  internal  melleolus. 
The  astragalus  was  pushed  medially  on  the 
scaphoid  so  that  the  whole  anterior  part  of  the 
foot  including  the  scaphoid  was  pushed  lat- 
erally for  a distance  of  about  2 cm.  There 
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was  a marked  depression  on  the  medial  side 
of  the  foot  below  the  astragalus.  There  was 
no  ecehymosis  or  swelling  present.  At  this 
time  the  astragalus  was  mistaken  for  the  in- 
ternal malleolus  and  a diagnosis  was  made  of 
dislocation  of  the  ankle.  A roentgenogram 
was  made  and  the  dislocation  of  the  astraga- 
lus was  recognized  as  such.  It  was  unaccom- 
panied by  fracture.  One  attempt  was  made  to 
reduce  without  anesthesia  which  was  unsuc- 
cessful. Gas  was  then  given  and  the  disloca- 
tion was  reduced  upon  the  next  attempt  by 
extending  and  abducting  the  anterior  portion 
of  the  foot,  thus  exaggerating  the  deformity 
and  causing  the  astragalus  to  lip  on  the  sca- 
phoid, then  abducting  and  dorsi-flexing  the 
foot.  A light  gypsum  splint,  consisting  of  a 
posterior  and  a lateral  splint,  was  applied  and 
the  foot  dressed  slightly  in  dorsi-flexion.  Pa- 
tient was  admitted  to  the  hospital  but  after 
two  days  insisted  upon  going  home.  He  was 


told  to  keep  the  splint  on  for  ten  days  and 
then  have  a special  shoe  built  up  to  support 
the  arch. 

This  patient  was  seen  in  the  End  Result 
Clinic  three  months  later  by  Dr.  E.  F.  Cross- 
in who  found  him  to  have  full  function  and 
normal  anatomy. 
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DISCUSSIONS 

J.  Garland  Sherrill:  Dr.  Winter  has  present- 
ed a very  interesting  report.  I think  it  may  be 
well  ta  speak  of  the  reasons  why,  following  acci- 
dents such  as  he  has  described,  a Potts  frac- 
ture occurs  in  some  instances,  and  in  others  a 
dislocation  of  one  of  the  ankle  bones. 

Whenever  an  individual  falls  with  the  foot  fixed 
and  the  force  of  the  body  moving,  particularly 
to  the  outside  with  the  foot  underneath,  there  is 
a tendency  to  place  great  strain  on  both  the 
external  and  internal  malleolus,  and  the  force 
may  be  sufficient  to  break  the  structures  at  eith- 
er point.  Usually  a fracture  will  occur  one  or 
two  inches  above  the  external  malleolus,  a frac- 
ture at  the  inner  edge  of  the  articular  surface, 
and  perhaps  the  internal  malleolus  is  also  torn 
away,  the  ligament  being  stronger  as  a rule  than 

the  bone. 


What  occurs  when  there  is  a dislocation  and 
not  a fracture?  If  the  foot  is  forcibly  extended 
so  there  is  greater  strain  on  the  ligament  than 
on  the  bone,  the  astragalus  may  be  forced  for- 
ward and  outward  thus  tearing  the  ligament 
whereas  the  bone  may  escape  injury.  Here  the 
astragalus  will  carry  the  scaphoid  away  from  the 
head  of  the  astragalus.  Normally  the  astrag- 
alus is  a rather  firmly  fixed  bone,  there  being  a 
very  strong  ligament  which  binds  the  os  caleis 
and  the  astragalus  together.  It  is  difficult  to 
turn  the  bone  outward  unless  a strong  force  is 
applied.  However,  when  the  leg  is  extended  and 
the  foot  twisted  the  natural  protection  is  lost. 

Reduction  of  dislocated  astagalus,  as  stated 
by  Dr.  Winter,  is  obtained  by  strong  extension 
and  abduction  followed  by  flexion.  As  a rule 
this  is  best  accomplished  under  a general  anes- 
thetic. In  the  olden  days  many  cases  of  disloca- 
tion of  the  astragalus  were  treated  by  excision, 
because  surgeons  did  not  know  how  to  handle 
them  as  we  do  today.  More  recently  replace- 
ment has  been  accomplished  by  forced  extension 
and  abduction  as  explained  by  Dr.  Winter  with 
restoration  of  function  and  good  results. 

URINARY  FREQUENCY  IN  THE 
FEMALE.* 

By  Claude  G.  Hoffman,  Louisville. 

In  discussing  abnormal  micturition  in  the 
female  Gallant  states  that  under  normal  con- 
ditions bladder  capacity  in  the  adult  varies 
from  eight  to  twenty  ounces,  and  that  the  vis 
cus  empties  itself  three  to  six  times  in  twenty- 
four  hours.  Within  limits  of  health,  however, 
the  urine  may  vary  widely  in  chemical  con 
stituents  and  in  quantity  excreted,  and  these 
factors  modify  the  frequency  of  expulsion. 

Urination  is  modified  (a)  as  to  the  length 
of  time  between  the  acts,  (b)  as  to  the  length 
of  time  associated  with  the  act,  (c)  as  to  the 
effort  necessary  to  perform  the  act,  and  (d) 
as  to  the  unnatural  sensations  connected  with 
the  act.  (Bryant). 

The  period  between  two  acts  of  urination 
may  be  shortened  by  any  influence,  direct  or 
reflex,  that  exaggerates  the  normal  sensation 
which  stimulates  the  bladder  contraction. 
Any  source  of  intravesical  irritation, — ureth- 
ritis, mental  emotions,  inflammation  of  the 
spinal  cord  chronic  or  acute,  abdominal  tu- 
mors, adhesions  of  pelvic  viscera,  injuries,  dis- 
ease, and  operations  upon  the  rectum,  perin- 
eum or  pelvic  organs,  changes  in  the  quantity 
and  quality  of  urine, — each  and  all  induce  un- 
due excitability  of  the  evacuating  centers  or, 
by  modifying  the  capacity  of  the  bladder, 
shorten  the  normal  intervals  between  the  acts. 
Excessive  pain  associated  with  urination,  in 
urethritis  and  trigonitis,  and  especially  when 
a caruncle  is  present  at  the  external  meatus, 

*Read  before  the  Jefferson  County  Medical  Society. 
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will  induce  a patient  to  refrain  from  volun- 
tary urination.  Neurasthenic  females  feign 
inability  to  urinate  from  a morbid  desire  for 
catherization.  'Fear,  fright,  severe  mentafl 
emotion,  and  the  stupor  and  relaxation  follow- 
ing operations  and  shock  may  cause  retention. 

In  an  otherwise  healthy  female  prolonged 
abstention  from  urination,  with  overdisten- 
sion of  the  bladder,  will  often  provoke  such  a 
demand  to  urinate  as  to  be  wholly  beyond  con- 
trol. 

The  hypersensitiveness  of  acute  cystitis  will 
frequently  instigate  such  unduly  active  vesi- 
cal contractions  as  to  render  the  act  impera- 
tive. While  urgent  micturition  frequently 
accompanies  cystitis,  it  more  commonly  arises 
from  causes  indirectly  connected  with  the 
bladder,  such  as  polyuria,  irritating  urine, 
and  moderate  overdistension  from  neglect  or 
preoccupation.  It  may  also  result  from  men- 
tal impressions,  such  as  those  caused  by  run- 
ning water,  fright,  cold,  etc.,  all  of  which  may 
excite  reflex  contraction  of  the  viscus. 

The  normal  filling  and  emptying  of  the 
bladder  is  permitted  by  alternating  action  of 
two  antagonistic  muscles,  the  sphincter  vesi- 
cae  and  the  detrusor  urimE  (Adler),  that  is  by 
the  contraction  of  one  and  relaxation  of  the 
other.  Under  normal  conditions  as  the  blad- 
der fills  the  sphincter  offers  resistance  to  the 
escape  of  urine  thus  preventing  overflow. 

Any  one  of  a long  list  of  causative  factors 
may  operate  in  the  production  of  urinary  fre- 
quency in  the  female.  Among  them  the  fol- 
lowing will  be  briefly  discussed : 

(1)  Cystitis,  acute  and  chronic, 

(2)  Intravesical  irritation, 

(3)  Urethral  stenosis, 

(4)  Urethral  caruncles, 

(5)  Calculi  and  foreign  bodies, 

(6)  Urethritis, 

(7)  Trigonitis, 

(8)  Ureteritis, 

(9)  Pyelitis, 

(10)  Polyuria, 

(11)  Tuberculosis, 

(12)  Syphilis, 

(13)  Pregnancy, 

(14)  Traumatic  injuries, 

(15)  Abdominal  tumors, 

(16)  Post-operative  adhesions, 

(17)  Uterine  malpositions, 

(18)  Pelvic  and  rectal  diseases, 

(19)  Urinary  alterations, 

(20)  Nervous  and  spinal  cord  diseases, 

(21)  Mental  emotions, 

(22)  So-called  “habit  bladder”,  and  “elus- 
ive ulcer,” 

(23)  Frequency  of  undetermined  origin. 

It  was  the  custom  among  older  practitioners 
ef  medicine  to  attribute  urinary  frequency  to 


cystitis,  and  to  treat  the  patient  by  the  intern- 
al administration  of  drugs.  It  was  not  con- 
sidered necessary  to  examine  the  bladder  to 
determine  the  presence  or  absence  of  patholo- 
gy. The  diagnosis  was  based  upon  the  subject- 
ive findings  alone.  Under  such  circumstances 
it  is  a source  of  no  wonderment  to  us  that 
chronic  cystitis  was  formerly  such  a common 
complaint  among  females. 

Since  the  advent  of  scientific  urological 
study  and  the  perfection  of  modern  mechani- 
cal and  laboratory  methods  of  investigation, — 
including  the  urethroscope,  cystoscope,  roent- 
gen-ray,  ureteral  catheter,  renal  function  esti- 
mations, refinements  in  urinary  and  cultural 
tests,  etc. — there  is  no  longer  an  excuse  for  the 
diagnosis  of  cystitis  without  determining  the 
underlying  cause.  Moreover,  it  is  now  well 
understood  that  cystitis  is  usually  a secondary 
rather  than  a primary  clinical  manifestation, 
and  that  urinary  frequency  may  owe  its  origin 
to  many  other  related  or  unrelated  factors. 

What  has  been  said  concerning  urinary  fre- 
qency  in  cystitis  may  as  well  be  applied  to 
transient  or  intermittent  intravesical  irrita- 
tion. This  is  often  seen  in  females  just  prior 
to  menstruation  and  early  in  pregnancy,  and 
was  also  formerly  diagnosed  as  a mild  or  low- 
grade  cystitis.  Intravesical  irritation  may  be 
produced  by  numerous  other  causes,  including 
urinary  alterations  to  be  mentioned  later. 

Urethral  strictures  and  caruncles  are  com 
mon  causes  of  dysuria  and  frequency  in  the 
female.  In  this  group,  also,  without  local  ex- 
amination the  diagnosis  of  cystitis  has  often 
been  made  by  the  attending  physician  and  the 
patient  treated  without  benefit  for  weeks  or 
months  before  being  referred  to  the  urologist 
for  determination  of  the  cause.  Urethral 
stricture  is  more  frequent  in  females  than  we 
have  hitherto  believed. 

While  vesical  and  urethral*  calculi  are  rare 
in  the  female,  this  does  not  apply  to  other 
types  of  foreign  bodies  introduced  by  intent 
or  accident  from  without  by  the  patient. 
Whatever  the  nature  of  the  foreign  body,  the 
first  indication  of  its  presence  is  irritation  of 
the  vesical  mucosa,  second  urinary  frequency, 
and  third  inflammatory  reaction  and  pain. 
The  reasons  for  the  introduction  of  foreign 
bodies  into  the  human  bladder  cannot  be  dis- 
cussed in  this  paper. 

Urethritis  in  the  female  may  be  due  to  Neis 
serian  infection,  or  more  rarely  infection  from 
catheter  introduction  to  relieve  overdistension. 
Gonococcic  urethritis  in  young  females  is  more 
common  than  the  most  of  us  are  willing  to  ad- 
mit. The  cardinal  symptoms  are  dysuria, 
burning  and  frequency.  The  trigone  is  in- 
volved in  a small  percentage  of  instances. 

Mild  trigonitis  or  trigonal  congestion,  par- 
ticularly at  or  near  the  menstrual  period,  is 
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responsible  for  urinary  frequency  in  quite  a 
large  group  of  cases.  This  is  seen  principally 
in  young  women  whose  occupations  require 
constant  standing  positions.  Neglect  of  urin 
ation  and  consequent  overdistension  with  high- 
ly concentrated  urine  is  a common  cause  ol 
this  type  of  trigonitis.  Urinary  frequency  sub- 
sides after  rest  in  bed  and  cessation  of  the 
menstrual  flow,  but  may  recur  at  subsequent 
periods. 

Ureteritis  and  pyelitis  sometimes  produce 
sufficient  intravesical  irritation  to  create  a 
frequent  desire  to  urinate.  Polyuria  is  usual- 
ly more  apparent  than  real.  Because  of  the 
imperative  demand  for  frequent  urination,  it 
is  assumed  the  quantity  is  increased,  whereas 
the  converse  may  be  true.  Moreover,  when 
the  quantity  of  urine  is  unusually  abundant 
it  is  ordinarily  non-irritating  in  character. 

Urinary  frequency  is  one  of  the  commonest 
symptoms  in  tuberculosis  of  the  bladder.  N es- 
ical  tuberculosis,  however,  is  now  believed  to 
always  be  secondary  to  a primary  focus  in 
some  other  portion  of  the  body. 

Syphilis  of  the  bladder  is  usually  among  the 
later  manifestations  of  the  disease,  but  may  be 
noted  in  the  early  secondary  stage.  Urinary 
frequency  is  a constant  symptom  of  vesical 
lues.  The  so-called  tabetic  or  “cord  bladder,’’ 
with  its  manifold  symptoms,  is  a familiar  pic- 
ture to  many  of  us. 

Urinary  frequency  in  pregnancy  occurs 
during  the  first  few  months  due  to  irritation 
from  disturbed  anatomic  relations  as  the  uter- 
us ascends.  It  may  recur  toward  the  close  of 
gestation  from  downward  pressure  of  the 
gravid  uterus.  Frequency  subsequent  to  de- 
livery may  arise  from  vesical  infection  the  re- 
sult of  catheter  introduction. 

In  traumatic  vesical  injuries  urinary  fre- 
quency and  urgency  are  the  initial  and  most 
prominent  signs.  If  serious  damage  has  been 
inflicted  hematuria  is  also  present.  When  in- 
traperitoneal  rupture  of  the  bladder  has  oc- 
curred, no  urine  may  be  voided  although  the 
urgent  desire  to  urinate  is  constantly  present. 

Pressure  from  abdominal  tumors  of  any 
type,  traction  from  adhesions  of  pelvic  viscera 
post-operative  or  otherwise,  and  also  uterine 
malpositions,  may  cause  vesical  irritation  and 
urinary  frequency  owing  to  disturbed  anatom- 
ic relations.  Downward  pressure  of  a fibroma 
involving  the  lower  uterine  segment  is  a com- 
mon cause.  Traction  upon  the  urterovesical 
ligaments  from  a retroflexed  uterus  and  pres- 
sure upon  the  bladder  or  urethra  in  ante- 
flexion and  prolapse  may  be  sufficient  to  pro- 
duce marked  vesical  disturbances  and  urinary 
frequency. 

During  diseases  and  following  surgical  op- 
erations upon  the  pelvic  organs,  perineum  and 
rectum,  urinary  frequency  may  result  direct- 


ly, indirectly  or  reflexly.  However,  tempor- 
ary retention  after  operations  is  more  com- 
mon than  frequency  of  urination. 

Urinary  frequency  may  be  due  to  altera- 
tions in  composition  of  the  urine.  Intensely 
acid  urine  such  as  seen  in  systemic  dehydra- 
tion because  of  insufficient  fluid  intake  often 
causes  urinary  frequency.  Strongly  alkaline 
urine  is  also  irritating  to  the  vesical  mucosa 
and  urinary  frequency  is  the  logical  result. 

Inflammatory  and  degenerative  affections 
of  the  spinal  cord  maj'  produce  strange  dis- 
turbances in  bladder  function  and  control. 
Lesions  involving  the  central  nervous  system 
and  also  the  terminal  nerve  supply  may  cause 
urinary  frequency  and  other  manifestations. 
So-called  “cord  bladder,”  atonic  bladder,  sen- 
sory phenomena,  relaxation  of  the  sphincter, 
trabeculations,  etc.  have  been  described. 

It  is  well  known  that  in  persons  enjoying 
normal  health,  emotional  states  greatly  influ- 
ence bladder  function.  Fear,  fright,  laugh- 
ing, weeping,  sneezing,  etc.  may  occasion  an 
imperative  desire  to  empty  the  bladder,  and 
if  urination  be  neglected  involuntary  escape 
of  urine  is  usually  unavoidable.  The  occur- 
rence of  urinary  frequency  in  persons  suffer- 
ing from  neurotic,  hysterical  and  emotional 
states  is  well  known. 

The  so-called  “habit  bladder”  has  recently 
been  described,  in  which  transient  urinary 
frequency,  urgency,  burning  and  tenesmus 
are  noted.  It  is  seen  principally  in  unmarried 
women  and  is  probably  due  to  trigonal  con- 
gestion although  other  causes  have  been  as- 
signed. Several  additional  types  of  “habit 
bladder”  mentioned  are  of  no  interest  so  far 
as  this  paper  is  concerned.  The  elusive  ulcer 
(Hunner)  is  often  the  cause  of  urinary  fre- 
quency. 

There  remains  a final  group,  comprising 
about  twenty  per  cent  of  patients  with  urin- 
ary frequency  coming  under  my  personal  ob- 
servation, in  which  the  cause  cannot  be  dem- 
onstrated by  clinical  examination,  cystoscopy, 
or  otherwise.  Repeated  analyses  reveal  no 
urinary  abnormality.  The  only  symptoms  of 
which  the  patients  complain  are  the  discom- 
forts and  annoyances  incident  1o  frequency 
of  urination.  In  this  group  1 have  found  no 
pathology  corresponding  with  the  clinical 
symptoms.  The  following  case  is  fairly  rep- 
resentative of  this  group. 

Mrs.  E.  F.,  aged  thirty-six,  otherwise 
healthy,  at  frequent  intervals  had  urinary  fre- 
quency and  slight  tenesmus  persisting  four  or 
five  days  at  a time.  She  had  been  married  fif- 
teen years  and  had  borne  two  children.  Her 
pelvic  organs  were  normal.  The  menopause 
occurred  two  years  previously.  She  had  been 
repeatedly  examined  by  internists,  neurolo- 
gists and  other  specialists  and  no  abnormality 
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discovered.  1 had  examined  her  cystoscopical- 
ly  on  several  occasions  but  could  find  nothing 
to  account  for  the  symptoms  of  which  she  com- 
plained. The  bladder  was  normal  and  the 
blood  and  spinal  fluid  Wassermann  reaction 
negative.  On  ureteral  catheterization  the 
urine  from  both  kidneys  was  normal  and  cul- 
tures proved  negative. 

Five  years  ago  this  patient  visited  an  east- 
ern urologist  who  made  the  diagnosis  of  bi- 
lateral ureteral  stricture.  After  several  “di- 
latations” she  was  dismissed  from  the  hospital 
as  “cured”, — but  she  was  only  temporarily 
“relieved.” 

In  none  of  my  examinations  was  there  any 
obstruction  found  in  either  ureter,  a No.  6 
catheter  being  easily  introduced.  The  patient 
was  not  hypersensitive  to  instrumentation. 

In  several  instances  urethral  stenosis,  over- 
looked by  those  who  had  previously  examined 
and  treated  the  patients,  accounted  for  the 
dysuria,  frequency  and  tenesmus  present. 
Prompt  subsidence  of  symptoms  followed  dila- 
tation of  the  strictures.  In  these  cases,  also, 
the  urine  was  negative  and  no  other  pathology 
existed  anywhere  in  the  urogenital  tract.  The 
appended  case  history  illustrates  the  point  I 
wish  to  emphasize : 

Mrs.  M.  T.,  aged  fifty-eight,  had  complain- 
ed of  exacerbations  of  severe  tenesmus  which 
required  the  administration  of  opiates,  and 
also  urinary  frequency,  four  or  five  times  a 
year  extending  over  a period  of  eighteen 
years.  Her  urine  had  been  repeatedly  exam- 
ined with  negative  results.  Her  blood  and 
spinal  fluid  Wassermann  reaction  was  also 
negative.  She  had  been  treated  in  the  usual 
way  by  internal  medication  by  different  in- 
ternists, with  subsidence  of  symptoms  for  two 
or  three  weeks,  but  recurrence  invariably  en- 
sued. 

When  the  patient  came  under  my  observa- 
tion, which  was  during  the  last  attack,  she 
had  been  suffering  constantly  for  three 
months.  She  was  very  sensitive  to  instrumen- 
tation, in  fact  slight  urethral  dilatation  was 
necessary  before  the  cystoscope  could  be  intro- 
duced. No  vesical  pathology  was  discovered 
except  slight  trabeculation.  Two  days  after 
cystoscopy,  when  she  returned  for  observa- 
tion, all  the  clinical  symptoms  had  subsided. 

In  this  case  I am  certain  the  symptoms  were 
due  to  the  slight  urethral  stenosis.  The  ure- 
thra was  dilated  on  five  or  six  occasions  and 
there  has  been  no  recurrence  of  symptoms. 
Three  years  have  now  elapsed  and  the  patient 
has  remained  perfectly  well 

In  a number  of  cases,  three  of  which  came 
under  my  observation  within  the  last  year,  ur- 
inary frequency  had  existed  for  periods  rang- 
ing from  one  to  three  years.  The  causative 
factor  was  found  to  be  urethral  caruncles 


just  within  the  meatus  urinarius  which  had 
been  overlooked  in  previous  examinations.  No 
other  abnormality  was  discovered,  and  the 
symptoms  promptly  subsided  following  re- 
moval of  the  caruncles. 

Patients  with  disease  of  the  pelvic  organs 
often  have  exacerbations  of  urinary  frequen 
cy,  although  the  urine  is  perfectly  normal. 
One  may  be  completely  at  sea  even  after  cys-  ^ 
toscopic  examination,  since  no  vesical,  ure- 
thral, ureteral  or  renal  pathology  can  be  dis- 
covered. In  such  cases  urinary  frequency 
may  be  due  to  mechanical  pressure  from  one 
of  the  pelvic  organs.  The  subjoined  case  il 
lustrates  this  point: 

Mrs.  D.  0.,  aged  forty,  mother  of  three  chil- 
dren, had  been  treated  three  months  by  a 
southern  gynecologist  for  cystitis.  The  pa- 
tient came  to  Louisville  and  was  referred  to 
me  for  continuation  of  the  treatment.  She 
complained  of  pain,  urinary  frequency  and 
tenesmus. 

Examination  disclosed  prolapse  of  the  liter 
us  with  pressure  on  the  urethra.  No  other 
pathology  -was  found.  The  urine  was  prac- 
tically normal,  and  the  Wassermann  reaction 
negative.  She  was  operated  upon  by  a local 
surgeon  for  the  uterine  prolapse  and  has  had 
no  further  urinary  symptoms. 

DISCUSSIONS 

Irvin  Abell:  I cannot  add  anything  of  value 
to  what  Dr.  Hoffman  has  given  us  in  his  paper 
concerning  the  urinary  frequency  of  women. 
His  comprehensive  review  of  the  various  condi- 
tions, both  constitutional  and  local,  involving 
the  genito-urinary  tract  and  adjacent  structures 
is  so  complete  that  it  brings  to  mind  quite  forci- 
bly the  necessity  of  an  extremely  careful  and 
painstaking  examination  to  determine  the  cause 
of  urinary  frequency. 

As  to  treatment:  This  must  depend  entirely 
upon  the  diagnosis  and  determination  of  the 
causative  factors.  Unless  one  is  so  situated  that 
the  various  procedures  Dr.  Hoffman  has  out- 
lined can  be  undertaken,  it  is  quite  probable 
that  the  diagnosis  may  be  entirely  missed,  and 
yet  few  of  the  body  systems  permit  of  such 
thorough  study  as  does  the  female  urogenital 
tract  and  as  I see  it  the  most  important  deduc- 
tion to  be  drawn  from  Dr.  Hoffman’s  paper  is 
that  with  proper  study  a correct  diagnosis  can  be 
reached  in  80%  of  such  cases. 

I was  greatly  interested  in  the  group  of  cases 
he  mentioned,  comprising  15  to  20  per  cent  of 
those  coming  under  his  observation,  in  which  he 
was  unable  to  determine  the  cause  of  the  urin- 
ary symptoms.  That  is  the  class  we  have  been 
accustomed  to  designate  as  neurotic,  that  is  to 
say  when  we  cannot  ascertain  the  actual  cause 
of  the  urinary  frequency  we  have  been  in  the 
habit  of  placing  this  designation  upon  them. 

Certainly  it  is  true  that  in  some  cases  women 
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who,  from  a physical  examination,  are  abso- 
lutely normal  suffer  intensely  from  urinary  fre- 
quency, and  in  my  own  experience  it  has  been 
difficult  to  offer  them  much  relief.  I would  like 
for  Dr.  Gardner  to  tell  us  his  impressions  and 
what  treatment  he  would  recommend  in  that  par- 
ticular group. 

I certainly  appreciated  the  most  excellent  pa- 
per the  essayist  presented  and  wish  to  thank  him 
for  it. 

Stephen  C.  McCoy:  I appreciate  the  excellent 

paper  Dr.  Hoffman  has  given  us.  Urinary  fre- 
quency is  a common  complaint  among  women, 
and  not  infrequently  the  cause  lies  outside  the 
genito-urinary  tract. 

Bugbee,  in  1916,  reported  before  the  Ameri- 
can Medical  Association  one  thousand  cases  of 
urinary  frequency  in  females  of  all  ages,  and 
tabulated  the  causative  factors.  The  greatest 
number  occurred  between  the  ages  of  twenty  and 
thirty  years,  and  urethritis  and  trigonitis  were 
among  the  most  frequent  causes. 

As  the  essayist  has  stated,  the  determination  of 
a definite  causative  factor  of  urinary  frequency 
is  sometimes  a difficult  problem.  Where  lesions 
exist  in  the  lower  urinary  tract,  they  may  be 
readily  discovered  under  direct  vision  with  the 
urethroscope  or  cystoscope;  and  the  ureteral 
catheter  is  of  great  assistance  in  determining 
the  presence  of  lesions  in  the  upper  urinary  tract 
that  might  be  the  cause  of  urinary  frequency. 
There  will  still  remain,  however,  as  Dr.  Hoffman 
has  shown,  a certain  group  in  which  no  definite 
cause  for  the  frequency  can  be  discovered.  In 
that  type  a competent  neurologist  should  be 
called  to  examine  the  patient.  Quite  often  ex- 
tremely nervous  or  so-called  neurotic  women 
complain  of  urinary  frequency,  where  careful 
urological  examination  discloses  no  pathology. 
The  neurlogist  would,  it  seems  to  me,  be  able  to 
render  valuable  assistance  in  such  cases. 

I want  to  thank  Dr.  Hoffman  for  the  concise 
manner  in  which  he  presented  the  subject. 

John  T.  Bate:  I have  enjoyed  the  compre- 
hensive paper  of  Dr.  Hoffman.  One  other  cause 
of  urinary  frequency  in  women  might  be  added, 
i.  e.,  the  presence  of  a suburethral  abscess  or  in- 
fected diverticulum.  When  seen  the  patient  has 
usually  been  treated  for  an  irritable  bladder  for 
years.  When  the  pouch  is  filled  with  pus,  it  can 
be  felt  as  a “cushiony”  thickening  between  the 
urethra  and  the  vaginal  wall.  Pus  can  be  ex- 
pressed from  the  urethra,  although  there  are  no 
evidences  of  acute  urethritis.  A catheterized 
specimen  of  urine  may  contain  no  pus.  If  the 
sac  is  empty  the  opening  into  the  urethra  must 
be  discovered  by  urethroscopic  examination. 

These  abscesses  are  usually  lined  with  epithel- 
ium and  are  to  be  distinguished  from  small  acute 
abscesses  in  the  lacunae  of  Morgagni. 

Frank  T.  Fort:  Dr.  Hoffman  has  given  us  a 

very  practical  paper.  Frequency  of  urination  is 


something  with  which  any  one  in  the  practice  of 
medicine  may  be  confronted  at  any  time.  The 
subject  is  therefore  interesting  to  the  internist, 
the  surgeon,  the  neurologist,  the  pediatrician, 
etc.,  as  any  of  us  are  likely  to  encounter  such 
cases  occasionally.  There  arc  so  many  phases 
of  this  subject  that  it  is  not  surprising  Dr.  Hoff- 
man should  find  10  to  20  per  cent  of  cases  that 
had  to  be  classified  as  idiopathic.  Neurotic  wom- 
en especially  often  complain  of  distressing  urin- 
ary frequency  for  which  no  definite  cause  can 
be  found. 

I have  no  doubt  that  diet  plays  some  part  in 
the  production  of  urinary  frequency.  I do  not 
recall  that  Dr.  Hoffman  mentioned  this  feature 
in  his  paper.  When  no  other  cause  is  disclosed 
by  careful  investigation,  I believe  placing  the 
patient  on  a strict  dietary  regime  might  be  ben- 
eficial. 

I have  recently  had  under  observation  three 
patients,  each  of  whom  had  a small  subserous  or 
interstitial  uterine  fibroma  which  pressed  upon 
the  urinary  bladder  and  caused  an  annoying  fre- 
quency of  urination.  The  cause  had  been  un- 
recognized by  one  or  two  other  physicians  who 
had  previously  examined  the  patients.  The 
symptoms  subsided  after  enucleation  of  the  tu- 
mor or  hysterectomy. 

Urethral  caruncle,  as  stated  by  the  essayist; 
causes  distressing  urinary  symptoms,  and  the 
same  is  true  of  a small  urethral  abscess,  stric- 
ture, or  erosion.  In  some  cases  urinary  fre- 
quency is  purely  hysterical  in  origin.  Uterine 
malposition,  pelvic  adhesions  and  injuries  are 
frequent  causes.  Slight  pelvic  injury  may  cause 
reflex  irritation  accompanied  by  urinary  fre- 
quency. In  many  instances  I believe  the  cause 
is  reflex  rather  than  direct. 

W.  Edgar  Falli*:  I want  to  express  my  appre- 

ciation of  Dr.  Hoffman’s  splendid  paper.  The 
subject  of  urinary  frequency  is  especially  inter- 
esting to  gynecologists.  It  is  my  opinion  that  in 
many  of  the  cases  classified  as  idiopathic  the 
cause  of  the  urinary  frequency  can  be  deter- 
mined by  careful  examination  of  the  genitalia, 
especially  in  women  who  have  sustained  more  or 
less  laceration  of  the  soft  tissues  during  child- 
birth. I have  often  seen  women  who  complained 
of  vesical  symptoms  following  labor  where  there 
was  apparently  no  external  evidence  of  lacera- 
tion, yet  examination  disclosed  a definite  uterine 
prolapse  with  pressure  upon  the  bladder.  If  the 
patient  has  a neurotic  tendency,  no  one  can  esti- 
mate how  much  damage  may  be  done  nor  how 
often  urination  may  become  necessary  in  conse- 
quence of  a comparatively  slight  laceration  and 
the  irritation  thus  produced  in  this  particular 
type  of  patient. 

Guy  P.  Grigsby:  I simply  want  to  emphasize 

what  Dr.  Fallis  has  said.  He  has  expressed  my 
views  exactly  and  in  a much  better  way  than  I 
could  have  done. 
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On  two  occasions  quite  recently  I have  en- 
countered patients  with  small  cystoceles  and 
moderate  uterine  prolapse  who  complained  of 
distressing  urinary  frequency.  After  exhaust- 
ing all  other  means  of  arriving  at  the  cause,  re- 
pair of  the  cystoceles  afforded  complete  relief. 

There  is  one  other  class  of  cases  about  which 
I wish  the  essayist  would  speak  in  closing,  that  is 
patients  with  leakage  of  urine,  or  involuntary 
urination  when  the  individual  coughs  or  sneezes. 
This  type  of  leakage  is  not  dependent  upon  the 
amount  of  urine  present  in  the  vesical  cavity  at 
the  time.  I have  seen  two  or  three  such  cases 
recently  in  which  no  cause  whatever  could  be 
discovered,  either  from  a neurological  viewpoint 
or  investigation  of  the  genito-urinary  tract.  In 
one  instance  relief  was  obtained  by  a simple  op- 
eration devised  by  Dr.  Howard  Kelly,  that  is 
plicating  the  internal  sphincter.  It  is  a simple 
procedure  and  produced  complete  relief  in  this 
case. 

Oscar  O.  Miller:  Fortunately  the  average  case 

of  pulmonary  tuberculosis  is  not  complicated  by 
tuberculosis  of  the  kidney  and  urinary  frequency. 
Usually  by  the  time  I see  the  patient  unilateral 
nephrectomy  has  already  been  performed  and 
he  is  suffering  from  vesical  tuberculosis  with  the 
attendant  distressing  symptoms.  In  such  cases 
we  have  secured  some  favorable  results  by  tu- 
berculin injections,  rest,  routine  care,  and  helio- 
therapy. They  are  tedious  cases  of  long  dura- 
tion and  improvement  is  ordinarily  slow.  Re- 
cently we  have  been  administering  strychnine  in 
l-30th  grain  doses  in  a case  of  this  type. 

Women  with  tuberculosis,  and  a weakened 
sphincter,  frequently  have  urinary  incontinence 
during  the  act  of  coughing.  Such  cases  are  rath- 
er distressing  and  relief  cannot  be  obtained  by 
the  administration  of  urinary  antiseptics  or  other 
drugs. 

W.  E.  Gardner:  In  regard  to  the  neurologi- 

cal aspects  of  urinary  frequency  in  women  I still 
believe  there  will  be  found  a considerable  num- 
ber of  patients  in  whom  the  urinary  symptoms 
must  be  considered  of  neurotic  origin.  In  such 
cases  the  most  painstaking  examination  by  in- 
ternists and  urologists  has  revealed  no  patho- 
ogy  about  the  urogenital  tract  to  account  for 
the  symptoms.  The  fact  that  the  urinary  fre- 
quency is  so  frequently  relieved  by  the  admin- 
istration of  small  doses  of  the  bromides  is  furth- 
er evidence  tending  to  show  the  neurotic  origin. 
These  neurotic  individuals  are  very  sensitive  and 
highly  susceptible  to  slight  irritation  particularly 
about  the  urogenital  tract.  I think  in  a certain 
number  of  cases,  where  surgeons  and  urologists 
can  find  no  pathological  cause  for  the  symptoms, 
we  will  still  have  to  consider  them  as  being  of 
neurotic  origin. 

Claude  G.  Hoffman  (in  colsing)  : I thank  the 
gentlemen  for  their  liberal  discussion  of  my  pa- 
per. The  subject  of  urinary  frequency  in  women 


is  so  extensive,  and  the  causative  factors  so  num- 
erous, that  the  details  of  every  phase  could  not 
be  considered  in  a short  paper. 

The  most  important  point  to  be  emphasized  is: 
that  in  the  greater  proportion  of  cases  the  cause 
of  urinary  frequency  can  be  found  if  diligently 
sought.  Not  many  years  ago  it  was  thought  the 
cause  of  certain  cases  of  hematuria  could  not  be 
determined.  We  now  realize  this  was  merely  a 
confession  of  our  ignorance.  The  same  state- 
ment will  apply  to  urinary  frequency:  careful 
search  will  in  almost  every  case  reveal  the 
cause. 

One  patient  mentioned  in  the  paper  had  com- 
plained of  urinary  frequency  at  intervals  for 
eighteen  years;  she  had  been  examined  by  many 
physicians  who  discovered  no  cause  for  the 
symptoms;  she  had  been  treated  by  the  adminis- 
tration of  various  drugs  without  permanent  re- 
lief. When  she  returned  two  days  after  the  first 
cystoscopy  the  symptoms  had  entirely  disappear- 
ed. I have  seen  many  other  patients  with  urin- 
ary frequency  due  to  slight  degrees  of  urethral 
stenosis,  and  after  this  had  been  properly  treat- 
ed the  symptoms  subsided. 

Many  of  the  simple  things  are  overlooked  in 
examination  of  the  patient.  Most  women  with 
urinary  frequency  first  apply  to  the  family  phy- 
sician for  advice.  Without  investigation  he  con- 
cludes the  symptoms  are  due  to  cystitis,  or  that 
the  patient  is  a neurotic,  and  prescribes  accord- 
ingly. No  relief  being  obtained  the  woman  then 
consults  another  physician  and  the  procedure  is 
repeated.  The  cause  of  the  symptoms  remains 
undiscovered  until  long  afterward  when  the  pa- 
tient reaches  the  urologist  and  is  carefully  ex- 
amined with  urethroscope,  cystoscope,  etc. 

Another  patient  mentioned  in  the  paper  had 
been  treated  several  months  by  a prominent  gyn- 
ecologist in  the  south  for  cystitis.  She  complain- 
ed of  pain,  urinary  frequency  and  tenesmus. 
Examination  disclosed  prolapse  of  the  uterus. 
Cystoscopically  the  only  pathology  was  mild  trig- 
onitis. The  patient  was  referred  to  a Louisville 
surgeon  who  operated  for  the  uterine  prolapse 
following  which  the  urinary  symptoms  subsided. 

Referring  to  the  remarks  of  Dr.  Grigsby:  I 
confess  that  I do  not  know  wnat  causes  the  in- 
voluntary discharge  of  urine  during  paroxyms 
of  coughing,  sneezing,  etc.  I have  encountered 
quite  a number  of  cases  of  that  type,  and  as  no 
definite  cause  could  be  discovered,  I have  classed 
them  in  the  neurotic  group. 

Dr.  Fallis  spoke  of  lacerations  during  child- 
birth as  a cause  of  urinary  frequency:  His  point 
is  excellent  and  emphasizes  the  fact  that  there 
should  be  closer  co-operation  between  the  gyne- 
cologist and  urologist.  Some  of  the  women  I 
have  seen  with  urinary  frequency  had  laceration 
of  the  entire  pelvic  floor.  After  proper  surgi- 
cal repair  the  urinary  symptoms  subsided.  I 
have  seen  multiparous  women  over  forty-five,  i. 
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e.,  passed  the  menopause,  who  had  no  control 
over  their  urinary  apparatus.  These  cases  I at- 
tributed to  general  muscular  relaxation  follow- 
ing injuries  to  the  soft  tissues  during  childbirth. 

INFECTIONS  OF  THE  HAND.* 

By  Ira  N.  Kerns,  Louisville. 

At  the  present  time  there  is  probably  no 
subject  which  is  attracting  more  attention, 
both  from  the  medical  profession  and  the 
laity,  than  that  of  industrial  surgery.  Many 
new  books  have  been  published  upon  this  sub- 
ject, many  compensation  laws  for  the  working 
man  have  been  enacted,  and  all  larger  indus- 
trial plants  have  been  reorganized  to  meet  the 
new  conditions.  I therefore  would  call  your 
attention  to  one  frequent  and  very  important 
injury,  with  which  we  are  all  brought  con- 
stantly in  touch,  namely,  infections  of  the 
hand. 

Infections  of  the  hand  are  seen  in  all  walks 
of  life,  from  the  richest  to  the  poorest,  in  pri- 
vate life  as  well  as  industrial,  by  the  general 
practitioner  and  the  surgeon.  Inasmuch  as 
the  hand  is  one  of  the  principal  members  of 
the  body,  the  resulting  disabilities,  both  tem- 
porary and  permanent,  are  often  of  a far- 
reaching  character,  on  account  of  contracted 
tendons,  ankylosed  joints,  etc.,  as  well  as  the 
general  depleted  conditions  of  the  patient 
from  having  been  through,  very  oftimes,  a 
severe  general  infection,  if  he  has  been  for- 
tunate enough  to  escape  death. 

Causative  Factors:  All  forms  of  trauma 
play  a part  in  this  condition  from  the  simplest 
pin-scratch  to  the  most  crushing  injuries, 
abrasions,  lacerations,  punctures,  penetrating 
wounds,  etc.  These  represent  the  general 
ways  of  infections.  The  principal  factor  in 
most  cases  is  neglect.  The  patient  suffers 
some  trivial  injury,  no  attention  is  paid  to  it 
on  account  of  its  supposed  trifling  nature,  and 
in  many  cases  we  have  some  of  our  severest 
infections  established  to  a high  degree  when 
the  patient  is  first  seen.  It  is  a well  known 
fact  that  deeper,  longer  and  more  gaping 
wounds  that  bleed  freely  are  far  less  likely  to 
cause  infection  than  the  preceding.  Bruising 
alone  without  breaking  of  the  skin  is  respon- 
sible for  a small  group  of  cases.  Certain  oc- 
cupations predispose  to  rapid  and  severe  in- 
fections on  account  of  the  hands  being  exposed 
to  infectious  material.  The  infection  may 
lead  to  palmar  abscesses  with  extension  into 
the  arm.  with  generalized  conditions  such 
as  lymphangitis,  general  sepsis,  metastatic 
rheumatism,  osteomyelitis,  endocarditis,  and 
many  other  complications.  In  the  more  ser- 
ious cases  which  are  seen  at  the  time  of 
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the  accident,  these  possible  complications 
are  anticipated  to  a great  degree  by 
the  proper  methods  of  first  attention, 
and  to  a great  extent  the  writer  is  safe  in 
saying  that  the  danger  of  severe  complica- 
tions varies  in  an  inverse  ratio  with  respect 
to  the  injury,  in  other  words,  the  more  ser- 
ious the  injury  the  quicker  the  first  attention. 

The  principal  infecting  organisms  are  the 
staphylococcic,  streptococcic  and  anerobic 
groups  with  their  variations. 

Anatomy  and  Pathology:  In  considering 

the  anatomy  and  pathology  of  infections  of 
the  hand,  pus  may  give  rise  to  sui  erf icial  and 
deep  infections.  Under  superficial  infections 
are  grouped  the  felons,  infections  of  the  con- 
nective tissue  closed  space  that  forms  the  tip 
of  the  front  of  the  fingers,  paronychia,  or 
“run  around”,  infection  of  the  epithelial 
space  at  the  sides  or  base  of  the  nail,  sub- 
epithelial  abscess,  a purulent  collection  usual- 
ly at  the  finger  tips,  carbuncles,  etc. 

Deep  Infections : Lymphangitis,  tenosynov- 
itis, fascial  space  infections,  of  which  there  are 
six  well  defined  spaces  capable  of  harboring 
pus,  dorsal  subcutaneous,  an  extensive  area 
over  the  extensors  over  the  back  of  the  hand. 
Dorsal  aponeurotic,  shaped  like  a cone  with 
the  small  end  at  the  wrist  and  the  broad  end 
at  the  knuckles  and  lying  between  the  exten- 
sor tendon  and  the  metacarpals.  Hypothenar, 
localized  on  the  ulnar  and  pus  here  tends  to 
come  to  the  surface.  Thenar,  on  the  radial 
side  of  the  middle  metacarpal  lying  deeply  in 
the  palm  and  just  over  the  abductor  muscle. 
Middle  palmar,  between  the  metacarpals  and 
deep  flexor  tendons  reaching  from  the  middle 
metacarpal  and  overlapped  by  the  ulnar  bur- 
sa and  separated  from  the  thenar  space  by  a 
firm  partition  except  at  the  proximal  end, 
where  a small  isthmus  leads  under  the  ten- 
dons and  ulnar  bursa  into  the  forearm.  Web 
space,  subcutaneous  at  the  web  of  the  palm 
with  prolongation  into  the  lateral  margins  of 
the  fingers. 

Prophylaxis  and  Treatment : It  is  a rather 
safe  plan  to  regard  all  wounds  of  the  hand 
from  any  source  as  infected  and  attempt  to 
obtain  the  best  conditions  possible  for  heal- 
ing. For  antiseptic  purposes  iodine  probably 
ranks  first  as  the  oldest  general  first  aid 
agent,  although  there  are  other  agents  such  as 
dichloramin  T,  mercurochrome  and  several 
others  developed  during  and  since  the  late 
war  which  have  their  adherents.  The  cut- 
ting away  of  devitalized  tissues  as  much  as 
possible  from  the  crushing  wounds  together 
with  the  cleansing  of  the  field  with  antiseptics 
and  approximation,  or  leaving  open,  as  the 
case  may  be.  Antitetanic  serum  as  indicated. 

Adequate  drainage,  when  needed,  as  in 
punctured  wounds;  for  the  gaping  wounds 
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cleansing  and  approximations.  Many  of  these 
cases  at  the  first  dressing  are  seen  in  an  act- 
ive state  of  infection,  when  it  becomes  a ques- 
tion of  abscess  formation,  with  or  without  gen- 
eral infection. 

Localization  of  abscesses,  incision  and  drain- 
age with  irrigation  by  one  of  the  chlorine 
preparations  moist  heat,  soaking  the  part  con- 
tinuously in  hot  water,  give  relief  in  a great 
many  cases.  The  writer  has  designed  for  his 
own  use  a very  simple  and  inexpensive  way  tp 
obtain  continuous  heat,  namely,  putting  an 
electric  hot  plate  under  the  ordinary  arm 
bath  in  general  hospital  use.  It  is  very  easy 
for  the  patient  to  regulate  the  temperature  of 
the  water  with  the  ordinary  socket  switch  as 
a control.  Passive  motion  of  the  parts  where 
indicated  in  order  to  obviate  as  much  as  pos- 
sil'e  a stiff  joint,  etc.  Symptomatic  treatment 
of  systemtic  disturbances;  a good  nourishing 
diet  is  also  an  essential.  For  the  blood  stream 
infections  which  very  often  complicate,  the 
serums  have  been  found  of  very  considerable 
value  along  with  the  mercury  preparations 
and  the  anilines  administered  intravenously. 

Complications  and  Sequelae : Under  this 
heading  from  the  series  of  infections  we  find 
contracted  tendons,  stiffened  joints  of  all  de- 
grees, articular  rheumatism,  endocarditis,  and 
many  other  complications  which  call  for  spec- 
ial attention,  many  patients  being  left  with 
some  permanent  disability  from  what  at  the 
outset  appeared  to  be  some  trivial  injury,  and 
very  often  taxing  one’s  ingenuity  to  the  ut- 
most to  obtain  satisfactory  results. 

Results : Under  this  heading,  while  many  a 
case  has  resulted  in  permanent  injuries  of 
all  degrees  from  these  infections,  and  it  be- 
comes a question  of  the  amount  of  compensa- 
tion to  which  the  patient  may  be  entitled  at 
the  hand  of  the  various  compensation  boards, 
it  is  surprising  to  note  what  has  been  accom- 
plished with  modern  methods,  such  as  exer- 
cise, passive  movements,  the  breaking  up  and 
manipulations  of  stiff  joints  and  re-education 
of  the  affected  member,  together  with  the  use 
of  diathermy,  heat  in  various  forms  including 
ultraviolet,  faradic  current,  etc.,  as  the  case 
may  require,  and  to  a great  degree  the  amount 
of  disability  varies  with  the  perseverance  and 
co-operation  of  the  patient. 

DISCUSSIONS 

John  R.  Wathen:  Dr.  Kerns  has  given  us  a 
very  timely  and  practical  paper.  It  is  especially 
interesting  to  a society  of  this  kind,  because 
many  of  us  engaged  in  general  surgical  practice 
do  not  often  come  in  contact  with  the  conditions 
he  has  described. 

I would  like  to  emphasize  a few  points  the  es- 
sayist has  made.  Infections  of  the  hand  are  of 
much  greater  importance  than  we  formerly  be- 
lieved. Quite  recently  a prominent  eastern  sur- 


geon published  an  article  on  industrial  surgery, 
and  I was  surprised  at  the  mortality  of  hand  in- 
fections as  shown  by  his  statistics.  By  handling 
the  situation  along  the  lines  suggested  by  Dr. 
Kerns,  the  mortality  from  hand  infections  in 
the  future  will  be  greatly  reduced,  resulting 
deformities  will  be  minimized,  and  a lesser  num- 
ber of  cases  will  have  to  be  considered  by  the 
compensation  boards. 

People  are  beginning  to  realize,  as  Dr.  Kerns 
has  well  said,  that  the  dangers  of  hand  infec- 
tions are  in  direct  proportion  to  the  time  the 
surgeon  sees  them.  Severe  injuries  of  the  hand 
receive  prompt  attention,  and  such  cases  seldom 
become  infected,  because  there  is  an  open  wound 
which  bleeds  freely  and  proper  local  antiseptic 
treatment  can  be  applied.  The  most  dangerous 
type  of  hand  injury  is  the  so-called  trivial  wound, 
often  so  insignificant  that  first  attention  meas- 
ures are  neglected  or  considered  unnecessary. 
Infection  of  the  wound  later  occurs  and  the  re- 
sults are  sometimes  disastrous.  While  it  is  true 
we  are  better  prepared  than  we  formely  were  to 
handle  all  kinds  of  traumatic  injuries,  industrial 
and  otherwise,  people  should  be  educated  to  ap- 
ply to  the  surgeon  promptly  whether  the  injury 
be  serious  or  trivial,  and  this  is  particularly  im- 
portant in  wounds  of  the  hand. 

Small  punctured  wounds  of  the  hand,  and  es- 
pecially involving  the  palm,  should  always  be 
given  prompt  attention.  Such  cases  may  be- 
come very  serious  if  infection  occurs.  In  all 
punctured  wounds  I believe  we  should  use  novo- 
caine  more  frequently  than  has  been  our  cus- 
tom. Under  local  anesthesia  we  can  elevate  the 
injured  area  with  small  forceps,  then  with  a 
sharp  knife  dissect  away  the  damaged  tissue  and 
apply  a suitable  antiseptic,  leaving  the  wound 
open  to  heal  from  the  bottom.  By  following  this 
plan  of  management  I believe  the  number  of  in- 
fections would  be  greatly  reduced.  The  older 
plan  of  treatment  was  simply  to  make  local  ap- 
plications to  the  surface  and  await  results.  We 
have  long  since  learned  the  fallacy  of  such 
measures.  We  must  dissect  away  the  injured  tis- 
sue and  then  apply  antiseptic  treatment.  Novo- 
caine  offers  a splendid  means  to  accomplish  this, 
and  we  can  also  apply  tincture  of  iodine  without 
discomfort  to  the  patient. 

When  people  engaged  in  industrial  pursuits  are 
made  to  realize  the  advantages  of  early  treat- 
ment of  hand  injuries,  the  frequency  of  infec- 
tion will  be  reduced  and  the  mortality  from  this 
cause  will  change  from  high  to  low. 

George  A.  Hendon:  Dr.  Kerns  has  introduced 

a very  important  subject.  Hand  injuries  and  in- 
fections have  not  heretofore  been  accorded  the 
consideration  they  deserve. 

In  wounds  of  the  palm  of  the  hand  it  is  best, 
in  my  opinion,  to  avoid  suturing  altogether.  The 
wound  should  be  approximated  and  dressed  with- 
out suture. 
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In  incised  and  lacerated  wounds  of  the  hand, 
and  more  especially  of  the  palmar  surface,  the 
wound  should  be  left  open  for  drainage,  the  hand 
immersed  in  warm  water,  the  water  being  fre- 
quently changed,  no  effort  being  made  to  ap- 
proximate the  wound  until  one  is  convinced  that 
contamination  has  been  reduced  to  the  point 
where  it  will  not  cause  infection. 

In  extensive  wounds  of  the  hand  the  use  of 
the  little  finger  as  a graft  is  the  most  advan- 
tageous plan  because  the  individual  can  get  along 
very  well  without  the  little  finger.  After  re- 
moval of  the  bone  a wide  skin  flap  can  be 
brought  downward  over  the  wound  and  healing 
rapidly  occurs.  In  various  gunshot  wounds  of 
the  hand  skin  grafting  is  often  advisable. 

It  is  a matter  of  universal  knowledge  that  in- 
fected wounds,  of  the  thumb  and  little  finger  are 
attended  by  the  greatest  danger,  because  infec- 
tion involving  the  tendon  sheathes  of  these  fin- 
gers is  more  likely  to  progress  downward  into 
the  palm  of  the  hand  and  produce  palmar  ab- 
scess which  is  one  of  the  most  disabling  and  per- 
sistent lesions  we  have  and  so  frequently  results 
in  loss  of  function  of  the  hand.  It  is  always  a 
confession  of  inadequacy  of  the  surgical  proced- 
ure to  use  drainage,  i.  e.,  to  make  an  opening 
and  insert  gauze,  rubber  or  any  other  drainage 
material.  Whenever  you  do  that  you  confess 
that  you  have  not  made  your  incision  sufficiently 
extensive,  that  you  have  not  completely  uncov- 
ered the  infected  areas.  Careful  dissection 
should  be  made,  as  suggested  by  Dr.  Wathen, 
avoiding  injury  to  the  tendon  sheath,  leaving  the 
wound  open  to  heal  from  the  bottom.  If  infec- 
tion involves  the  tendon  sheath  it  is  quite  like- 
ly to  extend  to  the  joint.  It  is  always  advisable 
to  leave  the  wound  open  after  extensive  opera- 
tion on  the  hand.  Usually  infection  extends 
from  the  hand  to  the  fingers,  sometimes  upward 
along  the  arm,  in  other  cases  in  both  directions. 

If  wounds  of  the  palmar  surface  are  kept  open 
and  the  hand  immersed  in  warm  water,  the 
wound  being  left  open  for  drainage,  this  will 
nearly  always  bring  about  the  desired  results. 

J.  Garland  Sherrill:  One  of  the  earliest  fav- 

orable comments  I ever  received  was  concerning 
a brief  paper  giving  some  advice  on  the  treat- 
ment of  local  injuries  of  the  hand.  I do  not 
know  that  I would  give  the  same  advice  today  as 
I did  then.  In  those  days  I found  that  a very 
good  plan  of  treatment  was  to  cleanse  the 
wound,  remove  foreign  particles,  applying  proper 
dressing  around  the  digits,  etc.,  and  use  com- 
pound tincture  of  benzoin.  Comments  on  this 
publication  were  received  from  all  over  the 
world,  showing  that  hand  injuries  were  consid- 
ered important  by  all  authorities. 

I would  not  now  advise  the  benzoin  treatment, 
but  have  found  that  these  wounds  kept  dry  and 
sealed  to  prevent  bacterial  growth  get  well. 
Some  of  these  wounds  left  open  heal  nicely  after 


cleansing.  * 

My  opinion  is  we  ought  to  preserve  every  par- 
ticle of  tissue  about  the  hand  possible.  The  tis- 
sue can  in  some  cases  be  trimmed  afterward  to 
better  advantage  than  at  the  time  of  the  pri- 
mary injury.  The  main  thing  is  not  only  to 
cleanse  the  wound  itself  but  also  the  tissue 
around  it.  I believe  in  the  majority  of  instances 
better  results  can  be  secured  by  the  dry  method 
of  treatment  than  by  the  moist.  In  some  cases 
where  infection  is  marked  it  is  necessary  to 
change  from  the  moist  to  the  ary  plan  of  treat- 
ment. After  the  wound  is  dressed  if  it  is  pain- 
ful, one  should  always  investigate.  The  reason 
for  pain  is  that  infectious  material  causes  ex- 
treme irritation  to  the  nerve  endings.  A clean 
wound  properly  di’essed  should  not  be  painful. 
The  large  blood  supply  and  the  presence  of  filth 
and  dirt  are  the  things  that  make  wounds  of  the 
hand  painful. 

In  my  opinion  every  patient  with  a contused, 
lacerated  or  punctured  wound  of  the  hand 
should  immediately  be  given  1500  units  of  anti- 
tetanic  serum.  The  value  of  this  was  so  well 
proven  by  results  during  the  war  that  no  surgeon 
should  take  the  responsibility  of  treating  wounds 
of  the  hand  without  administering  antitetanic 
serum.  We  cannot  afford  to  take  the  risk  of 
the  patient  developing  tetanus.  I have  seen  a 
few  patients  with  developed  tetanus  get  well  un- 
der vigorous  treatment,  and  have  seen  a num- 
ber of  others  who  did  not  get  well.  I have 
never  regretted  giving  the  patient  antitetanic 
serum  in  the  presence  of  minor  wounds. 

The  managers  of  manufacturing  plants,  em- 
ploying many  men  who  work  around  machinery, 
do  not  seem  to  appreciate  the  dangers  of  hand 
injuries.  They  should  be  instructed  in  the  prop- 
er care  of  their  employes  in  case  of  injury  to 
prevent  infection  and  later  deformity.  However, 
the  plants  represented  by  Dr.  Kerns  do  take 
proper  care  of  their  men.  It  is  important  that 
men  be  not  worked  overtime  in  factories  and  man- 
ufacturing plants.  When  a man  is  overworked 
he  is  less  apt  to  keep  his  hands  out  of  machin- 
ery. We  should  attempt  to  prevent  accidents 
and  not  confine  our  efforts  entirely  to  the  treat- 
ment of  such  wounds. 

Dr.  Kerns  has  presented  in  a brief  and  con- 
cise way  almost  the  entire  chapter  on  minor  in- 
juries, and  it  is  a very  serious  chapter  because 
nearly  every  man  depends  on  his  hands  for  his 
livelihood  and  they  should  be  kept  in  good  con- 
dition. As  has  been  stated  wounds  of  the  little 
finger  and  thumb  are  most  important  because  of 
the  danger  of  infection  extending  to  the  wrist. 
If  infection  extends  to  the  wrist  one  should  not 
hesitate  to  incise  the  arm  widely  in  order  to  pre- 
vent further  extension. 

In  injuries  of  the  hand  try  to  prevent  infec- 
tion. Bacteria  cannot  grow  in  a dry  wound, 
there  must  be  a certain  amount  of  moisture  for 
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their  propagation. 

Infected  wounds  are  best  treated  by  wide  in- 
cision and  drainage. 

Orville  R.  Miller:  One  point  which  deserves 
greater  emphasis  than  it  has  received  in  the  dis- 
cussion of  Dr.  Kerns’  papers  is  that  after  a 
wound  of  the  hand  has  healed  the  patient  should 
be  treated  by  active  motion  and  even  after  that 
some  form  of  apparatus  may  be  required  to  pre- 
vent deformity.  In  early  cases  where  infection 
does  not  occur  it  may  be  safe  to  dismiss  the  pa- 
tient as  soon  as  the  wound  has  healed.  How- 
ever, I have  seen  patients  with  considerable  con- 
traction of  the  fingers  and  wrist  due  to  the  fact 
that  as  soon  as  the  wound  had  healed  they  were 
dismissed  and  afterward  the  tendons  became  con- 
tracted. Such  results  often  occuned  following 
the  treatment  of  war  injuries,  adhesions  occur- 
ring between  the  tendons  or  tissues  in  the  palm 
of  the  hand.  During  my  service  in  the  army  I 
was  fortunate  enough  to  be  associated  with  the 
surgeon  who  had  charge  of  this  class  of  work. 
Many  plans  were  tried  but  seldom  was  it  possible 
to  secure  a functioning  tendon  of  the  hand  after 
serious  damage.  Under  such  circumstances  the 
hand  should  be  placed  in  such  position  that  it 
will  be  most  useful.  In  many  instances  it  was 
necessary  for  the  patient  to  wear  some  kind  of 
apparatus  after  the  wound  had  healed  to  secure 
the  best  results. 

As  to  the  administration  of  antitetanic  serum 
as  a precautionary  measure  after  injuries:  Not 
long  ago  I saw  an  unfortunate  case  in  consulta- 
tion with  a local  physician  where  a dose  of  an- 
titetanic serum  was  given  and  the  patient  died 
ten  days  afterward.  I have  since  wondered 
whether  or  not  it  would  be  proper  to  give  more 
than  one  dose.  I recall  that  a surgeon  in  the 
British  army  administered  one  dose  of  tetanus 
antitoxin  to  a soldier  who  had  been  shot.  This 
was  given  prior  to  operation  for  the  injury.  The 
soldier  later  developed  tetanus  and  died. 

O.  R.  Reesor:  In  all  injuries  of  the  hand,  or 

any  other  portion  of  the  body  for  that  matter, 
exposure  to  sunlight  is  an  important  feature  of 
the  treatment.  Unfortunately  the  sun’s  rays  are 
not  always  available,  but  we  have  the  next  best 
thing  in  the  quartz  lamp.  This  intensifies  the 
heat  practically  the  same  as  that  which  we  get 
directly  from  the  sun.  In  all  injuries  of  the 
hand,  whether  seen  immediately  or  after  they 
have  become  infected,  it  has  been  my  routine 
practice  for  several  years  to  use  the  alpine  sun- 
light treatment,  and  in  doing  so  the  incidence  of 
infection  has  been  reduced  at  least  fifty  per  cent. 
The  best  results  have  been  secured  where  the 
patient  was  seen  and  treated  soon  after  the  in- 
jury. Even  after  infection  has  resulted  applica- 
tion of  the  alpine  sunlight  will  markedly  reduce 
the  period  of  infection.  In  serious  hand  infections 
free  incision  followed  by  three  to  seven  minutes 
application  of  the  alpine  sunlight  will  reduce 


the  time  of  infection  by  one-half.  I believe  this 
method  of  treatment  also  prevents  or  lessens  the 
tendency  to  adhesions  of  the  tissues  and  subse- 
quent deformity  with  diminished  function. 

The  administration  of  antitetanic  serum  fol- 
lowing injury  is  something  we  should  not  over- 
look. Those  of  you  who  have  ever  had  any  ex- 
perience with  tetanus  are  not  likely  to  forget 
it.  I have  had  the  misfortune  to  see  two  such 
patients,  one  died  and  the  other  recovered,  a 
mortality  of  fifty  per  cent.  The  last  patient  was 
saved.  However,  he  had  a well-developed  case 
of  tetanus.  I do  not  believe  we  are  jusm^d  in 
treating  accidental  injuries,  lacerated  and  punc- 
tured wounds,  etc.,  without  administering  anti- 
tetanic serum,  because  the  danger  is  too  great. 
Practically  ninety  per  cent  of  these  injuries  are 
among  the  working  class  of  people,  employes  in 
factories,  manufacturing  plants  and  elsewhere, 
who  are  naturally  not  sterile  when  they  are  in- 
jured, and  necessarily  we  must  take  greater  pre- 
cautions among  that  class  than  we  would  in  w.e 
better  class  of  patients. 

W.  F.  Stucky:  I would  like  to  ask  a question: 

Is  the  oldfashioned  remedy  which  we  were  sup- 
posed to  use  years  ago,  viz.,  balsam  of  Peru  and 
castor  oil,  now  regarded  of  any  value  in  treat- 
ing injuries  of  the  hand?  My  reason  for  ask- 
ing this  is  an  experience  I had  two  months  ago. 
A young  man  from  Iowa  who  was  here  on  a visit 
had  sustained  an  injury  to  four  of  his  fingers 
in  a printing  press  six  days  before  he  came  here, 
and  his  father,  who  is  a physician,  had  dressed 
the  wounds  with  balsam  of  Peru  and  castor  oil. 
I was  asked  to  examine  and  redress  the  hand.  1 
was  so  surprised  and  pleased  at  the  progress 
the  wounds  of  the  fingers  had  made  that  I con- 
tinued the  dressing,  although  it  had  been  a long 
time  since  I had  used  balsam  of  Peru  and  castor 
oil. 

I would  like  to  know  whether  this  plan  of 
treatment  is  employed  these  days  or  whether  it 
has  been  supplanted  by  more  modern  methods. 

Virgil  E.  Simpson:  In  regard  to  administer- 

ing a second  dose  of  antitetanic  serum:  There  is 
no  danger  of  protein  sensitization  occurring  from 
the  second  dose  of  antitetanic  serum  when  ad- 
ministered as  a sequence  to  the  first  within  ten 
days  interval.  It  is  only  after  a foreign  pro- 
tein has  been  introduced  into  the  blood  stream 
and  sufficient  time  has  elapsed  for  the  cell  fer- 
ments to  develop  great  activity  and  thus  enable 
them  when  the  second  dose  in  introduced  to  di- 
gest toxic  molcules  so  rapidly  that  symptoms  de- 
velop. There  is  no  danger  of  anaphylaxis  oc- 
curring when  one  dose  of  antitetanic  serum  is 
given  when  the  patient  is  first  seen  and  then  in 
three  days  or  five  days  a second  dose  is  intro- 
duced. There  is  danger  of  anaphylaxis  if  the 
patient  is  wounded  say  on  the  fourth  day  of  this 
month  and  antitetanic  serum  is  given,  and  then 
he  receives  another  wound  on  the  fourth  day  of 
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next  month  or  the  month  following  necessitat- 
ing the  administration  of  antitetanic  serum 
again.  So  it  is  always  wise  for  the  surgeon  to 
make  inquiry  of  the  patient  as  to  whether  or  not 
he  has  recently  been  injured  and  if  antitetanic 
serum  has  been  introduced.  After  that  precau- 
tion is  taken  he  then  can  avail  himself  of  such 
means  as  we  possess  which  are  not  so  highly  sat- 
isfactory and  yet  reasonably  so  of  desensitizing 
the  patient  before  he  administers  antitetanic 
serum.  If  the  patient  does  develop  tetanus  fol- 
lowing the  injury  and  also  following  the  adminis- 
tration of  antitetanic  serum  it  is  no  discredit  to 
the  general  procedure  of  the  administration  of 
antitetanic  serum  for  the  prevention  of  tetanus. 
It  simply  means  in  that  particular  case  there 
was  a virulent  type  of  organism,  or  the  organ- 
ism was  planted  in  a position  sufficiently  propi- 
tious for  rapid  ascent  along  the  nerve  path.  In 
other  words,  “the  disease  beats  the  serum.” 

Ira  N.  Kerns  (in  closing)  : I thank  the  gentle- 
men for  their  very  liberal  discussion  of  my  pa- 
per. I tried  to  make  the  paper  as  practical  as 
possible  based  upon  experience,  and  am  glad 
that  my  views  have  met  with  general  accept- 
ance. 

As  to  the  question  of  balsam  of  Peru  and  cas- 
tor oil:  I can  see  no  possible  objecton  to  using 
this  preparation  as  it  may  have  some  influence 
in  promoting  healing.  Many  types  of  ointments 
have  been  recommended  and  -employed  for  the 
healing  of  wounds  after  infection  has  been  over- 
come. 

The  most  important  items  in  the  treatment  of 
hand  infections  are:  first  aid  as  early  as  pos- 
sible, prophylactic  treatment,  symptomatic  treat- 
ment, incision  and  drainage  where  necessary,  the 
application  of  moist  heat  where  indicated,  elec- 
tricity either  in  the  form  of  diathermy  or  other 
types,  the  ultraviolet  ray,  sunlight,  quartz  lamp, 
etc.  All  these  measures  are  useful  in  prevent- 
ing complications.  If  the  patient  is  seen  early 
severe  infections  can  be  forestalled  in  the  major- 
ity of  instances. 

Anaphylactogenic  Potency  of  Asthmogenic 
Proteins. — Pennati  and  Tolomei  did  not  obtain 
Arthus  phenomenon  nor  an  anaphylactic  shock  in 
guinea-pigs  from  repeated  injections  of  extracts 
of  pollen  and  horse  dander.  They  point  out  that 
these  results  do  not  disprove  the  probability  of 
the  anaphylactic  nature  of  asthma. 


SYMPOSIUM  ON  NASAL  ACCESSORY 
SINUSES. 

OSTEOMYELITIS  IN  THE  FRONTAL 
BONE  AND  PANSINUSITIS  (CHRONIC) : 
CASE  REPORT.* 

By  A.  L.  Bass,  Louisville. 

Mrs.  Ida  Q.,  colored,  aged  53.  History: 
About  lour  or  five  weeks  ago  she  began  to 
have  swelling  of  left  eyelids.  Previous  to  that 
her  health  had  been  good  as  far  as  she  was 
concerned. 

Physical  examination  : Left  eye  closed,  pro- 
truding downward  and  outward.  Lids  edema- 
tous, and  swelling  amounted  to  about  the  size 
of  a tangerine.  The  skin  on  forehead  was  ten- 
der to  touch ; there  was  quite  a bit  of  swelling 
and  the  forehead  protruded  about  one  and  a 
half  inches  farther  than  normal.  Nose  showed 
both  middle  meati  filled  with  polypi.  X-ray 
showed  cloudiness  of  all  sinuses,  and  quite  an 
extensive  involvement  of  frontal  bone,  as  you 
can  see  from  the  x-ray  pictures.  Tempera- 
ture from  one  to  two  degrees  above  normal. 
Leucocyte  count  was  12,000,  with  79%  poly- 
morphonuclears.  Urine  negative,  and  Was- 
sermann  negative.  Diagnosis : Osteomyelitis 
of  frontal  bone,  complicating  pan-sinusitis. 

Treatment:  It  was  a question  as  to  how 

much  good  could  be  done  at  one  “sitting.” 
On  September  31,  1925,  under  general  anes 
thesia  I put  in  post  nasal  pack.  “Cleaned 
out”  ethmoidal  region  (bilateral)  so  as  to 
get  good  drainage,  “rasped  out”  frontal  sin 
us  ostia,  then  externally  made  a Killian  in- 
cision on  each  side  as  for  a radical  frontal 
operation.  The  external  and  internal  plates 
were  absent  for  quite  an  area  as  you  can  see 
from  the  x-ray  pictures.  The  skin  over  the 
frontal  region  was  baggy,  and  when  I put 
retractor  into  incision,  it  tore  through  skin, 
muscle,  etc.,  “like  it  was  mush.”  There  was 
quite  an  amount  of  pus,  chocolate  color,  in 
sinus  cavities ; cultures  of  which  showed  poly- 
valent bacteria ; from  which  a vaccine  was 
made  and  given  to  patient  at  weekly  intervals. 
A rubber  tube  about  5 mm.  in  diameter  was 
placed  in  each  side  from  frontal  sinus  through 
ostia  into  nares.  The  wound  was  packed 
with  iodoform  gauze  and  allowed  to  remain 
four  days  and  the  tubes  about  two  weeks. 
From  the  subsequent  x-ray  pictures  you  can 
see  that  the  frontal  area  has  cleared  consid- 
erably and  the  antra  area  very  cloudy.  I re- 
marked to. the  internes  assisting  me,  if  the  pa- 
tient lived  we  would  do  something  else  later. 
I left  town  the  next  day,  and  upon  returning 
the  last  of  October,  found  her  alive  and  ap- 
parently doing  well.  On  the  3rd  of  Decern- 
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ber,  I put  in  another  posterior  pack,  snared 
oft'  anterior  tip  of  both  inferior  turbinates, 
and  took  down  lateral  wall  of  both  antra; 
then  packed  both  with  iodoform  gauze.  When 
I punctured  both  antra,  pus  under  pressure 
“popped  out”  into  nares.  You  can  see  from 
the  subsequent  x-ray  pictures,  taken  three 
weeks  after  second  operation,  quite  a bit  of 
clearing  up  of  the  antra. 

ROENTGEN  CHANGES  SEEN  IN  PARA- 
NASAL SINUSES.* 

By  D.  Y.  Keith,  Louisville. 

In  the  diagnosis  of  nasal  accessory  sinus 
infection  the  value  of  the  roentgenray  will  de- 
pend upon  two  things : The  ability  and  in- 
tegrity of  the  roentgenologist,  and  his  ability 
to  produce  films  of  very  fine  detail.  The  struc- 
tures of  the  nose  and  sinuses,  which  include 
the  antra,  ethmoids,  frontal  and  sphenoids, 
should  be.  demonstrated  at  a single  roentgen 
examination. 

From  this  examination  a comparison  of  the 
opposite  cells  should  be  obtained.  It  is  neces- 
sary to  recognize  all  of  the  confusing  shad- 
ows thrown  on  the  film  by  the  structures  at 
the  base  of  the  skull,  including  the  cervical 
spine.  To  do  this  it  will  require  stereo-roent- 
genograms in  two  or  three  different  direc- 
tions, as  it  is  impossible  to  make  films  in  one 
direction  without  serious  superimpositon  of 
these  shadows. 

Unless  fine  detail  is  obtained,  many  of  the 
slight  changes  in  the  bony  walls  of  the  various 
sinuses  cannot  be  demonstrated.  The  one 
great  objection  to  this  method  of  diagnosis  is 
the  difficulty  of  interpreting  the  very  slight 
changes  shown  on  the  roentgen  film. 

The  structures  of  the  nose,  including  the 
turbinates  and  septum,  can  be  demonstrated, 
and  a great  deal  of  information  obtained  from 
their  size  and  density.  It  is  well  known  that 
the  turbinates  hypertrophy,  the  same  as  oc- 
curs in  the  mucous  membrane  of  the  sinuses. 

In  the  acute  infections  probably  the  first 
changes  are  thickening  of  the  mucous  mem- 
brane and  lessening  of  the  capacity  of  the 
sinus.  This  will  make  the  sinus  capacity  small- 
er and  the  walls  denser  than  in  a normal  one. 
If  the  process  progresses  to  a purulent  condi- 
tion it  is  likely  impaction  may  occur.  In  this 
case  the  changes  on  the  roentgen  film  are  very 
definite  and  easy  to  recognize.  If  films  are 
made  in  the  lateral  position  with  the  patient 
upright  a definite  fluid  level  can  be  demon- 
strated. Quite  frequently  a fluid  level  can 
be  demonstrated  in  which  case  a negative  film 
would  be  obtained  if  the  films  were  made  with 
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the  patient  prone.  The  next  changes  may  be 
either  hypertrophy  and  polyp  formation, 
which  lessen  the  capacity  of  the  sinus  and  can, 
as  a rule,  be  demonstrated.  With  the  addi- 
tion of  the  non-irritating  iodine  preparation 
(Lipiodal)  an  injection  into  the  antrum  will 
quite  often  demonstrate  the  presence  of  a 
polyp  or  polypi  which  cannot  be  demonstarted 
by  the  usual  method.  Lipiodal  is  a 40%  iodine 
solution  in  oil  of  poppy  and  gives  a very  dense 
shadow. 

In  a chronic  sinusitis  you  get  sclerotic  and 
osteoplastic  changes,  the  diagnosis  then  is 
made  by  bone  reaction  entirely.  Fairly  ac- 
curate diagnosis  can  be  made  if  a history  of 
the  case  is  obtained  and  a careful  study  made 
by  the  clinician  and  the  roentgenologist.  The 
purulent  type  may  also  lead  to  deposit  of 
bony  tissue  in  the  subperiosteal  layer.  The 
hypertrophic  type  may  lead  to  an  osteopor- 
osis. We  feel  quite  positive  that  polypi  dis- 
eases of  the  antra  and  ethmoids  are  the  re- 
sult of  the  hypertrophic  changes  following  in- 
fection. 

When  a unilateral  infection  occurs,  we  have 
the  normal  opposite  side  for  comparison.  We 
believe  it  is  quite  rare  to  see  all  the  sinuses  in- 
volved so  you  may  have  changes  that  are  verj. 
slight  up  to  complete  impaction  or  complete 
bone  destruction. 

The  size  and  shape  of  the  various  cells  can 
always  be  demonstrated  on  the  film.  This  ap- 
pears to  us  of  great  importance  as  the  chronic 
infected  sinus  may  persist  for  months  or 
years.  We  have  seen  many  cases  of  almost 
total  absence  of  the  frontal  sinus  with  a very 
definite  history  of  a severe  infection  in  child- 
hood. There  is  little  doubt  that  a severe  in- 
fection of  the  nasal  accessory  sinuses  in  child- 
hood may  result  in  an  arrest  in  the  develop- 
ment of  any  of  the  sinuses. 

It  is  our  belief  that  all  cases  should  have 
the  benefit  of  a thorough  roentgen  exam- 
ination before  any  surgery  is  attempted,  as 
a great  many  of  the  minor  changes  cannot 
be  demonstrated  in  any  other  manner.  The 
slight  roentgen  changes  frequently  seen  would 
be  hard  to  demonstrate  at  surgical  inter- 
ventions as  the  surgeon  depends  entirely  on 
the  macroscopic  appearances  of  pus.  We  be- 
lieve with  a closer  cooperation  between  the 
rhinologist,  the  roentgenologist  and  the  fu- 
ture clinical  course  of  the  patient  after  sur- 
gical intervention,  that  a great  deal  more  def- 
inite information  can  be  gained  for  future 
cases  than  we  have  been  able  to  diagnose  to 
our  entire  satisfaction.  Let  us  trust  that  this 
cooperation  will  continue  to  prevail. 
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ACUTE  SINUSES.* 

By  C.  Y.  Kelly,  Louisville. 

The  subject  of  acute  sinusitis  is  a large  one, 
and  I will  only  discuss  points  that  are  of  the 
greatest  interest  to  us. 

The  sinuses  in  the  normal  state  are  free 
from  bacteria  which  is  brought  about  in  two 
ways:  (a)  by  the  cilia  of  the  mucosa  which 
constantly  wave  toward  the  outside,  and  (b) 
by  the  secretion  of  glands  situated  in  the  mu- 
cosa which  have  a slight  inhibitory  action  in 
the  growth  of  bacteria. 

Acute  sinusitis  is  the  direct  result  of  bac- 
terial invasion,  whether  these  bacteria  act  di- 
rectly on  the  mucosa,  or  whether  the  mucosa 
has  already  been  depleted  by  some  general 
disease,  is  a question  for  argument.  The  sin- 
uses can  also  be  infected  through  the  blood 
and  lymph  channels  during  acute  infectious 
diseases,  such  as  scarlet  fever,  measles,  tuber- 
culosis, etc.,  also  through  traumatism  and  the 
presence  of  foreign  bodies.  This  reminds  me 
of  a case  I saw  at  Oglethorpe,  Georgia.  We 
were  doing  an  antrum  operation  under  local 
anesthesia,  and  removed  a sponge  from  the 
sinus ! 

The  germs  that  cause  the  most  sinus  dis- 
ease are:  (1)  the  influenza  bacillus,  (2)  dip- 
lococcus,  (3)  staphylococcus,  (4)  bacillus  pyo- 
cyaneus,  and  (5)  colon  bacillus. 

Extension  of  the  inflammation  from  neigh- 
boring parts  can  occur  in  two  ways:  (a)  by 
direct  extension  along  the  nasal  mucosa,  and 
(b)  through  the  wall  of  the  sinus.  The  so- 
called  coryza  that  is  now  prevailing  is  due 
to  the  influenza  bacillus,  and  this  is  the  most 
prominent  cause  of  sinusitis. 

Extension  through  the  bone  is  usually  in 
the  maxillary  sinus  and  is  due  to  dental  ca- 
ries. I had  a case  of  this  kind  a few  months 
ago  in  which  the  patient  was  treated  by  a den- 
tist for  two  months.  The  patient  then  came 
to  me  and  I did  an  intranasal  antrum  opera- 
tion with  good  results,  the  tooth  socket  be- 
ing allowed  to  heal.  The  infection  extended 
into  the  frontal  sinus  by  continuity  of  the 
mucosa  and  by  the  position  of  the  head,  but 
subsided  promptly  under  treatment. 

Having  briefly  referred  to  things  in  a gen- 
eral way,  I will  now  discuss  the  sinuses  in 
the  order  of  their  importance  and  frequency 
of  infection. 

The  maxillary  antrum  is  the  most  frequent- 
ly diseased  of  all  the  sinuses:  (1)  due  more 
to  the  relationship  of  the  teeth  to  the  floor 
of  the  antrum  (about  20  per  cent  of  antrum 
disease  is  caused  this  way)  ; (2)  by  extension 
of  the  infection  along  the  mucosa;  (3)  from 
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infectious  diseases  through  the  circulation; 
(4)  from  nasal  packing  in  acute  maxillary 
disease. 

The  symptoms  of  maxillary  sinus  infec- 
tion are  fairly  characteristic,  the  most  prom- 
inent being:  (a)  a feeling  of  pressure  and 
fullness  of  the  affected  side,  (b)  pain,  usual- 
ly not  severe  but  constant,  sometimes  over  the 
orbit,  (c)  the  feeling  of  the  “teeth  being  on 
edge,”  (d)  headache,  usually  increased  by 
coughing,  sneezing,  and  the  use  of  alcohol,  to- 
bacco, etc.  (e)  the  sense  of  smell  is  often  dim- 
inished (f)  swelling  of  the  eyelids  and  face  is 
sometimes  observed.  No  secretion  from  the 
maxillary  is  noted  at  first,  but  is  commonly 
seen  two  or  three  days  after  the  beginning 
of  the  disease.  The  character  of  the  secre- 
tion may  be  serous,  purulent,  or  consist  of 
blood  and  pus  mixed.  The  pus  makes  its  ap- 
pearance under  the  middle  turbinate. 

The  diagnosis  of  maxillary  disease  may  be 
often  made  by  transillumination,  and  also  by 
roentgen-ray  examination,  but  best  of  all  is 
puncture  and  irrigation  of  the  sinus  with  nor- 
mal saline  solution. 

The  complications  of  maxillary  sinus  in- 
fection are  few  and  far  between,  but  orbital 
cellulitis,  temporary  blindness,  meningitis, 
and  brain  abscess,  have  been  occasionally  ob- 
served. 

The  second  sinus  in  the  order  of  frequency 
is  the  frontal.  The  most  predominant  symp- 
tom of  acute  frontal  sinus  disease  is  pain. 
I have  had  patients  walk  the  floor  because  of 
the  intense  suffering.  Hypodermatic  injec- 
tions of  morphine  have  little  or  no  effect. 
Headache  is  intensified  by  leaning  forward, 
coughing,  sneezing,  or  the  use  of  tobacco  or 
alcohol.  The  eye  on  the  affected  side  is  usual- 
ly painful  on  reading  or  rotating  the  eyes. 
Disturbance  of  the  sense  of  smell  is  frequent- 
ly a symptom. 

The  diagnosis  is  made  by  percussion  over 
the  sinus,  by  roentgen-ray  examination,  by 
suction,  and  the  finding  of  pus  between  the 
middle  turbinate  and  the  lateral  sinus  wall. 
One  cannot  rely  very  much  on  transillumina- 
tion in  these  cases.  I know  of  a physician 
who  depended  upon  this,  and  operated  upon 
a patient  who  had  no  frontal  sinus  disease ! 

Complications  are  uncommon,  but  perios- 
titis, subdural  abscess,  thrombophlebitis  and 
brain  abscess  have  at  various  times  been  en- 
countered. 

The  third  sinus  is  the  ethmoid.  There  are 
two  types  of  acute  inflammation  which  may 
involve  this  sinus:  (a)  the  acute  catarrhal, 
and  (b)  the  acute  purulent.  The  former  oc- 
curs to  a greater  or  lesser  degree  with  every 
acute  cold,  depending  upon  the  length  and 
severity  of  the  attack.  The  mucous  mem- 
brane is  swollen  and  contains  small  hemor- 
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rhagic  areas.  Acute  purulent  inflammation 
of  the  ethmoid  is  commonly  associated  with 
frontal  sinus  disease.  These  conditions  usual- 
ly subside  because  the  ethmoid  has  good  drain- 
age, and  the  destruction  is  less  than  in  the 
other  sinuses. 

The  symptoms  are : headache,  pain  in  the 
eye,  loss  of  the  sense  of  smell,  and  the  ordin- 
ary symptoms  of  acute  coryza. 

The  diagnosis  in  the  acute  form  is  made 
when  the  coryza  disappears,  yet  the  redness 
and  swelling  in  the  ethmoid  region  still  con- 
tinue. A point  which  should  be  emphasized, 
in  this  connection,  is  that  one  attack  predis- 
poses to  another.  I have  seen  several  orbital 
abscesses  from  acute  ethmoiditis,  which  were 
opened  with  satisfactory  results. 

The  last  sinus  is  the  sphenoid.  This  is  the 
most  posterior  of  all  the  sinuses  and  cannot 
be  seen  anteriorly  without  removal  of  the 
middle  turbinate.  It  is  situated  high  on  the 
wall  and  the  narrowness  of  the  spheno-eth- 
moidal  fissure  predisposes  to  engorgement 
and  obstruction  during  an  acute  coryza. 

Very  little  difference  is  observed  in  the 
pathology  here  from  that  in  the  other  sinuses. 
Hound  cell  infiltration  and  hemorrhages  are 
the  outstanding  characteristics.  The  symp- 
toms are  similar  to  those  in  acute  coryza,  ex- 
cept that  the  headache  is  more  severe  and 
localized  in  the  temporal  region,  there  is  ten- 
derness of  the  eyeballs,  the  fever  is  higher 
than  in  ordinary  coryza,  and  the  patient  com- 
plains of  general  malaise. 

The  diagnosis  is  more  or  less  certain  if  the 
symptoms  continue  longer  than  those  of  an 
ordinary  coryza  should.  Personally  T have 
never  been  able  to  diagnose  sphenoid  disease 
in  the  amite  stage,  that  is,  to  see  pus  merging 
from  the  sphenoidal  opening. 

Tn  closing  I would  like  to  say  that  the  diag- 
nosis of  acute  sphenoid  sinus  disease  is  more 
conjecture  than  anything  else. 

Splenectomy  in  Malaria. — Dominici  removed 
the  enlarged  spleen  (2,700  Gm)  in  a patient  with 
chronic  malaria,  who  had  developed  considerable 
anemia,  slight  enlargement  of  the  liver  and 
slight  jaundice  (indirect  reaction  for  bilirubin 
in  the  blood).  The  patient  recovered  complete- 
ly. 


CHRONIC  SINUSITIS.* 

By  Octavus  Dulaney,  Louisville. 

The  diagnosis  of  chronic  sinusitis  is  not  al- 
ways an  easy  matter.  The  history  of  the  indi- 
vidual case,  however,  may  be  an  important 
aid.  In  the  majority  of  cases  you  will  elicit 
the  fact  that  the  patient,  at  one  time,  had  the 
“flu”  and  that  he  now  has  frequent  colds 
and  is  more  susceptible  to  weather  changes 
than  previously.  By  further  close  question- 
ing you  may  find  that  during  the  attack  of 
“flu”  or  some  time  later  the  patient  exper- 
ienced peculiar  head  or  facial  pains  accom- 
panied by  severe  nasal  obstruction  and  then 
followed  by  a profuse  nasal  discharge.  From 
this  history  you  may  make  a diagnosis  of  a 
chronic  sinus  condition  being  caused  by  the 
untreated  acute  sinus  suppuration,  this  be- 
ing the  most  frequent  causative  factor  of 
chronic  sinusitis.  It  is  important  to  remem- 
ber that  an  acute  sinus  condition  rarely  im- 
proves without  treatment,  and  especially  is 
this  true  in  chronic  nasal  obstruction  caused 
by  deflected  septa,  enlarged  turbinates,  espec- 
ially the  middle  turbinates,  spurs,  etc.  I have 
been  able  to  trace  a few  cases  resulting  from 
traumatic  injuries  to  the  nose.  If  the  nose  is 
left  distorted  the  nasal  drainage  may  become 
affected,  but  this  is  rarely  true  when  the  frac- 
ture is  properly  attended  to  at  the  time  of  in- 
jury. If  the  nose  is  left  untreated  a very 
slight  cold  may  result  in  a painful  sinus  con- 
dition. 

Pain  as  an  aid  in  diagnosis : To  begin  with 
suppurative  sinusitis  is  quite  frequently  a 
painless  disease  and  in  such  a case  it  is  very 
difficult  to  determine  which  particular  sinus 
is  involved.  Pain  is  a very  important  point 
in  the  diagnosis  of  sinusitis ; however,  too 
much  importance  can  not  be  placed  in  pain 
alone  as  it  is  the  least  understood  of  the  en- 
tire symptom  complex.  In  acute  exacerba- 
tion head  pains  are  one  of  the  most  frequent 
symptoms  and  taken  with  other  clinical  signs 
often  make  a diagnosis  easy.  There  are  many 
cases  of  sinusitis,  however,  that  progress  to 
the  point  where  there  may  be  serious  compli- 
cations without  the  history  of  the  slightest 
pain  in  that  connection.  The  patient  often 
complains  of  headaches  alone,  and  only  by 
close  questioning  may  you  place  the  cause  on 
some  definite  sinus.  Where  more  than  one 
sinus  is  infected  at  the  same  time,  the  near- 
ness of  the  diseased  sinus  to  the  ganglion  or 
some  nerve  may  cause  the  pains  to  overlap 
or  cause  confusion,  in  which  case  it  would 
be  difficult  to  make  a diagnosis.  Some  peo- 
ple seem  to  be  annoyed  with  the  congestive 
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type  of  headache  which  also  makes  a diagnosis 
more  difficult.  Deflection,  exostosis  and 
chondroma  of  the  septa,  or  enlargement  of  the 
turbinates,  especially  the  middle  turbinates, 
which  when  congested  may  help  to  close  the 
ostia  of  the  sinuses,  cause  pressure  pain  or 
interference  with  drainage  and  ventilation. 
Vacuum  pain  may  be  caused  by  negative 
pressure  on  a hypersensitive  sinus  membrane. 
It  is  possible  to  have  an  enormously  obstruc- 
tive nasal  condition  with  slight  or  impercepti- 
ble pain.  In  the  reverse,  another  patient  may 
complain  of  excruciating  and  unbearable  pain 
with  a minor  obstruction.  The  pain,  in  this 
case,  would  suggest  a sinus  condition,  but 
with  a careful  examination,  and  the  applica- 
tion of  cocaine  and  adrenalin  the  symptoms 
may  disappear  entirely  without  the  need  of  an 
x-ray  examination  to  confirm  the  diagnosis. 
Practically  all  sinus  inflammations  are  ac- 
companied by  pain,  while  in  the  chronic  sin- 
usitis pain  is  present  in  only  about  50%  of 
the  cases.  The  character  of  the  pain  may  be  a 
diffused  headache  of  the  dull,  heavy,  full 
type  and  may  be  accompanied  by  the  neural- 
gic type  or  there  may  be  the  neuralgic  type 
alone.  The  headache  may  be  continuous  or 
come  on  and  stop  at  definite  hours.  At  the 
release  of  pressure  the  pain  usually  disap- 
pears quite  suddenly  even  though  it  is  pro- 
duced by  positive  or  negative  pressure.  The 
sudden  cessation  of  pain  is  characteristic  of 
sinus  diseases.  Pain  caused  by  the  ears  and 
the  teeth  are  usually  easily  diagnosed.  Tri- 
facial infraorbital  or  supraorbital  neurala- 
gias  are  usually  localized  and  have  their  ten- 
der points  and  in  many  instances  are  suggest- 
ive of  the  sinus  condition,  for  many  cases  of 
neuralgia  are  caused  indirectly  by  sinusitis. 

Chronic  Frontal  Sinusitis : In  diagnosing 

a chronic  frontal  sinus  suppuration  you  may 
find  a variety  of  symptoms.  That  of  a muco- 
purulent discharge  from  the  nose  is  the  most 
prevalent.  The  discharge  is  usually  intermit- 
tent or  more  profuse  in  early  morning  and 
often  has  a fetid  odor.  During  the  night  the 
patient  is  in  the  recumbent  position  and  the 
pus  from  the  cavities  collects  in  the  nasal  pas- 
sages to  be  discharged  in  the  morning  when 
the  patient  arises.  Intermittent  local  pain 
and  tenderness  is  quite  frequent  and  varies 
according  to  the  retention  or  discharge  in  the 
individual  ease.  Headaches  may  be  quite  fre- 
quent and  may  be  general  or  limited  to  the  re- 
gion supplied  by  the  supraorbital  nerve.  Men- 
tal lethargy  and  cerebal  disturbances  are  of- 
ten complained  of.  Nausea  and  vertigo  are 
prominent  symptoms  in  some  cases.  In  acute 
cases  of  frontal  sinusitis  there  is  pain  over 
the  eye  on  the  affected  side  radiating  over  the 
side  of  the  head.  There  is  a sense  of  fulness 
and  of  definite  pain  and  both  are  increased 


when  the  head  is  brought  forward.  In  the 
suppurative  type  the  pain  is  more  severe  in 
the  early  mornings  and  if  drainage  is  started 
when  the  patient  gets  up  he  may  be  relieved 
by  the  middle  of  the  day  On  nasal  inspection 
of  chronic  sinusitis  where  the  frontal  sinus 
only  is  involved,  you  usually  find  a thick 
mucopurulent  secretion  in  the  middle  meatus. 
In  the  congestive  type  the  pain  may  be  con- 
stant. The  diagnosis  of  a suppurative  condi- 
tion of  the  frontal  sinus  can  not  be  made 
from  the  location  of  pain  neither  by  transil- 
lumination. It  is  surprising  to  note  the  large 
number  of  patients  who  have  rather  rudimen- 
tary or  complete  absence  of  one  or  both  sin- 
uses. You  will  find  more  anatomical  varia- 
tions of  the  frontal  sinus  than  any  other  part 
of  the  anatomy.  They  vary  from  one  to  a 
multiplicity  of  large  cells  differing  extreme- 
ly in  shape,  size  and  location  and  in  many  in- 
stances have  finger-like  projections  extend- 
ing laterally  beyond  the  orbital  cavities.  It 
is  impossible  to  get  a clear  conception  unless 
the  radiologist  thoroughly  understands  that 
the  frontal  sinus  must  be  rayed  laterally  as 
well  as  postero-anteriorly.  The  postero-anter- 
ior  view  may  reveal  a complete  absence  of  the 
frontal  sinus  while  the  lateral  view  may  re- 
veal a well  developed  sinus.  The  unsuspected 
case  is  frequently  met  with  in  frontal  sinusit- 
is, especially  in  the  individual  where  the  nos- 
trils are  filled  with  polyps.  In  this  type  of 
case  the  x-ray  is  a most  valuable  aid  in  diag- 
nosis. 

Ethmoidal  Sinusitis : The  ethmoids  are  prob- 
ably the  most  frequently  involved  of  all  the 
sinuses  and  the  infection  in  the  majority  of 
cases  is  primary.  The  suppuration  may  af- 
fect the  anterior  group  laterally  or  bilateral- 
ly without  any  apparent  involvement  of  the 
posterior  ethmoidal  cells  or  the  other  sinuses. 
The  anterior  ethmoidal  cells,  maxillary  and 
frontal  sinuses  are  classified  under  the  anter- 
ior group  while  the  posterior  ethmoidal  cells 
and  sphenoids  come  under  the  head  of  the 
posterior  group  of  sinuses.  Anterior  eth- 
moidal cell  inflammation  gives  a fullness  be- 
tween the  eyes  and  over  the  bridge  of  the 
nose.  If  the  orifice  of  the  ethmoidal  cells  is 
closed  and  its  cavitv  distended  by  suppura- 
tion. the  patient  will  have  symptoms  of  ob- 
struction in  the  nostril  of  the  side  involved 
and  a feeling  of  fullness  referable  to  the  nose, 
forehead  or  orbit.  The  middle  turbinate  will 
be  enlarged  and  may  be  cystic  or  polypous  in 
character.  In  this  type  of  case  the  pus  is 
usually  very  fetid.  In  the  open  type  the  us- 
ually constant  discharge  consists  of  a tenac- 
ious mueo-pus  with  frequent  crusts  and  the 
patient  often  complains  of  difficulty  in  try- 
ing to  clear  the  nose.  On  examination  you 
will  find  pus  in  the  middle  meatus  of  a green- 
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ish  yellow  color  often  accompanied  by  polyps. 
Nasal  polypi  occur  more  frequently  in  in- 
volvements of  the  ethmoids  than  in  the  other 
sinus  diseases.  When  this  polypous  condi- 
tion is  found  a tentative  diagnosis  may  be 
made  of  an  involvement  of  the  ethmoids  un- 
til the  process  of  elimination  has  been  care- 
fully made.  It  is  well  to  remember  that  the 
ethmoids  and  maxillary  are  frequently  con- 
jointly involved.  In  posterior  ethmcjiditis 
you  will  find  the  pus  coming  from  above  the 
level  of  the  middle  turbinate  and  it  may  ap- 
pear anteriorly  in  the  olfactory  cleft,  in  the 
roof  of  the  choana  or  in  the  naso-pharynx. 
Suppuration  of  the  posterior  ethmoid  cells  or 
the  sphenoids  may  cause  a confusion  in  diag- 
nosis, for  on  examination  you  will  find  the 
pus  in  either  infection  in  the  same  location. 
In  posterior  ethmoiditis  the  pain  is  not  only 
between  the  eyes  but  there  is  a pressure  pain 
as  if  the  eyes  were  being  pushed  forward.  The 
patient  may  complain  of  an  obstruction  or 
post  nasal  catarrh.  Cranial  or  orbital  com- 
plications may  occur. 

Sphenoidal  Sinusitis : Sphenoidal  sinusit- 

is is  often  mistaken  for  ozena.  Crusts  in  the 
nose  are  very  frequent  symptoms.  This  is 
favored  by  the  position  of  the  ostium  which 
makes  drainage  rather  difficult. 

Chronic  Maxillitis : Chronic  maxillitis  is 

not  always  easily  diagnosed  as  it  may  take  re- 
peated examinations  to  confirm  a diagnosis. 
Time,  however,  will  not  permit  my  discussing 
the  pathology  found  in  the  different  types  of 
cases.  There  may  or  may  not  be  a slight 
swelling  or  tenderness  on  the  affected  side. 
Many  diseased  antra  are  diagnosed  unsus- 
pectedly  as  pain  caused  by  a chronic  infected 
antrum  is  very  frequently  referred  to  some 
other  region.  When  the  patient  complains  of 
a very  offensive  nasal  odor  with  a slight  dis- 
charge, it  leads  us  to  suspect  an  antral  in- 
volvement. Transillumination  can  not  be  re- 
lied upon  to  make  a positive  diagnosis  nor 
even  the  x-ray  as  a badly  infected  antrum 
may  show  negative.  If  the  antrum  is  filled 
■with  pus  the  diagnosis  may  be  easily  made, 
but  in  the  dry  type  of  disease  it  is  difficult 
to  make  an  accurate  one.  In  washing  out  the 
antrum,  in  this  type  of  case,  little  or  no  secre- 
tions will  be  found.  Infection  of  the  teeth 
is  a common  occurrence  in  this  type. 

Vesicorenal  Reflux. — Miller  believes  that  tu- 
berculosis of  the  kidney  is  an  important  predis- 
posing and  determining  cause  of  ureteral  reflux. 


NASAL  POLYPI.* 

By  George  A.  Robertson,  Louisville. 

This  condition  arises  when  localized  edema 
of  the  mucous  membrane  of  the  nasal  passages 
takes  place  and  prolapse  of  the  tissue  results. 

To  Billroth  and  Zuckerkandl  we  are  indebt- 
ed for  the  study  of  normal  nasal  mucous 
membrane  and  clarifying  the  diagnosis  of 
polypous  formation  from  malignant  growths. 

The  nasal  mucous  membrane  of  the  middle 
and  of  the  superior  meatus,  especially  around 
the  ostia  of  the  sinuses,  differs  from  the  rest 
of  the  nose  in  being  exceedingly  thin,  and  that 
the  underlying  connective  tissue  is  delicate 
and  loose  in  its  stroma.  This  extends  into  the 
sinus  cavities.  In  this  area  any  trauma  or 
irritation  produces  edematous  swelling. 

Now,  the  normal  and  healthy  condition  of 
the  sinus  cavities  and  the  upper  areas  of  the 
nose  depends  upon  good  drainage  and  ventil- 
ation. Edema  and  a very  close  and  narrow 
middle  meatus  produce  stagnation  and  ob- 
struction of  the  sinus  areas.  Any  infection 
must  extend  inward  deeper  and  deeper  be- 
cause of  the  congestion  and  blocking  of  its 
natural  outlet,  producing  disturbance  in  the 
nutrition  of  the  mucous  membrane  and  then 
of  the  underlying  bone.  All  polypous  forma- 
tion is  only  a gross  and  outward  manifesta- 
tion of  this  chronic  bone  condition  beneath 
the  mucous  membrane. 

The  symptoms  of  polypous  formation  are 
usually  sneezing,  a peculiar  ropy  and  pro- 
fuse discharge,  obstructed  passages  in  the 
nose,  embarrassing  efforts  to  breathe,  some- 
times even  asthmatic  in  nature,  and  a changed 
voice  wanting  in  all  qualities  of  resonance. 
This  particular  “foggy  voice”  is  in  itself 
diagnostic  of  polypi. 

Examination  shows  usually  well  upward 
within  the  nose  a shining  gray  mass  filling 
the  air  space  in  the  middle  and  lower  meatus. 
Sometimes  large  polypi  protrude  from  the 
nostril,  and  ulceration  due  to  drying  in  the 
air  and  from  trauma  takes  place.  Polypi 
have  grown  into  the  epi-pliarynx  and  hung 
downward  against  the  tonsil  or  epiglottis. 

There  is  rarely  any  pus  or  abscess  forma- 
tion and  little  or  no  pain ; only  difficulty  in 
breathing  and  an  excessive  amount  of  secre- 
tion in  the  nose. 

The  treatment  can  only  be  effacious  when 
the  area  of  bony  change  has  been  reached  and 
the  re-establishment  of  ventilation  of  the  sin- 
us involved.  To  use  a snare  and  removing 
the  small  and  pendulous  tumors  is  only  tem- 
porary. A complete  opening  of  the  ostia  and 
the  removal  of  the  diseased  bone  must  be  done 
if  we  hope  to  make  a cure.  When  the  mucous 
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membrane  of  the  sinus  is  restored,  the  drain- 
age established  and  the  ventilation  returns  to 
normal,  then  the  polypous  formation  will  be 
overcome. 

TREATMENT  OF  INFLAMMATION  OF 
THE  NASAL  ACCESSORY  SINUSES.* 
By  Shelton  Watkins,  Louisville. 

The  treatment  of  the  acute  and  chronic 
stages  of  inflammation  of  the  nasal  accessory 
sinuses  is  best  discussed  separately. 

Under  the  local  treatment  of  acute  sinu- 
sitis may  be  mentioned  the  use  of  solutions  to 
shrink  the  mucous  membrane,  antiseptic  solu- 
tions, inhalations,  irrigation  of  the  nose,  heat, 
cold,  posture  suction,  catheterization  of  the 
orifices  and  puncture  of  a sinus  wall  for 
drainage. 

The  best  solutions  for  shrinking  the  mu- 
cous membrane  are  adrenalin  and  cocaine. 
The  former  is  to  be  preferred  except  when 
the  patient  is  very  sensitive  to  pain  or  to  ad- 
renalin. Sometimes  they  are  used  together. 
A 1 to  1000  solution  of  adrenalin  is  the  usual 
strength,  but  weaker  solutions  are  quite  sat- 
isfactory. It  is  rarely  necessary  to  use  a co- 
caine solution  of  over  4%.  They  are  applied, 
either  with  a spray  or  on  cotton  on  an  appli- 
cator, at  least  once  a day.  They  cause  mark- 
ed shrinking  of  the  congested  mucous  mem- 
brane, and  when  applied  to  the  region  of  the 
orifices  of  the  sinuses  frequently  open  them, 
at  least  temporarily.  This  action  is  long  en- 
ough as  a rule  to  permit  fairly  good  drainage, 
especially  if  suction  is  used. 

Antiseptic  solutions  act  better  after  the  mu- 
cous membrane  has  been  contracted  by  adren- 
alin or  cocaine.  Quite  a number  are  in  use. 
My  preference  is  for  the  silver  solutions  and 
colloids,  such  as  argyrol,  neo-silver,  and  col- 
lene.  Mercurochrome  is  sometimes  benefic- 
ial. It  is  often  advisable  to  cleanse  the  nose 
with  an  alkaline  solution,  such  as  bicarbon- 
ate of  soda  2%,  before  using  an  antiseptic. 

Inhalation  is  really  another  means  of  re- 
lieving the  turgescence  of  the  nasal  mucous 
membrane,  but  it  serves  also  to  accelerate  the 
circulation  of  the  blood  and  to  stimulate  the 
epithelium.  A good  solution  for  inhaling  is 
one  half  of  a dram  of  a 5%  menthol  in  alco 
hoi  to  one  pint  of  steaming  water.  Inhale  for 
five  or  ten  minutes  every  four  hours. 

Irrigation  of  the  nose  with  sterile  normal 
salt  solution  is  sometimes  indicated  when  the 
discharge  is  very  abundant  and  tenacious  but 
the  danger  of  thereby  starting  an  otitis  media 
must  always  be  remembered. 

Heat  increases  the  circulation  of  the  blood 
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and  thereby  relieves  the  pain  due  to  conges- 
tion. It  may  be  used  in  the  form  of  a hot 
water  bag,  an  electric  pad,  hot  packs,  electric 
light  head-bath,  or  a wool  shawl  wrapped 
around  the  head.  Some  patients  prefer  cold 
to  heat.  It  numbs  the  nerves  and  tends  to  in- 
hibit the  growth  of  bacteria. 

If  the  orifices  are  not  too  badly  swollen, 
posture  is  sometimes  useful  in  draining  the 
sinuses.  It  is  more  apt  to  be  successful  after 
the  proper  application  of  cocaine  or  adrena- 
lin. The  frontals  and  ethmoids  are  best  drain- 
ed when  the  head  is  upright ; the  maxillaries 
when  the  head  is  well  downward  and  the  face 
turned  to  the  same  side;  the  sphenoids,  when 
the  head  is  downward  and  forward. 

Suction  when  produced  by  a machine 
should  always  be  used  with  a gauge  to  be  cer- 
tain of  not  using  it  too  strong.  When  the 
gauge  registers  10  points  it  is  enough.  High 
degrees  of  suction  may  cause  serious  symp- 
toms, as  acute  pain,  haemorrhage  and  even 
cerebro-spinal  rhinorrhea.  Its  use  should  be 
limited  to  adults.  It  is,  as  stated  before,  bet- 
ter to  use  it  soon  after  shrinking  the  engorged 
mucous  membrane.  There  are  hand  suction 
bulbs  which  sometimes  are  very  useful. 

Catheterization  of  the  nasal  sinuses  through 
their  orifices  is  not  often  practical.  The  front- 
al is  the  one  most  often  catheterized  but  in 
about  one-half  of  the  cases  it  is  not  possible, 
because  of  hypertrophy  of  the  middle  turbin- 
ate or  an  acute  angle  in  the  naso-frontal  duct. 
This  procedure  is  quite  beneficial  in  some 
cases  of  acute  frontal  sinusitis. 

Puncture  and  irrigation  is  limited  to  the 
maxillary  sinus,  because  it  is  a dangerous  pro- 
cedure in  the  sphenoid  and  frontal  and  im- 
possible in  the  ethmoids.  It  is  made  as  a rule 
under  the  inferior  turbinate  as  near  the  floor 
of  the  sinus  as  possible.  As  with  catheteriza- 
tion, it  is  followed  by  suction  or  irrigation 
with  some  sterile  or  antiseptic  solution.  In 
polysinusitis  irrigation  of  a maxillary  sinus 
full  of  stagnant  discharge  facilitates  drainage 
of  the  ethmoidal  cells  and  the  frontal  sinus. 
If  marked  improvement  does  not  occur  after 
six  irrigations  given  every  day,  or  on  alter 
nating  days,  this  form  of  treatment  should  be 
abandoned.  In  rare  cases  the  symptoms  are 
so  acute  that  an  immediate  puncture  is  neces- 
sary, but  it  is  by  no  means  always  necessary 
to  puncture  and  irrigate  every  acutely  inflam 
med  maxillary  sinus. 

General  treatment  aims  primarily,  of  course, 
at  increasing  the  patients  resistance  and  mak- 
ing him  comfortable.  It  is  not  necessary  to 
go  into  details  as  the  measures  used  are  too 
well  known.  Atropine  may  be  given  when  the 
nasal  discharge  and  engorgement  are  exces- 
sive and  continue  after  the  first  few  days, 
but  it  should  be  remembered  that  a free  cl  is- 
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charge  for  the  first  three  or  four  days  is 
beneficial.  It  is  nature’s  way  of  combatting 
and  washing  away  the  infectious  organisms, 
and  atropine  early  in  the  disease  destroys  this 
aid.  1 wish  to  emphasize  the  fact  that  many 
sinus  inflammations  are  the  result  of  a "run- 
down condition”  from  physical  or  mental 
strain  and  that  rest  in  bed  is  indicated.  The 
inci’eased  consumption  of  water,  the  taking  of 
alkalies  and  a simple  diet  of  largely  milk  and 
green  vegetables,  are  other  valuable  measures 
in  the  general  care  of  these  cases.  1 believe  al- 
so that  besides  fatigue,  a faulty  diet  and 
faulty  elimination  are  prominent  factors  in 
producing  ‘ ‘ head  colds,  ’ ’ which  are  usually 
infections  of  the  lining  membrane  of  several 
of  the  sinuses  as  well  as  of  the  nose,  as  they 
must  be  corrected  to  get  the  best  results. 

In  some  cases,  especially  where  there  are 
signs  of  retention  of  pus,  an  empyema,  or  com- 
plications such  as  orbital  abscess  or  osteomye- 
litis, surgical  measures  are  necessary. 

Chronic  sinusitis  in  best  discussed  under  the 
headings:  (a)  non-surgical,  and  (b)  surgical 
treatment. 

The  non-surgical  treatment  of  chronic  nasal 
sinusitis  consists  chiefly  in  the  use  of  antisep 
tic  solutions,  vaccines  and  in  increasing  the 
patient’s  resistance  by  rest  and  tonics.  Of  an- 
tiseptics, I have  already  spoken.  Vaccines  are 
sometimes  beneficial  and  curative,  but  the 
opinion  of  the  majority  of  authors  is  that  in 
most  cases  they  do  little  or  no  good.  Auto- 
genous are,  I think,  to  be  preferred  to  stock 
vaccines.  Some  patients  with  a slight  dis- 
charge from  a low  grade  so-called  catarrhal 
infection  of  a sinus  find  a morning  douche  of 
the  nose  very  helpful,  and  often  continue  it 
for  years  without  developing  ear  trouble 
There  is,  however,  some  danger  in  this  pro- 
cedure unless  the  patient  is  very  careful.  A 
nasal  douche  is  preferable  to  irrigation  with  a 
fountain  syringe  because  the  force  of  the  lat- 
ter is  liable  to  be  too  great.  The  fountain 
syringe  should  not  be  more  Ilian  one  foot 
above  the  patient’s  head.  This  treatment 
should  be  discontinued  should  the  solution 
tend  to  flow  into  the  Eustachian  tubes. 

I will  not  tire  you  with  a discussion  of  the 
various  sinus  operations,  which  would  not  be 
proper  before  a general  society.  I will  limit 
myself  to  the  discussion  of  a few  general  sur- 
gical principles.  Two  of  the  cardinal  prin- 
ciples in  treating  chronic  sinusitis  are  to  es- 
tablish drainage  and  ventilation.  Intranasal 
obstructions,  such  as  hypertrophy  of  the  mid- 
dle turbinate,  uncinate  process  or  the  bulla 
ethmoidalis,  marked  deflections  of  the  septum 
and  polypi,  should  be  removed  and,  if  the  ori- 
fices are  occluded,  they  should  be  enlarged 
or  new  ones  made  nearer  the  floor  of  the  sin- 
uses. Some  cases  of  chronic  sinusitis  will  get 


well  soon  after  the  establishment  of  thorough 
drainage  and  ventilation,  and  it  will  practi- 
cally always  relieve  headaches  and  other 
symptoms  due  to  pressure  and  absorption.  In 
many  cases,  however,  the  discharge  will  con- 
tinue. We  then  know  that  we  have  to  deal 
with  a focus  of  diseased  tissue  which  must  be 
located  and  removed,  such  as  infected  gran 
ular  tissue,  necrosed  bone  or  polypi.  Drain- 
age and  ventilation  will  not  cure  such  a case, 
the  diseased  tissue  must  be  removed. 

Another  important  point  is  to  treat  the  sin- 
uses in  groups.  The  infection  of  a single  sin 
us  is  comparatively  rare.  In  the  anterior 
group  the  maxillary  and  anterior  ethmoids 
are  frequently  involved  together.  The  front- 
al is  less  often,  due  primarily  to  the  situation 
of  the  naso-frontal  duct  in  the  floor  of  the 
sinus  which  produces  excellent  drainage.  On 
the  other  hand,  the  anterior  ethmoid  cells 
form  most  of  the  floor  of  the  frontal  sinus 
and  an  extensive  infection  of  them  practical- 
ly always  involves  the  frontal.  Doth  sinuses 
of  the  posterior  group  are  usually  infected  at 
the  same  time. 

DISCUSSIONS. 

George  E.  Vaughan:  The  papers  we  have  just 

heard  have  covered  the  subject  so  thoroughly 
that  it  is  almost  impossible  to  make  any  com- 
ment; but  I would  like  to  call  attention  to  some 
anomalies  and  also  some  accidents  that  occur 
during  operations  on  the  accessory  sinuses. 
There  have  been  quite  a number  of  deaths  in 
the  last  few  years  in  operating  on  the  antrum 
due  to  inflating  or  blowing  air  into  the  antrum, 
where  just  after  inflation  the  patients  had  a 
spasm  followed  by  death.  The  explanation  of 
this  is  not  very  clear,  but  it  is  supposed  to  be 
caused  by  air  getting  into  a vein  or  increased 
intracranial  pressure.  This  has  occurred  in  the 
hands  of  some  of  the  best  specialists  throughout 
the  country  and  should  always  be  considered  as 
a possibility. 

The  location  of  the  pain  in  ethmoiditis  is  some 
times  confusing.  Frequently  the  only  symptom 
of  ethmoiditis  is  pain  in  the  temple  without  any 
evidence  of  involvement  of  the  nose,  and  this  is 
very  misleading  in  regard  to  our  estimation  of 
the  case.  I once  had  a patient  of  this  character 
in  a football  player  who  the  day  following  a 
game  was  brought  to  my  office  with  severe  pain 
in  his  temple.  He  weighed  about  one  hundred 
and  eighty  pounds  and  apparently  was  in  excel- 
lent health.  I thought  probably  he  might  have 
had  a fracture  of  the  skull,  but  we  know  the  pain 
attending  ethmoiditis  is  frequently  reflected  to 
the  temporal  region.  I examined  his  nose  care- 
fully, had  several  roentgenograms  made,  and  also 
transillumination,  but  developed  nothing  to  ac- 
count for  his  trouble.  The  pain  increased,  and 
at  the  end  of  four  or  five  days  the  eye  pro- 
truded and  we  then  knew  the  cause  of  the  trou- 
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ble.  He  had  a posterior  ethmoidal  abscess  which 
was  relieved  by  intranasal  drainage  with  com- 
plete recovery. 

Another  peculiarity  is  an  ethmoidal  reflex 
cough.  I first  had  my  attention  called  to  that  in 
doing  an  ethmoid  operation  when  the  patient 
began  to  cough  “right  in  my  face.”  There  had 
been  no  cough  previously,  i had  never  had  such 
an  experience  at  that  time  and  do  not  oelieve  it 
had  ever  been  mentioned.  I was  unable  to  ac- 
count for  it.  I was  very  much  puzzled  until 
three  or  four  months  afterward  when  a patient 
was  referred  to  me  who  had  been  suffering  with 
constant  cough  day  and  night  without  any  def- 
inite symptoms  to  account  for  it.  He  had  been 
seen  and  examined  by  an  excellent  internist  who 
could  not  determine  any  special  reason  for  the 
cough.  There  was  no  chest  involvement,  no  his- 
tory of  a foreign  body  in  the  lung  or  anything  of 
that  character.  Finally  nothing  but  morphine 
would  relieve  the  cough  which  persisted  night 
and  day.  The  patient  suffered  much  discomfort 
and  began  losing  weight.  He  was  referred  to 
me  and  in  my  examination  I detected  quite  a well 
developed  case  of  ethmoiditis.  He  was  operated 
upon,  the  cough  ceased  immediately,  an  complete 
recovery  followed. 

I think  the  principal  point  in  the  considera- 
tion of  ethmoiditis  is  the  diagnosis.  Of  course 
that  is  true  of  all  disease  practically,  but  seems 
to  be  especially  so  of  sinusitis.  In  past  years  we 
frequently  had  patieflts  referred  to  us  with  very 
serious  complications  that  had  developed  as  a re- 
sult of  sinus  disease  which  had  not  been  recog- 
nized. We  have  seen  patients  with  complete 
blindness  of  one  eye  and  partial  blindness  of  the 
other,  also  deafness  and  other  complications, 
that  developed  as  a result  of  sinus  disease  not 
having  been  diagnosed  earlier  in  life;  but  spec- 
ialists are  better  informed  today  and  we  do  not 
see  so  many  cases  of  that  character.  At  the 
present  time  I think  sinus  disease  is  coming  into 
its  own.  We  are  recognizing  that  these  so-call- 
ed chronic  catarrhs,  recurring  colds,  chronic  ar- 
thritis and  infections  indefinite  in  character,  can 
be  traced  to  accessory  sinus  infection  if  we  study 
our  cases  closely  enough  and  are  persistent  in 
our  efforts  to  locate  the  cause. 

Samuel  G.  Dabney:  Dr.  Bass  is  to  be  congrat- 

ulated on  the  result  of  his  operation  in  the  case 
presented.  I agree  with  Dr.  Kelly  that  the  sinus 
most  frequently  diseased  is  the  antrum  of  High- 
more,  and  according  to  statistics  twenty  per  cent 
of  these  cases  are  due  to  dental  infection.  Next 
in  frequency,  unlike  Dr.  Kelly  who  puts  the 
frontal  sinus  next,  I agree  with  Dr.  Dulaney  that 
the  ethmoid  should  be  put  in  second  place. 

One  method  of  diagnosis  in  disease  of  the  an- 
trum of  Highmore  was  not  mentioned,  that  is  the 
so-called  posture  test.  Have  the  patient  clean 
his  nose  thoroughly,  shrink  the  mucous  mem- 
brane with  adrenalin  solution,  then  have  the 


patient  sit  or  recline  with  the  head  lowered.  I am 
in  the  habit  of  having  the  patient  recline  on  the 
sofa  with  the  head  lowered  over  the  side  with 
the  affected  side  uppermost.  Keep  him  in  that 
position  for  a few  minutes,  then  look  into  the 
nose  again.  If  the  antrum  is  infected  pus  will 
then  be  found  in  the  middle  meatus.  Nature  has 
made  the  antral  opening  high  in  the  nose,  so  it 
does  not  drain  readily  until  the  antrum  becomes 
filled  with  secretion;  but  with  the  head  lowered 
according  to  the  posture  method,  pus  will  appear 
in  the  nose  if  the  antrum  is  infected. 

Another  point  I want  to  make  is  that  we  may 
be  mistaken  in  our  diagnosis  based  upon  one  ex- 
amination. To  illustrate:  a man  came  to  me 
from  eastern  Kentucky  complaining  of  pain  in 
the  antral  region.  Examination  disclosed  no  pus 
and  I could  find  no  symptoms  of  infection.  He 
was  examined  again  a few  days  later  and  pus 
was  found  emerging  from  the  anterior  nasal 
meatus;  he  had  antral  infecton  and  if  a second 
examination  had  not  been  made  a few  days  la- 
ter the  disease  would  have  been  overlooked. 

As  regards  transillumination:  I have  found  it 
of  great  assistance  in  disease  of  the  antrum,  of 
some  assistance  in  frontal  sinus  infection,  and  of 
no  assistance  whatever  in  disease  of  the  ethmoid 
sinus. 

I was  glad  to  hear  Dr.  Watkins  speak  of  the 
fact  that  not  every  acute  sinus  infection  requires 
operative  intervention.  It  is  well  to  emphasize 
that  fact.  No  patient  should  be  dismissed  until 
he  has  fully  recovered.  Chronic  sinusitis  sel- 
dom subsides  without  the  institution  of  opera- 
tive treatment. 

One  symptom  of  sinusitis  that  I did  not  hear 
mentioned  is  typical  asthenopia.  The  patient  ap- 
pears with  pain  in  the  region  of  the  eye,  head- 
ache, etc.  Nasal  headache  is  generally  unilat- 
eral, and  ocular  headache  generally  bilateral,  but 
there  are  exceptions,  as  in  asthenopia  from  nasal 
disease. 

The  x-ray  picture  is  of  special  value  in  out- 
lining the  frontal  and  other  sinuses.  It  is  often 
helpful  but  may  be  misleading  as  to  sinus  dis- 
ease. I am  of  the  opinion  that  the  x-ray  may 
present  the  appearance  of  sinus  disease  when  this 
disease  has  existed  long  ago  and  is  cured.  I 
would  like  to  hear  Dr.  Keith  speak  of  this  in 
closing. 

Gaylord  C.  Hall:  Regarding  the  case  reported 

by  Dr.  Bass:  I think  he  has  gotten  out  of  a 

serious  situation  very  well  thus  far.  It  is  not 
at  all  certain,  however,  that  his  patient  will  ulti- 
mately recover.  There  have  been  two  papers 
published  during  the  last  year  or  two  regarding 
osteomyelitis  of  the  skull,  and  the  consensus  of 
opinion  is  that  most  of  these  patients  die,  or  the 
vast  majority  of  them  succumb,  for  the  reason 
that  regardless  of  treatment  the  process  con- 
tinues. We  may  remove  the  diseased  bone  and 
cleanse  the  sinus  but  the  process  extends.  In 


458 


KENTUCKY  MEDICAL  JOURNAL 


[August,  1927 


all  these  cases  an  external  operation  is  indicated, 
and  sometimes  a very  extensive  procedure  is  nec- 
essary. A .case  reported  in  one  of  the  recent  pa- 
pers mentioned  shows  that  the  patient  was  under 
treatment  for  eight  months  or  longer  for  osteo- 
myelitis and  yet  death  occurred  from  extention 
into  the  brain.  It  is  hoped,  however,  that  Dr. 
Bass’  patient  will  ultimately  make  a complete  re- 
covery. 

In  discussing  the  complications  of  maxillary 
sinusitis  Dr.  Kelly  failed  to  mention  the  teeth. 
I rather  think  that  involvement  of  the  teeth  is 
a common  complication.  It  is  a well  known  fact 
that  we  may  treat  a case  of  maxillary  sinusitis 
with  every  expectation  and  belief  that  the  dis- 
ease will  promptly  subside,  but  the  patient  does 
not  recover,  and  further  investigation  reveals 
that  one  or  more  of  the  molar  teeth  are  involved 
(usually  apical  abscesses)  and  until  these  teeth 
are  extracted  the  maxillary  sinusitis  will  persist. 

One  of  the  essayists  spoke  of  drainage  of  the 
sinuses,  stating  that  in  his  opinion  drainage  was 
best  from  the  ethmoid,  then  he  stated  directly  af- 
terward that  the  ethmoid  was  most  frequently  in- 
fected of  all  the  accessory  sinuses.  I think  that, 
these  two  statements  are  incompatible,  because 
if  the  ethmoid  has  the  best  drainage  of  all  the 
sinuses  it  would  certainly  not  be  the  one  most 
often  infected.  I think  of  all  the  sinuses, — and 
I am  speaking  now  always  of  chronic  cases. — 
it  is  a very  close  race  between  the  maxillary 
sinus  and  the  ethmoid  as  to  which  is  the  more 
frequently  infected.  As  Dr.  Watkins  stated  in 
acute  cases  it  is  rare  to  find  a single  sinus  alone 
involved.  When  a single  sinus  is  involved  it  is 
most  frequently  the  maxillary  sinus. 

It  may  be  of  interest  to  note,  and  it  is  a well 
known  fact,  especially  in  acute  sinus  disease,  that 
the  pain  in  these  cases  does  not  respond  to  opi- 
ates. A patient  suffering  from  the  pain  of  acute 
sinusitis  may  be  given  large  doses  of  morphine 
without  very  much  effect.  The  reason  therefor 
is,  of  course,  that  the  pain  is  a pressure  pain 
due  to  dammed  up  secretion  in  the  infected  sin- 
uses. Careful  shrinking  of  the  mucous  mem- 
brane of  the  nose  with  steaming  or  suction,  will 
relieve  pain  much  more  rapidly  than  the  admin- 
istration of  any  drug. 

I think  something  should  be  said  in  regard  to 
the  cocaine  spray.  Personally  I do  not  like  it. 
I think  it  is  dangerous  and  may  induce  rather 
decided  syncope.  Adrenalin  chloride  seems  to 
me  preferable.  This  may  be  used  in  solution 
1-5000  or  1-10,000.  The  stronger  the  solution 
the  greater  the  reaction  is  like  to  be. 

Joseph  D.  Heitger:  While  Dr.  Dulaney  spoke 

of  chronic  sinusitis,  he  stressed  the  point  of  a 
purulent  discharge  more  than  he  did  the  hyper- 
plastic type;  yet  in  recent  years  due  to  the  work 
of  Sluder  our  attention  has  been  focused  on  the 
non-suppurative  type  of  sinusitis  which  is  prob- 
ably more  frequent  than  the  suppurative  form. 


In  regard  to  the  pathology  of  sinusitis  as  af- 
fecting treatment:  Dr.  Robertson  mentioned 

some  of  the  work  of  Zuckerkandl,  but  did  not  go 
into  details  regarding  the  reason  why  a great 
many  of  these  nasal  polypi  result  from  chronic 
infection.  The  convex  surface  of  the  middle 
turbinate  is  covered  by  firm  tissue  like  the  palm 
of  the  hand  and  the  bone  is  practically  devoid  of 
fat  cells.  The  mucous  membrane  of  the  con 
cave  surface  of  the  middle  turbinate  and  the 
middle  meatus  is  entirely  different  in  structure, 
and  is  intimately  attached  to  the  periosteum. 
There  are  no  fat  cells  in  the  medullary  spaces 
of  the  middle  turbinate,  which  is  really  a part  of 
the  ethmoid  bone.  However,  we  find  fat  cells 
in  the  uncinate  process  but  not  in  the  ethmoid 
capsule.  The  mucous  membrane  extends  well  in- 
to the  medullary  space,  and  that  is  another  item 
of  importance  in  the  final  operative  result  in  a 
great  many  cases,  because  Hajek  has  shown  that 
in  the  hyperplastic  type  there  is  deep  bone  in- 
volvement with  areas  of  absorption  and  new 
bone  formation;  whereas  in  the  suppurative  form 
bone  changes  are  not  as  frequent.  For  that 
reason  in  the  hyperplastic  type  the  roentgeno- 
gram shows  nothing,  because  the  areas  of  new 
bone  formation  are  neutralized  by  areas  of  ab- 
sorption. If  the  pathological  process  has  in- 
volved the  bony  trabeculae  and  has  extended 
deeply  into  the  bone,  no  operative  attack  will 
produce  a perfect  result  and  we  have  to  be  sat- 
isfied with  a half  result. 

M.  C.  Baker:  In  regard  to  the  roentgen-ray 

findings  in  the  diagnosis  of  accessory  sinus  dis- 
ease; I have  more  faith  in  the  roentgen-ray  diag- 
nosis than  in  transillumination,  particularly  when 
it  comes  to  operative  work.  The  roentgenologists 
have  been  invaluable  to  us  in  this  line  of  sur- 
gery. 

Dr.  Kelly  spoke  of  the  causative  factors  in  dis- 
eases of  the  accessory  sinuses:  As  you  will  all 
doubtless  recall  during  the  influenza  epidemic 
some  time  ago,  and  also  in  the  milder  epidemics 
that  have  recurred  in  the  autumn  and  winter  of 
each  year  since,  the  influenza  bacillus  was  found 
to  have  a special  predilection  for  the  nasal  sin- 
uses. In  nearly  all  these  cases  coincident  with 
the  influenzal  infection  there  developed  some 
trouble  in  the  accessory  sinuses  attended  by  pain 
and  suppuration. 

Another  thing  is  that  I think  we  often  over- 
look the  importance  of  sinusitis  in  children.  We 
frequently  see  children  with  chronic  colds  which 
persist  for  two  to  four  weeks  and  even  then 
some  of  the  patients  do  not  get  well.  There  is  a 
tendency  to  the  development  of  bronchitis  and 
laryngitis  with  excessive  cough  at  times.  I think 
it  is  always  well  to  examine  the  ethmoid  when 
laryngitis  occurs  in  children.  We  should  think 
more  seriously  of  sinusitis  in  children  especially 
when  so-called  colds  last  more  than  a few  days. 
These  children  have  various  complications  the  de- 
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velopment  of  which  could  be  avoided  by  proper- 
ly recognizing  and  treating  the  original  sinus 
trouble. 

Charles  K.  Beck:  Only  one  thing  has  been 

said  in  the  discussion  upon  which  I feel  like  com- 
menting, and  that  is  in  regard  to  the  use  of 
astringent  solutions  in  the  nose:  Dr.  Hall  said 
he  preferred  adrenalin  chloride.  1 have  seen  two 
or  three  patients  in  whom  a tremendous  reac- 
tion was  noted  after  the  use  of  adrenalin  solu- 
tion in  the  throat  which  continues  for  several 
days,  in  one  case  between  two  and  three  weeks. 
In  any  event  the  result  from  the  use  of  adren- 
alin chloride  is  only  temporary,  it  does  not  last 
a great  while.  Of  course  at  the  time  it  gives 
ventilation  and  drainage  to  the  sinuses  just  as 
well  as  cocaine  does;  but  from  a small  amount 
of  solution  of  cocaine  one  per  cent  I have  never 
seen  any  reaction  and  believe  there  is  no  danger 
if  only  a small  quantity  is  sprayed  into  the  nose. 
I further  believe  the  result  is  more  lasting  from 
cocaine  than  from  adrenalin  chloride. 

C.  A.  Lester:  Sinusitis  cases  are  rarely  treat- 

ed by  the  general  practitioner,  in  fact  anyone 
who  has  either  acute  or  chronic  sinusitis  has  no 
business  to  consult  a general  practitioner.  The 
patient,  however,  has  no  means  of  knowing  he 
has  sinusitis,  so  consults  his  regular  physician. 
The  important  point  is  that,  if  disease  of  any 
special  organ  is  to  be  considered,  the  general 
practitioner  should  refer  his  patient  to  a com- 
petent specialist  for  examination. 

In  my  opinion  examination  of  the  eye,  ear, 
nose  and  throat  is  just  as  valuable  as  a routine 
procedure  in  making  an  examination  of  the  pa- 
tient as  making  a blood  count,  taking  the  blood 
pressure,  and  all  the  other  things  that  are  done 
routinely.  In  many  cases  the  accessory  nasal 
sinuses  are  not  even  thought  of,  and  ocular  dif- 
ficulties are  not  considered,  though  they  may 
have  quite  an  important  influence. 

Headache  has  been  mentioned  as  a symptom 
of  sinusitis,  but  in  how  many  other  diseases  is 
headache  a symptom?  Their  names  are  legion. 
I suppose  almost  any  disease  can  be  accompan- 
ied by  headache.  The  type  of  headache  and  the 
time  of  its  beginning  are  factors  which  should 
arouse  suspicion.  If  a person  has  a headache  in 
the  morning  after  having  been  out  on  a party 
the  night  before,  it  is  reasonable  to  suppose  it  is 
the  result  of  the  party.  If  he  has  headache  only 
after  prolonged  use  of  the  eyes,  it  is  reasonable 
to  suppose  it  comes  from  the  eyes. 

My  observation  and  experience  indicate  that 
there  are  types  of  headache  referable  to  diseases 
of  the  nasal  passages.  The  principal  characteris- 
tics of  this  type  of  headache  are:  first,  there  is 
no  headache  during  the  day,  the  patient  retires 
feeling  well  but  awakens  in  the  morning  with  a 
headache,  sometimes  on  one  side,  frequently  on 
both  sides,  which  subsides  after  a few  hours;  sec- 
ond, he  will  at  time  be  attacked  by  violent  head- 


ache (which  may  often  begin  on  one  side  and 
then  spread  to  the  other) , and  he  will  have  a ten- 
der spot  on  one  or  both  temples  which  pressure 
will  generally  elicit. 

These  symptoms  are  not  strictly  reliable,  but 
are  very  suggestive,  and  when  present  are  suf- 
cient  reason  for  referring  the  patient  to  a spec- 
ialist. The  general  practitioner  can  easily  learn 
and  apply  a few  simple  indications  like  these 
and  will  be  much  more  interested  in  them  than 
in  the  acutal  treatment  and  care  of  chronic  sin- 
usitis, for  which  he  is  not  equipped. 

The  matter  of  drainage  of  the  ethmoid  and  the 
frequency  with  which  the  ethmoid  is  infected 
seems  to  have  received  considerable  attention. 
The  ethmoid  sinus  is  not  exactly  of  the  same  na- 
ture as  the  other  sinuses.  Drainage  of  the  other 
sinuses,  that  is  the  maxillary  and  frontal  sin- 
uses, is  through  definite  small  openings,  and  is 
not  always  easily  accomplished.  The  ethmoid, 
through  the  middle  turbinated  bones,  is  really  a 
part  of  the  respiratory  passages.  I am  of  the 
opinion  that  every  common  cold,  and  a common 
cold  is  really  a bacterial  infection  just  the  same 
as  diphtheria,  affects  the  middle  turbinates  and 
also  the  ethmoid  sinuses.  If  the  ethmoid  sinuses 
were  not  well  drained,  we  would  have  a great 
deal  more  ethmoid  trouble  than  we  do.  There  is 
a large  amount  of  ethmoid  sinusitis  that  is  not 
recognized.  The  patient  may  have  symptoms 
that  can  be  referred  to  focal  infection.  Now, 
focal  infection  is  merely  a term,  to  many  people 
it  does  not  mean  anything.  When  we  come  to 
think  of  it,  focal  infection  merely  means  a place 
where  germs  are  lodged,  and  we  get  a world  of 
focal  infection  in  the  accessory  sinuses;  these 
may  be  involved  just  as  frequently  as  the  teeth, 
tonsil,  gall  bladder,  or  an  infected  ingrowing 
toenail,  for  instance.  Many  people  so  affected 
will  complain  of  dyspepsia  or  indigestion,  they 
have  headache  which  is  believed  due  to  their  in- 
digestion, and  their  physician  will  give  them 
treatment  as  indicated  by  the  symptoms.  The 
treatment  has  no  effect,  and  frequently  the 
whole  symptom-complex  may  come  from  infec- 
tion situated  in  the  ethmoid. 

The  point  I want  to  make  is  that  whenever  the 
patient  has  headache,  especially  the  morning  type 
of  headache  that  subsides  after  a few  hours,  the 
type  in  which  the  tender  points  I have  mentioned 
can  be  elicited  by  pressure,  we  can  always 
strongly  suspect  accessory  sinus  infection.  If 
we  could  get  some  of  these  points  before  the 
general  practitioner  and  induce  him  to  send  the 
patient  to  the  specialist,  then  we  could  give  him 
the  benefit  of  the  knowledge  with  which  we  hap- 
pen to  be  blessed  and  finally  succeed  in  giving 
him  some  relief. 

Regarding  the  proper  solution  for  use  in  the 
nasal  passages:  Dr.  Beck  suggested  a solution 

of  one  per  cent  cocaine.  I agree  with  him  in 
this.  I am  particularly  susceptible  to  both  adren- 
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alin  and  cocaine,  the  after-effect  being  very  dis- 
agreeable. I have  used  with  considerable  satis- 
faction at  times  a solution  consisting  of  ten  per 
cent  of  the  regular  1-1000  adrenalin  in  sterile 
water  and  one  per  cent  solution  of  cocaine  in 
that.- 

A.  L.  Bass  (in  closing):  With  reference  to 

the  case  reported:  This  patient  has  left-sided 
motoroculi  paralysis.  The  fundi  are  normal. 

I appreciate  Dr.  Hall’s  remark  about  ultimate 
recovery  in  cases  of  this  kind,  and  the  patient  is 
fortunate  to  be  here.  The  mortality  rate  in 
osteomyelitis  of  the  frontal  bone  is  about  fifty 
per  cent.  I would  rate  this  woman  at  about 
eighty  per  cent.  I told  her  people  at  the  first 
operation  that  I would  do  something  more  later 
if  she  survived.  In  operating  for  osteomyelitis 
of  the  frontal  bone  one  has  to  go  wide  of  the 
mark  or  limit  of  the  disease  if  any  benefit  is  to 
be  accomplished. 

Pain  referred  to  the  spheno  posterior  ethmoid 
region  appears  in  the  morning  from  three  to 
eight  o’clock  and  subsides  about  noon  time. 

In  regard  to  nasal  polypi:  I use  to  be  a firm 
believer  that  polypi  are  the  result  of  chronic 
sinusitis.  I saw  a patient  a few  days  ago  who 
told  me  someone  had  removed  a polyp  from  his 
nose.  He  had  polypi  on  anterior  tip  of  both 
middle  turbinates.  Both  transillumination  and 
roentgen-ray  examination  were  negative  as  to 
sinus  involvement.  I have  never  seen  polypi 
without  sinus  involvement  heretofore. 

As  to  douching  and  irrigation:  I think  a half 
teaspoonful  of  sodium  bicarnonate  and  a half 
teaspoonful  of  sodium  chloride  to  a pint  of  water 
makes  an  excellent  solution  for  douching  the 
nasal  mucous  membrane  in  subacute  sinus  affec- 
tions. 

Dr.  Vaughan  referred  to  the  mortality  result- 
ing from  puncture  and  irrigation  of  the  antrum:  I 
remember  five  or  six  years  ago  reading  an  ar- 
ticle where  someone  reported  about  twenty 
deaths  from  irrigation  of  the  antrum  of  High- 
more.  These  patients  died  “right  now,”  did  not 
give  anyone  much  time  to  do  anything  for  them. 
Had  I read  that  article  before  doing  any  antrum 
punctures,  think  I would  have  my  first  antrum 
to  puncture  today;  but  as  it  is,  I do  not  know  how 
many  I have  irrigated  without  dire  results,  and 
will  continue  to  irrigate  when  the  indication  war- 
rants it. 

In  regard  to  the  x-ray  and  transillumlnatlon: 
While  transillumination  is  a valuable  guide,  the 
roentgen-ray  findings  furnish  the  final  proof  of 
sinus  involvement,  especially  if  one  is  going  to 
operate.  I cannot  recall  a sinus  operation  that 
I have  performed  without  an  x-ray  picture  being 
made  first.  I recall  one  patient  who  had  a polyp 
in  both  middle  meati.  Roentgen-ray  examina- 
tion showed  all  the  sinuses  clear  except  the  an- 
tra. The  polyp  was  removed  and  both  antra  op- 
erated upon  and  the  patient  is  well  today.  With 


reference  to  the  relief  of  pain:  I think  aspirin 
is  more  effective  in  relieving  the  pain  of  acute 
sinus  disease  than  morphine.  It  produces  a 
sudoresis  which  in  turn  helps  to  relieve  the  con- 
gestion in  sinuses  which  produces  pressure  pain, 
besides  relieving  muscle  pain. 

D.  Y.  Keith  (in  closing)  : With  reference  to 

Dr.  Dabney’s  question:  There  is  yet  to  be  learn- 
ed many  things  from  an  x-ray  point  of  view  re- 
garding sinus  disease.  Whether  a sinus  affec- 
tion which  has  been  cured  symptomatically  would 
present  the  appearance  of  an  active  infection: 
I do  not  think  so.  Of  course,  any  type  of  infec- 
tion involving  the  sinuses  produces  swelling  of 
the  mucous  membrane  as  an  early  change.  The 
late  changes  are  all  bony  in  character. 

With  regard  to  eye  symptoms  in  sinus  affec- 
tions, a personal  experience  may  be  of  interest: 
Last  month  I had  an  acute  infection  of  the  left 
antrum  of  pure  staphylococcic  origin.  Free  drain- 
age was  secured  through  a natural  large  open- 
ing without  any  trouble,  and  I thought  I was 
well  in  a few  days.  Within  ten  days  there  was 
a recurrence  accompanied  by  pain  in  the  left 
eye  with  considerable  lachrymation  which  con- 
tinued for  four  or  five  days.  An  x-ray  examin 
ation  showed  involvement  of  the  left  frontal 
sinus,  a very  definite  involvement  of  one  cell. 
Pain  in  the  left  eye  was  relieved  by  the  use  of 
a 1-5000  metaphan  solution  with  no  symptoms 
24  hours  after  the  nasal  instillations  were  insti 
tuted.  Evidently  I have  very  good  drainage, 
otherwise  there  would  have  been  more  trouble. 
Frontal  sinuses  that  are  well  ventilated  and  of 
the  pneumatic  type  usually  drain  well,  resuting 
in  a cure  without  operative  assistance. 

Octavus  Duaney  (in  closing)  : It  was  impos- 

sible to  say  very  much  about  chronic  sinusitis  in 
a ten  minute  paper.  There  are  many  things  1 
would  like  to  have  emphasized  and  discussed 
about  the  classification  of  sinusitis  into  the  hy 
perplastic  and  suppurative  types. 

I am  glad  that  Dr.  Heitger  mentioned  the  dry 
type  of  sinus  infections,  especially  ethmoidal.  I 
have  operated  many  cases  where  no  pus  was 
present,  the  middle  turbinate  was  easily  removed 
with  dressing  forceps  and  all  ethmoidal  cells 
were  found  obliterated  presenting  a large  cavity 
presumably  caused  by  an  active  dry  necrosis  or 
destruction  of  the  ethmoidal  cells. 

In  diagnosing  antral  infections,  Dr.  Dabney 
has  explained  that  the  posture  test  is  very  im 
portant.  If  the  frontal  or  anterior  ethmoidal 
cells  are  involved  and  the  patient  is  left  in  an 
upright  position  after  swabbing  away  all  nasal 
secretions,  the  pus  will  quickly  reappear  in  the 
middle  meatus.  If  the  pus  or  secretions  do  not 
reappear  have  the  patient  recline,  as  Dr.  Dab- 
ney suggested,  and  if  the  antrum  is  involved  on 
re-examination  you  will  find  pus  in  the  middle 
meatus. 

There  are  so  many  different  causes  of  sinus 
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infection  that  it  is  often  difficult  to  decide  where 
the  trouble  originates.  Many  patients  are  re- 
ferred to  us  by  internists  because  of  pain  var- 
iously situated  and  sinus  disease  is  unsuspected. 
Pain  of  sinus  infection  is  often  referred  to  some 
other  region  and  the  patient  is  sent  to  us  with 
the  request  for  diagnosis  or  to  determine  wheth- 
er or  not  there  is  some  focus  of  infection.  Many 
patients  complain  of  no  pain  until  there  is  in- 
volvement of  the  sphenopalatine  ganglion,  and 
when  this  occurs  the  pain  may  be  distributed 
anywhere  over  the  face  or  in  the  temporal  re- 
gion or  even  behind  the  ear  suggesting  mastoid 
disease. 


TREATMENT  OF  GASTRIC  AND  DUO- 
DENAL ULCER.*  • 

By  H.  M.  Meredith,  Scottsville. 

That  the  question  of  gastric  and  duodenal 
ulcer  is  a serious  consideration  of  the  medi- 
cal profession,  is  evidenced  by  the  inexhaust- 
ive  literature,  by  the  modern  writers  of  our 
country  as  well  as  that  of  foreign  tongue. 

The  etiology  (which  is  unsettled),  pathol- 
ogy, symptomology,  experimental  production, 
its  relation  to  infection,  diagnosis,  location, 
and  methods  of  treatment  all  come  in  for  a 
liberal  share  of  publications. 

The  writer  does  not  feel  competent  or  pre- 
sume to  do  more  than  to  discuss  the  topic  in 
brief  touching  the  high  points  in  the  treat- 
ment. 

To  begin  the  successful  treatment,  emphasis 
must  be  placed  on  the  proper  diagnosis;  and 
sex,  age,  occupation,  time  of  existence,  re- 
current location  and  the  study  by  x-rav  all  en- 
ter into  the  fundamentals  of  the  treatment 
and  last  but  not  least  the  cooperation  and  ed- 
ucation of  the  patient ; this  rates  in  import- 
ance to  that  in  the  successful  treatment  of  tu- 
berculosis and  diabetes. 

The  preventive  treatment  of  ulcer,  is  well 
worth  our  thought,  as  most  patients  give  a 
frank  preulcer  history,  or  a gastric  syndrone 
that  is  auite  regular,  not  that  all  patients 
with  this  history  have  ulcer  but  practically 
all  ulcer  cases  have  gone  through  this  stage 
and  it  is  believed  that  many  ulcers  may  be 
prevented  or  arrested  in  this  stage  before 
the  damage  to  the  stomach  or  duodenum  has 
taken  place.  While  the  etiology  of  ulcer  is 
yet  undetermined,  it  is  noted  that  frequently 
these  preulcer  conditions  are  improved  by 
elimination  of  all  sources  of  focal  infection, 
which  as  a rule  are  present,  especially  in 
teeth. 

The  treatment  is  divided  into  medical,  sur- 
gical. and  again  medical.  In  the  simple  pep- 
tic ulcer  without,  or  before  organic  changes 

*Read  before  the  Third  District  Medical  Societ» 


have  occurred  in  the  stomach  the  treatment  is 
purely  one  of  medical  type,  if  the  walls  of  the 
stomach  are  scarred  to  the  extent  that  the 
proper  emptying  of  the  stomach  is  impaired, 
then  it  is  one  that  needs  surgery  to  correct  the 
deformity.  , 

The  Medical  Treatment:  The  chief  sources 
of  injury  to  the  ulcer  are  first  the  chemical 
action  of  the  digestive  juices  and  second  the 
mechanical  irritation  from  peristalsis  and  in- 
appropriate foods  and  in  the  main  the  treat- 
ment is  to  be  directed  to  the  avoidance  of 
these  conditions,  with  an  additional  view  to 
the  proper  caloric  value  of  the  diet  to  main- 
tain the  daily  energy  expenditures  of  the  pa- 
tient. 

Probably  in  the  course  of  every  ulcer,  or 
at  least  during  a part  of  its  course,  there  has 
been  or  is  a hyperacidity  and  its  secretion  un- 
duly prolonged ; this  is  the  probable  cause  of 
the  pain  and  gastric  distress  is  these  cases, 
in  the  absence  of  obstruction  of  the  pylorus 
or  duodenum  and  is  due  to  the  irritation  of 
the  nerve  endings  in  the  ulcer. 

The  problem  in  the  main  is  to  neutralize 
this  hyperacidity  and  give  rest  to  the  stomach, 
with  a diet  of  high  caloric  value  Lo  maintain 
the  nutrition  of  the  patient  as  these  patients 
are  often  anemic  and  especially  after  hemor- 
rhage. 

While  there  are  many  good  plans  mapped 
out  as  a treatment,  the  one  most  universally 
accepted  is  the  Sippy  or  as  modified  by  some 
internists.  This  is  as  follows:  First,  abso- 
lute rest  in  bed  on  a diet  of  three  ounces  of 
equal  parts  of  milk  and  cream,  each  hour  from 
7 a.  m to  7 p.  m.  Within  three  or  four  days 
other  articles  are  added  such  as  eggs,  -crack- 
ers, briad  and  butter,  with  cereals.  Depend- 
ing on  the  severity  and  regress  of  the  case, 
the  medicines  used,  are  ^ach  hour  midway 
between  the  feedings  during  the  day  and  each 
half  hour  for  4 or  5 doses  after  the  last  even- 
ing meal.  The  administration  of  a powder 
consisting  of  soda  bicarbonate  and  magnesium 
oxide,  heavy,  of  each  10  grs.,  alternating  with 
a powder  of  10  grains  calcium  carbonate  and 
30  grains  sodium  bicarbonate.  This  is  the 
set  treatment  for  the  typical  ulcer  as  marked 
out  by  Sippy  and  his  disciples,  and  if  carried 
out  with  intelligent  cooperation  of  the  patient, 
will  result  in  the  cure  of  80  to  90%.  This  is 
of  course  the  uncomplicated  ulcer.  The  trou- 
ble with  this  treatment  as  is  the  condition 
with  many  other  stereotyped  forms  of  treat- 
ment, should  be  modified  to  fit  the  individual 
case.  In  some  cases  gastric  lavage  is  essential, 
two  hours  after  the  last  evening  meal,  for  re- 
moval of  the  residue  and  the  dilution  of  the 
hydrochloric  acid. 

If  hemorrhage  is  present,  opium  and  abso- 
lute rest  are  essential,  ice  to  epigastrum,  hem- 
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ostatic  serum.  Calcium  chloride  intravenously 
15  grs.  each  6 hours  until  hemorrhage  is  con- 
trolled is  worthy  of  consideration ; absence  of 
food  in  stomach  with  glucose  solution  per  rec- 
tum is  warmly  advocated. 

Our  attention  is  drawn  by  some  to  the  re- 
cent papers  to  the  danger  of  hyper  alkaliza- 
tion of  the  stomach  and  blood  and  suggest 
that  the  calcium  carb.  and  soda  be  material- 
ly reduced,  on  account  of  impairment  of  ren- 
al function ; this  is  especially  emphasized  in 
cases  with  coexisting  liver  or  renal  lesions. 

As  heretofore  expressed  the  medical  treat- 
ment of  ulcer  is  one  of  absolute  cooperation 
of  the  patient,  he  must  be  educated  and  make 
his  habits  and  diet  his  daily  religion. 

These  cases  demand  careful  and  frequent 
observation.  The  nervousness  which  is  prac- 
tically always  present  should  be  allayed,  the 
weight  should  be  maintained,  the  caloric 
value  of  the  diet  should  be  balanced  against 
the  amount  of  exercise  which  is  demanded  of 
the  individual. 

As  to  the  surgical  treatment:  in  reviewing 
the  literature  of  medical  writers  for  the  past 
50  years,  on  this  subject,  one  cannot  but  be 
impressed  with  the  fact,  that  little  progress 
lias  been  made  in  the  etiology,  symptomatol- 
ogy or  treatment,  except  that  by  surgery  and 
radiology. 

Some  of  our  leading  surgeons  contend  that 
80  to  90%  of  ulcers  should  be  treated  sur- 
gically and  that  it  will  eventually  be  the  pro- 
cedure in  most  cases,  while  on  the  other  hand 
our  internists  claim  a like  percentage  of 
cures  from  medical  treatment,  so  if  we  accept 
the  teaching  of  both,  our  feet  would  be  in 
the  air. 

There  is  no  doubt  that  too  many  ulcers  are 
treated  medically  indefinitely  when  there  is 
no  chance  to  cure  them,  because  neAv  condi- 
tions have  developed ; stenosis,  which  can  only 
be  dealt  with  successfully  by  surgery  to  re- 
lieve the  obstruction  to  prevent  adhesions, 
perforations  and  more  important  cancer 
transformation. 

Stenosis,  when  not  relieved  by  atropine,  and 
confirmed  by  x-ray  and  not  relieved  by  anti- 
leutic  treatment,  patient  past  40  years  of  age, 
occult  blood  in  stools,  repeated  hemorrhage, 
anemia  and  ulcer  located  definitely  in  duoden- 
um, should  have  surgery.  The  question  of 
the  exact  operative  procedure,  demands  the 
skill  and  judgment  of  a real  surgeon.  The 
question  is  whether  the  normal  function  of  the 
stomach  can  be  restored  by  pylorplasty  and 
removal  of  the  ulcer  or  pylorectomy  for  re- 
moval of  the  ulcer  bearing  surface  or  gastro- 
enterostomy, which  is  of  less  danger  and  us- 
ually gives  the  best  end  results.  The  condition 
of  the  gall  bladder  should  be  determined,  and 
-jod  ut  osjy  'p9A0iU9j  3q  pjnoqs  paseasip  jr 


foration  of  gastric  ulcer  surgery  has  saved 
many  cases  which  were  otherwise  hopeless. 

It  is  to  be  remembered  that  these  patients 
should  be  advised  that  their  medical  treat- 
ment is  not  terminated  with  surgery ; they 
will  continue  a part  of  the  symptoms  and 
your  worry  is  not  over  with  them.  They 
should  be  reminded  that  the  surgery  does  not 
restore  fully  the  normal  function  of  the  stom- 
ach but  it  is  to  keep  them  alive,  and  that  the 
secretion  of  hydrochloric  acid  has  not  been  re- 
lieved by  surgery  in  every  case. 


FOCAL  INFECTIONS  AS  CAUSATIVE 
FACTORS  IN  THE  PRODUCTION  OF 
MEDICAL  AND  SURGICAL  CON- 
. DITIONS.* 

By  Leon  L.  Solomon,  Louisville. 

This  caption  may  appear  novel  in  that  the 
term  focal  infections  appears  in  the  plural. 
More  commonly  the  term  appears  in  print, 
“focal  infection.”  Purposely  the  word  “in- 
fections,” in  the  plural  is  employed  in  the 
caption,  because  the  single  infection  is  less 
frequently  encountered  than  multiple  infec- 
tions. 

For  more  than  twenty  years  volumes  have 
appeared  in  literature  and  much  has  been 
spoken  in  convention  hall  concerning  a sub- 
ject, which  Billings  so  forcibly  brought  to 
attention.  Here  and  there,  other  men  accept- 
ing the  theme,  as  it  applies  to  both  medical 
and  surgical  conditions,  have  added  to  our 
understanding  of  the  question. 

And  yet,  many  medical  men  and  many  sur- 
geons either  question  the  focal  infection  idea 
or  they  ignore  it,  and  so  few  apparently  grasp 
the  commanding  part  it  plays  in  the  pro- 
duction of  a vast  number  of  common  ailments, 
it  appears  proper  that  prominence  be  given 
the  subject  in  this  symposium. 

The  surgeon  who  finds  a lymphangitis  in 
the  lower  leg  or  discovers  enlargement  of 
glands  in  the  popliteal  space  or  groin  at  once 
and  properly  looks  for  a causative  focus, 
which  he  expects  to  find  somewhere  below  the 
part,  involved.  It  is  rare  that  he  is  not  im- 
mediately rewarded  in  his  search.  For  the 
same  reason,  he  would  do  well  to  look  for  the 
focus  in  many  other  surgical  conditions,  which 
he  is  daily  called  upon  to  diagnose  and  to 
treat. 

Likewise,  the  physician  who  finds  his  pa- 
tient suffering  from  a so-called  rheumatism,  a 
neuritis,  an  asthma,  a glycosuria,  an  albu- 
minuria or  an  epilepsy  would  do  well  to 
search  for  the  focus  or  for  foci,  charging 
them  with  being  responsible  for  these  several 
conditions. 

Those  who  are  indifferent  to  the  focal  in- 

*Read  before  the  Jefferson  County  Medical  Society. 
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fection  hypothesis,  as  it  applies  to  medicine 
and  surgery,  and  those  who  complain  that 
we  are  surfeited  with  dissertations  on  focal 
infection  are  both  misguided  and  misinform- 
ed. The  writer  has  long  since  been  convinced 
that  focal  infections  are  responsible  for  a 
vast  number  of  medical  and  surgical  condi- 
tions, which  the  doctor  is  called  upon  to  treat 
many  of  them  immediately  disappearing, 
when  the  focus  of  the  foci  have  been  removed. 

Not  so  many  years  ago,  we  spoke  of  and  we 
wrote  about  rheumatic  arthritis,  rheumatic 
endocarditis,  rheumatic  sore  throat  and  the 
like.  How  it  was  possible  for  such  nomen- 
clature to  exist  is  difficult  of  conception  to- 
day. And  yet  one  need  not  turn  back  more 
than  ten  or  twenty  years  to  find  these  and 
similar  terms  in  common  use,  made  authentic 
by  text  books. 

Omitting  to  take  cognizance  of  the  part 
played  by  a given  focus  or  by  multiple  foci 
in  the  production  of  conditions,  solely  the  re- 
sult of  such  focus  or  foci,  and  omitting  to  re- 
move the  causative  factor  or  factors,  is  equiva- 
lent to  mopping  up  the  water  as  it  overflows 
the  floor,  and  neglecting  to  turn  off  the  fau- 
cet. 

There  was  a time  when  this  procedure  was 
employed  to  determine  the  propriety  of  re- 
commending dismissal  of  patients  from  insane 
asylums.  The  subject,  whose  sanity  was  ap- 
parently returning,  was  allowed  to  pass 
through  a room,  where  water  from  a running 
faucet  was  overflowing  the  basin,  mops  placed 
near-by. 

Provided  the  patient,  whose  returning  san- 
ity was  being  tested,  mopped  up  the  water, 
he  was  looked  upon  as  being  insane — he  was 
ordered  back  to  quarters.  If,  on  the  other 
hand,  he  seemed  to  grasp  the  situation,  quick- 
ly turning  off  the  faucet,  he  was  considered 
as  having  executed  a sane  act  and  was  recom- 
mended for  dismissal. 

Subjected  to  similar  test  on  the  basis  of  the 
logic,  employed  in  treating  disease,  how  many 
surgeons  might  well  have  their  sanity  ques- 
tioned ? How  many  would  be  ordered  return- 
ed to  quarters  can  be  imagined  by  the  over- 
whelmingly large  group,  who  continue  to 
blindly  treat  effect,  ignoring  cause. 

Where  is  the  logic  of  placing  a patient  on  a 
strict  diet,  administering  insulin  and  other 
remedial  agents  to  him,  when  no  attention 
is  paid  to  the  conditon  or  conditions,  respon- 
sible for  his  inability  to  properly  convert,  di- 
gest, metabolize  and  warehouse  carbohy- 
drates? 

Both  internist  and  surgeon  have  been  slow 
to  accept  the  belief,  that  the  snugly  hidden- 
away  infection  may  be  wholly  responsible  for 
the  epileptic  seizure  or  the  gastro-duodenal 
ulcer.  Both  surgeon  and  internist  have  been 


slow  to  accept  the  thought  that  renal  lith- 
iasis,  cholelithiasis  and  diabetes  mellitus  are 
frequently  but  outward  expressions  of  focal 
infection. 

The  epilepsy  continues  to  be  treated  as  if 
it  were  a real  entity.  Where  no  evidence  of 
cerebral  or  cortical  pressure  may  be  proven, 
epilepsy  is  usually  managed  on  the  basis  of 
its  being  an  essential  disease.  The  gastro- 
duodenal ulcer  is  almost  invariably  treated 
surgically — it  is  removed  on  the  the  basis  that 
it  is  an  essential  condition  and  can  only  be 
cured  by  removal,  paying  no  attention  to  the 
focal  infection,  likely  responsible  for  its  ex- 
istence. 

Though  the  denuded  mucosa  is  deftly  ex- 
cised, the  patient  making  a satisfactory  pri- 
mary recovery,  ere  long  returns  with  an  ulcer 
located  nearby  or  at  some  not  far  removed 
point.  Such  treatment  assuredly  must  fail, 
for  the  reason  that  the  cause  is  not  sought 
out  and  removed.  Similarly,  epileptic  seiz- 
ures must  persist  and  for  the  same  reason. 

hi  the  case  of  stone  in  the  urological  tract 
or  gall  bladder,  though  it  be  skillfully  re- 
moved, the  patient  returns  to  the  surgeon  or 
he  seeks  professional  advice  elsewhere,  be- 
cause other  stones  have  formed  or  other  condi- 
tions have  arisen,  the  same  cause  or  causes 
continuing  to  be  operative. 

The  Rheumatisms : The  commonest  expres- 
sion of  focal  infection  is  seen  in  that  most 
common  occurring  of  all  ailments,  the  so 
called  rheumatisms.  The  great  body  of  the 
profession  continues  to  treat  rheumatism  as 
an  entity. 

Among  the  list  of  remedial  agents,  herald- 
ed to  cure,  will  be  found  things  as  simple  as 
the  juice  of  one  or  more  lemons  drunk  each 
morning  before  breakfast — things  as  complex 
as  the  all  but  impossible  chemical  formulae 
of  synthetic  drugs.  New  additions  to  the  al- 
ready huge  family  of  “rheumatic  cures” 
constantly  appear. 

We  are  asked  to  “mop  up  the  water”  when 
we  should  “turn  off  the  faucet.”  What  is 
the  sanity  of  drugging  patients  for  rheuma- 
tism? Who  ever  knew  any  drug,  except  pos- 
sibly an  active  cathartic,  to  remove  the  eon 
dition,  responsible  for  sore  and  stiff  mus- 
cles? Provided  the  patient  treated  for  rheu- 
matism gets  well,  it  is  usually  by  the  grace  of 
God,  who  removes  the  cause,  the  physician 
looking  on  and  administering  drugs. 

How  could  colehicum  remove  the  underly- 
ing cause  or  causes,  responsible  for  an  acute 
articular  rheumatism?  IIow  can  sodium  sali- 
cylate or  salol  or  phenact.ein  cure  a subacute 
attack  or  a chronic  involvement?  And  yet 
these  drugs  are  no  less  potent  than  the  myriad 
of  chemical  substances  with  which  the  pro- 
fession is  deluged,  startling  claims  being  made 
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for  remarkable  cures  effected  by  one  and  all 
of  them. 

As  was  recently  said  when  the  writer  dis- 
cussed this  subject  before  a group  of  physic- 
ians: “lest  he  be  misunderstood,  this  is  not 
a tirade  against  additions  to  the  materia  med 
ica ; it  does  not  mean  to  underestimate  the 
value  of  delicious  lemon  juice;  it  is  no  brief 
against  proprietary  medicines ; 1 have  no  ob- 
jection to  proprietorship  in  medicine.  Cer- 
tainly much  good  has  been  accomplished  by 
the  chemical  laboratory,  the  pharmaceutical 
laboratory  and  the  biological  laboratory,  own- 
ed and  operated  privately  for  gain.” 

However,  I do  mean  to  ask  the  profession 
to  halt,  taking  time  to  search  for  the  cause  of 
rheumatism  and  finding  the  cause,  remove 
it — '“turn  off  the  faucet,”  “the  effect  ceas- 
es.” 1 constantly  prescribe  drugs  for  my 
rheumatic  patients  but  never  until  I have 
cleaned  up  such  patients  of  all  of  his  known 
focal  infection.  l)o  not  misunderstand  me  as 
being  a therapeutic  Nihilist.  As  one  time 
teacher  of  Materia  Medica,  I was  always  con- 
sidered a therapeutic  optimist. 

For  many  years,  I have  specified  Merrell’s 
Sodium  Salcylate.  Because  the  salt  is  pre- 
sented in  a pure  form,  free  from  sulphates, 
chlorides,  creosotic  acids  and  other  uncon- 
verted phenols,  I have  looked  upon  the  Mor- 
rell product  as  marking  a real  achievement  in 
medical  chemistry.  I have  also  been  a consist- 
ent user  of  the  iodides,  including  hydriodic 
acid,  and,  when  prescribing  the  latter,  have 
either  specified  glycerine  or  Gardner’s  sy- 
rup. I believe  that  atroplian  is  a much  worth 
while  addition  to  our  drug  armamentarium 
and  that  tolysin  can  be  counted  upon  to  ren- 
der a distinct  service  in  the  direction  of  solu- 
tion and  elimination  of  uric  acid. 

To  the  salicylates,  to  atophan,  to  tolysin 
I am  willing  to  ascribe  a stimulation  of  he- 
patic function,  their  cholagogue  effect  over- 
coming intestinal  stasis,  fermentation  and 
puti’efaction.  The  above  resultant  action 
from  the  administration  of  these  drugs  must 
lessen  the  distressing  and  diastrous  effect, 
common  to  the  “meat  eating  rheumatic,” 
whose  colon  if  not  his  entire  gut  has  become 
a veritable  cesspool  of  infection. 

It  has  been  my  experience,  however,  that 
what  constitutes  rheumatism  as  we  know  it,  is, 
for  the  most  part,  but  the  expression  of  focal 
infection,  located  somewhere  in  the  body. 
Most  frequently,  the  cause  will  be  found  in 
the  buccal  cavity  or  the  tonsil.  In  looking- 
over  my  records  for  nine  years,  I find  that  the 
tonsil  is  the  chief  offender,  the  gums  and  the 
teeth  following  in  order. 

The  patient  becomes  rheumatic,  he  suffers 
with  stiffness  and  soreness  in  muscles,  stiff- 
ness and  soreness  in  joints,  pains  along  tracts 


of  nerves.  Most  frequently  this  means  bac- 
terial invasion,  with  consequent  absorption  of 
the  chemistry  of  bacterial  life. 

Infection  in  the  sinuses  is  often  responsible 
for  rheumatsm.  In  my  experience,  infection 
located  within  the  intestinal  tract — the  small 
gut  less  frequently  than  the  large  gut— is  a 
more  common  site. 

Gonorrhea  plays  a distinct  part,  syphilis 
plays  a not  infrequent  role.  Most  frequently, 
however,  in  daily  practice  the  case  of  rheu- 
matism, which  we  encounter,  is  a myositis,  an 
arthritis,  a synovitis,  a neuritis  due  to  focal 
infection  somewhere.  If  such  be  the  case,  it 
behooves  us  to  search  for  the  part  involved. 

This  search  is  not  complete  until  every  pos- 
sible hiding  place  has  been  definitely  inter- 
rogated— the  bile  passages,  the  gall  bladder, 
the  appendix,  the  caecum,  the  sigmoid,  the 
rectum  and  elsew-here.  Likewise  the  search 
must  be  carried  through  the  urological  sys- 
tem, including  the  entire  genital  tract,  from 
kidney  through  to  meatus.  And  in  the  fe- 
male, in  any  part  of  the  tubo-uterine  canal 
may  be  found  the  seat  of  the  infection.  In 
particular,  I emphasize  the  cervical  mucosa 
and  cervical  glands. 

A case  is  recalled  where  long  . continued 
rheumatism,  affecting  muscles  and  joints,  de- 
spite every  effort  at  cleaning  up  infection, 
continued  to  persist,  and  only  disappeared  af- 
ter the  surgical  removal  of  the  cervix. 

What  could  be  more  idiotic  than  the  treat- 
ment of  the  so-called  rheumatisms  solely  by 
diet,  by  administration  of  anti-rlieumatic 
drugs  and  by  mineral  waters  and  baths,  ignor- 
ing all  the  while  a mouth  full  of  infection  or 
a pair  of  tonsils,  unquestionably  the  seat  of 
disease?  What  could  be  more  insane  than  the 
treatment  of  an  epilepsy  or  the  treatment  of 
diabetes  with  medicines,  ignoring  the  removal 
of  the  focal  infection  responsible  in  the  one 
instance  for  the  storm  in  the  nervous  system, 
in  the  other  instance  responsible  for  disfunc- 
tion of  pancreas  and  liver? 

Then,  and  only  then  will  the  effect,  com- 
monly described  as  rheumatism,  disappear 
from  medical  practice,  when  we  have  learned 
to  search  for  the  cause  of  lumbago,  arthritis, 
synovitis  and  neuritis  and  finding  the  cause, 
have  removed  it.  Then  and  only  then  may  we 
be  permitted  to  say  we  have  a real  grasp  of 
the  situation,  when  we  realize  the  dominant 
role  played  by  focal  infections. 

Effect  of  Ultraviolet  Rays  on  Rabies  Virus. 

On  the  basis  of  his  experiments  Takaya  asserts 
that  the  ultraviolet  ray  does  not  have  any  ef- 
fect on  the  virulence  of  rabies  virus. 
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SAWDUST  BEDS. 

By  W.  R.  Thompson,  Assistant  Superintend- 
ent Eastern  State  Hospital,  Lexington. 

A quarterly  report  for  July  ol‘  the  Depart- 
ment of  Public  Welfare  of  Illinois  gives  a 
short  description  of  sawdust  beds,  in  use  in 
a hospital  in  Bauch,  Germany,  for  the  help- 
less, untidy  insane.  This  class  of  patients  is 
the  most  trouble  of  all  in  any  hospital,  and 
any  provision  that  adds  to  their  comfort  and 
makes  easier  their  care  is  worth  installing. 

On  the  twenty-second  of  last  September  six 
of  these  beds  were  placed  in  one  of  the  rooms 
on  the  untidy  ward  of  the  Eastern  State  Hos- 
pital, Lexington,  Kentucky,  and  six  of  the 
most  helpless,  untidy  patients  placed  in  them ; 
two  of  them  having  bed  sores  on  backs  and 
hips,  which  had  only  grown  worse  under  the 
ordinary  methods  used  to  heal  them  are  now 
well. 

These  beds  are  oblong  boxes  made  of  one- 
inch  dressed  boards;  six  feet,  six  inches  long, 
Ihirty  inches  wide,  twenty-four  inches  deep, 
standing  on  legs  six  inches  high  and  painted 
white. 

They  are  half  filled  with  fresh  sawdust 
that  has  been  passed  through  a one-quarter 
inch  sieve.  The  sawdust  should  not  be  too 
fine  on  account  of  packing,  and  may  be  re- 
newed as  a whole  at  any  time  with  but  little 
trouble,  if  necessary  from  any  cause. 

These  beds  have  proved  so  satisfactory,  it 
has  been  decided  to  put  them  on  all  the  un- 
tidy wards  in  the  institution  for  the  worst  of 
this  class  of  patients.  The  new  ones  being 
made  at  this  time  are  like  the  first  except 
they  will  be  only  eighteen  inches  deep  and 
stand  on  twelve-inch  legs;  experience  having 
shown  that  a six-inch  free  board  above  the 
sawdust  is  sufficient  for  all  purposes.  They 
can  be  placed  on  rollers  if  desired. 

The  patient  with  short  night  shirt  on  lies 
directly  on  the  sawdust,  which  readily  con- 
forms to  the  shape  of  the  body  but  does  not 
in  any  way  interfere  with  movements  of  body 
or  limbs  if  able  to  make  them.  A pillow  is 
placed  under  the  head  and  he  is  covered  with 
sheet  and  blankets  according  to  the  tempera 
ture  of  the  room. 

The  excreta  from  the  bowels  and  kidneys 
with  the  small  amount  of  sawdust  soiled  by 
same  is  scooped  out  immediately,  with  an  or- 
dinary six-inch  scoop  and  destroyed.  Fresh 
sawdust  is  added  from  time  to  time  to  keep  the 
total  up  to  the  twelve-inch  level,  and  is  stirred 
to  the  bottom  several  times  a week  to  keep 
from  packing  too  hard,  and  the  top  is  easily 
kept  level  with  scoop  or  hand.  These  six  beds: 


and  the  room  are  cared  for  by  one  fairly  in- 
telligent patient  helper  under  the  supervision 
of  an  attendant. 


The  patients  suffer  no  inconvenience  what- 
ever ; are  easily  changed,  bathed  and  cared 
for  in  all  necessary  things  and  appear  to  be 
more  comfortable  than  when  in  the  regular 
bed  with  sheet  and  rubber  cloth  under  them. 

Their  advantages  are  as  follows.  They  are 
sanitary,  neat  and  clean  in  appearance — all 
odor  is  eliminated — bed  sores  do  not  develop 
and  readily  heal  when  patients  with  same  are 
placed  in  them,  even  far  advanced  paretics. 

They  can  be  quickly  made  by  any  carpen- 
ter, and  the  original  cost  and  cost  of  mainten- 
ance is  small  compared  with  the  regulation 
hospital  bed  and  its  equipment.  No  restraint 
is  needed  to  keep  tlje  patients  from  falling  out 
of  beds  as  they  often  did ; bruises  and  some- 
times broken  bones  resulting,  regardless  of 
care  attention. 

The  saving  in  laundry  is  quite  an  item  in 
hospitals  and  a helpless,  untidy  patient  will 
soil  from  twelve  to  eighteen  sheets  every 
twenty-four  hours.  By  the  use  of  these  beds 
twelve  hundred  and  ten  sheets  were  saved  on 
this  ward  from  September  twenty-second  to 
November  fifteenth.  Night  shirts  are  seldom 
soiled,  and  the  patient  is  never  wet  from  the 
discharges  from  the  body  as  the  sawdust  ab- 
sorbs all  moisture  at  once.  It  is  surprising 
what  a small  amount  is  dampened  by  a free 
evacuation  of  the  bladder. 

The  members  of  the  medical  profession  who 
have  seen  them  in  operation  praise  them 
highly  and  wonder  why  they  have  not  been 
thought  of  before,  and  as  yet  no  objection 
has  been  made  by  friends  or  relatives  of  the 
patients  to  their  being  in  these  beds. 
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ACUTE  RETENTION  OF  URINE  DUE  TO 
TRAUMATIC  STRICTURE  OF  URETHRA 
IN  A BOY  EIGHT  YEARS  OLD. 
CASE  REPORT.* 

By  Irwin  H.  Cutler,  Louisville. 

The  following  ease  history  presents  sev- 
eral unusual  features  which  may  prove  of 
more  than  ordinary  interest  to  the  members 
of  this  society. 

J.  S.,  aged  8 years,  schoolboy,  Ohio  Coun- 
ty, Kentucky,  was  referred  to  the  Solomon 
Clinic  October  18th,  1926  and  admitted  at 
once  to  the  Deaconess  Hospital.  He  complain- 
ed of  intense  pain  over  the  suprapubic  re- 
gion, urinary  urgency,  vesical  tenesmus,  and 
inability  to  micturate.  During  the  last  twen- 
ty-four hours  he  had  voided  only  a few  drops 
of  urine  with  great  difficulty,  and  his  blad- 
der was  distended,  reaching  the  umbilicus. 

About  six  weeks  previously,  while  riding  on 
a wagon  carrying  500  feet  of  green  lumber, 
he  fell  and  one  rear  wheel  passed  obliquely 
over  his  pelvis.  He  was  taken  home  and  a 
physician  summoned.  The  doctor,  a very  com- 
petent man,  could  find  no  injury  and  no  frac- 
ture. It  was  noted  that  the  boy  had  voided 
a small  quantity  of  blood- tinged  urine  soon 
after  the  accident,  but  this  did  not  arouse  ap- 
prehension. He  was  kept  in  bed  two  days, 
against  his  wishes,  and  then  allowed  to  re- 
sume his  usual  active  life. 

About  three  weeks  later  he  began  complain- 
ing of  difficulty  in  voiding  his  urine,  and 
within  a week  experience4  great  pain  on  at- 
tempting to  urinate,  with  urgency  and  tenes- 
mus. The  stream  became  weak  and  he  was 
unable  to  empty  his  bladder  completely.  Un- 
der an  anesthetic  an  attempt  was  made  to  in- 
troduce a catheter  without  success.  He  was 
then  taken  to  Owensboro  where  another  at- 
tempted catheterization  failed. 

At  the  time  of  our  examination  the  patient 
had  practically  complete  retention  of  urine; 
with  considerable  straining,  lie  could  void  a 
few  drops.  Urinalysis  showed : cloudiness, 
specific  gravity  1020,  acid  reaction,  a trace  of 
albumin,  no  sugar,  six  to  eight  pus  cells  per 
field. 

Under  novocain  anesthesia  a filiform  met 
with  obstruction  at  the  bulb.  The  boy  was 
prepared  for  external  urethrotomy,  in  the  be- 
lief that  under  general  anesthesia  a filiform 
and  guide  might  enter  the  bladder.  Under 
nitrous  oxide-oxygen  anesthesia  I was  able 
to  pass  a No.  8 F.  metal  guide  with  some  dif- 
ficulty. A vertical  incision  was  made  begin- 
ning just  behind  the  scrotum  and  ending 
about  one-half  inch  in  front  of  the  anus.  Af- 


ter exposing  the  bulb,  the  groove  was  located. 
A vertical  incision  about  one-half  inch  long 
was  then  made  opening  the  floor  of  the  ure- 
thra. A smafl  grooved  director  entered  the 
bladder  and  about  300  cc.  of  urine  was  with- 
drawn. Considerable  dense  scar  tissue  was 
encountered  in  the  bulbous  urethra,  which  was 
incised.  The  meatus  being  very  small,  meat 
otomy  was  performed;  a No.  16  F.  metal 
sound  then  passed  into  the  bladder  without 
difficulty.  A No.  12  F.  Malecot  catheter  was 
inserted  perineally  for  bladder  drainage,  the 
tissues  being  loosely  approximated  around  it. 
The  vesical  cavity  was  irrigated-  twice  daily 
through  the  catheter,  while  the  urethra  was 
allowed  to  rest.  On  the  third  day  the  cathe- 
ter was  removed;  the  patient  was  able  to  void 
his  urine  partly  through  the  urethra.  One 
week  after  operation  the  wound  was  closed, 
the  boy  emptying  his  bladder  per  urethra. 
A metal  sound  was  passed  on  several  occas- 
ions ; then  the  patient  was  allowed  to  return 
home.  The  referring  physician  was  advised 
to  pass  sounds  regularly  and  to  observe  any 
tendency  of  the  stricture  to  recontract. 

Rupture  of  the  urethra  is  a comparatively 
rare  accident,  especially  if  unassociated  with 
ruptured  bladder  or  fracture  of  the  pelvic 
bones.  In  this  case  the  rupture  probably  oc- 
curred just  in  front  of  the  triangular  liga- 
ment and  was  not  very  extensive. 

There  are  three  immediate  symptoms  or 
signs  of  ruptured  urethra,  viz.,  (a)  effusion 
of  blood,  (b)  extravasation  of  urine,  and  (c) 
infection,  any  of  which  should  lead  to  medi- 
cal attendant  to  make  a correct  diagnosis. 
Except  for  slight  hematuria  at  the  outset,  this 
boy  had  no  symptoms  until  contraction  of  the 
scar  tissue  had  occurred. 

The  rapidity  with  which  the  rupture  heal- 
ed and  contracted  to  filiform  size  is  amazing, 
though  not  unusual.  Keyes  (Cabot:  “Urolo- 
gy”) found  in  forty-four  cases,  all  appeared 
within  six  months  of  the  injuries,  excepting 
four. 

Traumatic  strictures  are  difficult  to  man- 
age because  they  contract  more  rapidly,  and 
recur  after  operation  more  frequently,  than 
gonorrheal  strictures.  The  entire  course  of 
traumatic  stricture  depends  on  the  treatment, 
especially  that  instituted  at  the  time  of  the 
accident.  Slight  injury  should  be  treated  by 
the  early  passage  of  sounds  to  control  ten- 
dency to  contraction.  In  graver  injuries,  es- 
pecially occurring  in  the  posterior  urethra, 
immediate  perineal  section  is  required.  Sub- 
sequently, sounds  are  passed  at  regular  in- 
tervals ; but  if  contraction  recurs,  a second  ex- 
ternal urethrotomy  may  be  performed. 

If  rupture  of  the  urethra  is  unrecognized  at 
the  time  of  the  accident,  operation  is  indicat- 
ed at  the  first  sign  of  urinary  obstruction.  In 
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eases  of  acute  retention,  suprapubic  puncture 
should  be  avoided  because  of  the  danger  of 
urinary  extravasation  and  infection,  while  the 
passage  of  catheters  will  only  produce  great- 
er trauma  with  its  inherent  dangers. 

DISCUSSION 

Edward  R.  Palmer:  Traumatic  strictures  of 

the  urethra,  as  Dr.  Cutler  remarked,  are  among 
the  most  difficult  lesions  with  which  the  urolo- 
gist has  to  deal.  They  are  practically  always  due 
to  injury,  such  as  falls  or  blows.  I recall  the 
case  of  a boy  eight  or  nine  years  old,  seen  sev- 
eral years  ago,  who  fell  astride  of  a fence  caus- 
ing urethral  rupture.  The  condition  was  recog- 
nized promptly  by  the  attending  physician  and 
soon  afterward  a perineal  section — external 
urethrotomy — was  performed  with  recovery  of 
the  patient. 

One  great  trouble  with  traumatic  urethral 
strictures,  as  also  stated  by  Dr.  Cutler,  is  their 
tendency  to  recontract.  I believe,  therefore, 
that  all  of  these  cases,  even  after  they  have  been 
operated  upon,  should  be  instructed  not  only  to 
pass  a sound  occasionally,  but  use  the  sound 
more  or  less  regularly  during  the  remainder  of 
their  lives,  because  it  is  certain  that  sooner  or 
later  there  will  be  recontraction  of  the  stricture. 

I recall  a case  seen  in  the  city  hospital  sev- 
eral years  ago,  when  I was  in  charge  of  the  uro- 
logical department,  a carpenter  who  had  trau- 
matic stricture  of  the  urethra  of  twenty  or  twen- 
ty-five years  duration.  There  was  a dense  mass 
of  cicatricial  tissue  that  resisted  introduction  of 
the  sound.  In  my  opinion  we  should  not  lose 
much  time  in  operating  upon  such  patients.  A 
free  opening  should  be  made  giving  abundant 
opportunity  for  drainage. 

Another  point  mentioned  and  which  I desire 
to  emphasize  is  the  stand  he  takes  against  su- 
prapubic puncture.  I have  seen  some  very  dis- 
astrous results  from  this  procedure.  If  condi- 
tions are  such  that  perineal  section  cannot  be 
performed  promptly,  it  is  much  safer  to  resort 
to  suprapubic  cystotomy  and  introduce  a cathe- 
ter for  drainage  rather  than  puncture  the  vesical 
cavity  blindly  by  means  of  a cannula. 

It  is  well  to  remember  that  traumatic  ure- 
thral strictures  of  long  standing  cannot  be  suc- 
cessfully dilated.  External  urethrotomy  is  the 
procedure  of  election  in  such  cases,  followed  by 
the  passage  of  sounds  at  regular  intervals  to 
prevent  recontraction. 

Henry  J.  Farbach:  Fortunately  in  my  entire 

experience  I have  seen  only  one  patient  with 


traumatic  stricture  of  the  urethra.  That  man 
was  working  on  parallel  bars  in  the  gymnasium 
and  fell  off  the  bar  striking  on  his  perineum, 
rupturing  his  urethra.  This  case  was  success- 
fully treated  by  means  of  an  indwelling  cathe- 
ter followed  later  by  dilatation.  He  had  symp- 
toms of  urinary  obstruction  about  the  fourth 
day,  but  made  a satisfactory  recovery  with  per- 
fect function  of  the  urethra. 

The  case  reported  by  Dr.  Cutler  is  especially 
interesting  because  of  the  length  of  time  elap- 
sing between  the  injury  and  the  development  of 
acute  retention. 

Leon  L.  Solomon:  I shall  of  course  not  dis- 

cuss the  case  from  the  urological  standpoint, — 
that  belongs  to  the  specialist.  I would,  however, 
emphasize  a remarkable  thing  about  this  eight 
year  old  lad.  A wagon,  loaded  with  five  hun- 
dred feet  of  gren  lumber,  said  to  weigh  twenty- 
one  or  twenty-two  hundred  pounds  passed  over 
the  pelvis  of  the  child,  without  doing  any  other 
structural  damage  than  rupturing  the  urethra. 

We  are  told  the  boy  was  in  no  sense  disturbed 
by  the  accident.  There  was  no  shock;  he  did  not 
vomit;  a small  quantity  of  blood  tinged  urine 
was  passed;  he  wanted  to  go  out  to  play  the 
next  morning. 

No  symptom  of  damage  to  urethra,  as  Dr. 
Cutler  has  said,  appeared,  until  sometime  later, 
at  which  time,  after  failing  to  get  into  the  blad- 
der, the  case  was  referred  to  the  clinic.  Under 
Dr.  Cutler’s  care,  the  result,  so  interestingly  des- 
cribed in  his  report,  was  achieved.  I congrat- 
ulate him  on  the  outcome. 

Irwin  H.  Cutler  (in  closing)  : I thank  the  gen- 
tlemen for  their  discussion  of  my  report.  I agree 
with  Dr.  Palmer  that  after  external  urethrotomy 
for  traumatic  stricture,  the  patient  should  be 
watched  the  remainder  of  his  life  and  dilatation 
practiced  at  intervals  to  prevent  recontraction. 
Too  often,  however,  patients  with  urethral  stric- 
ture neglect  themselves  until  forced  by  dimin- 
ishing urinary  stream  to  consult  their  physician 
for  relief. 

The  case  mentioned  by  Dr.  Farbach  is  inter- 
esting from  the  fact  that  the  patient  obtained  re- 
lief from  a traumatic  urethral  stricture  by  in- 
troduction of  the  indwelling  catheter.  The  ma- 
jority of  these  cases  require  operation,  and  ex- 
ternal urethrotomy  is  the  procedure  of  choice. 
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WOMAN’S  AUXILIARY  NOTES 


DAVIESS  COUNTY  ORGANIZES 

The  Woman’s  Auxiliary,  Daviess  County  Med- 
ical Society,  was  organized  April  1,  1927,  at 
Owensboro. 

The  officers  elected  were: 

President — Mrs.  J.  C.  Hoover,  Owensboro. 
Vice-President — Mrs.  R.  E.  Griffin,  Owens- 
boro. 

Secretary — Mrs.  0.  W.  Rash,  Owensboro. 
Treasurer — Mrs.  A.  L.  Kinchloe,  Owensboro. 
The  list  of  members  to  date,  follows:  Mrs.  Lee 
Barrett,  Whitesville,  and  Mrs.  Ed  Barr,  Mrs. 
J.  W.  Barnhill,  Mrs.  W.  E.  Berry,  Mrs.  Ellis 
Carpenter,  Mrs.  J.  T.  Dixon,  Mrs.  D.  W.  Grif- 
fith, Mrs.  R.  E.  Griffin,  Mrs.  R.  M.  Hathaway, 
Mrs.  I.  J.  Hoover,  Mrs.  J.  C.  Hoover.  Mrs.  Louis 
Igleheart,  Mrs.  A.  L.  Kinchloe,  Mrs.  R.  McGary, 
Mrs.  H.  K.  Osborne,  Miss  Irene  Osborne,  Mrs.  0. 
W.  Rash,  Mrs.  C.  M.  Rice,  Mrs.  R.  L.  Schraeder. 
Mrs.  F.  M.  Sherman,  Mrs.  W.  F.  Stierman,  Mrs. 
J.  H.  Thorpe,  Mrs.  M.  H.  Walker,  all  of  Owens- 
boro. 


OUR  ANNUAL  MEETING 

The  Fourth  Annual  Meeting  of  the  Woman’s 
Auxiliary,  Kentucky  State  Medical  Association, 
will  be  held  October  3-6  in  Owensboro  at  the 
time  of  the  Seventy-Sixth  Annual  Meeting  of  the 
Kentucky  State  Medical  Association. 

We  have  been  assured  that  both  meetings  will 
be  full  of  interest,  profitable  to  all  who  attend. 
The  Owensboro  profession  promises  a genuine, 
old-fashioned,  Kentucky  welcome,  and  urges  that 
all  the  women  come  and  bring  their  doctor  hus- 
bands and  fathers. 


Bring  your  copy  of  the  Woman’s  Auxiliary 
number,  Kentucky  Medical  Journal  (December 
1926  issue)  with  you  to  the  Annual  Meeting  in 
Owensboro. 


Is  there  a copy  of  the  current  issue  of  Hygeia 
on  Your  Doctor’s  desk? 


POPULAR  AND  AUTHENTIC 

For  years,  the  medical  profession  and  the  gen- 
eral public  have  been  asking  for  a regular  mag- 
azine that  would  present  health  facts  and  relia- 
ble health  teaching  in  plain  English  that  is  easily 
reliable.  In  response  to  the  request  the  Amer- 
ican Medical  Association,  the  largest  and  the 
most  progressive  body  of  organized  medical  men 
in  the  world,  now  publishes  monthly  the  health 
magazine  known  as  Hygeia. 

Hygeia  discusses  health  in  a new,  interesting 
and  authentic  manner.  Alluring  illustrations  in 
every  issue  make  the  timely  health  suggestions 
and  practical  ideas  more  attractive  to  mothers, 
fathers,  children,  teachers,  nurses,  doctors,  den- 
tists— in  fact  everybody.  It  tells  you  how  to 


keep  well  and  what  the  physician  knows  about 
air,  diet,  clothing,  exercise,  rest,  sleep,  care  of 
infants  and  children,  the  convalescent  and  the 
aged.  It  is  the  one  magazine  that  should  be 
found  on  the  waiting  room  table  in  every  doc- 
tor’s office  for,  while  entertaining  the  waiting 
patient,  Hygeia  reinforces  the  health  teaching 
the  physician  is  always  attempting  to  impress 
upon  his  patients  and  their  families. 

The  American  Medical  Association  has  re- 
quested that  the  Woman’s  Auxiliary  assist  the 
Association  by  helping  to  increase  the  circula- 
tion of  this  excellent,  ever-ready,  health  teacher. 
The  subscription  price  of  Hygeia  is  $3.00  per 
year  or  $5.00  for  two  years.  A generous  com- 
mission is  offered  the  Auxiliary  on  every  sub- 
scription obtained.  In  order  to  secure  this  com- 
mission, however,  all  orders  for  subscriptions 
should  be  sent  to  the  American  Medical  Associa- 
tion on  the  regular  Hygeia  subscription  blanks 
or  on  the  green  report  sheets.  These  subscrip- 
tion blanks  and  report  sheets  may  be  obtained  by 
writing  your  County  Chairman  for  Hygeia  or  to 
Miss  Mayme  Sullivan,  State  Chairman  for  Hy- 
geia, 532  West  Main,  Louisville,  or  the  request 
may  be  sent  direct  to  the  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chicago, 
Illinois. 

Let  each  one  of  us  women  of  the  profession  in 
Kentucky  do  our  bit  in  response  to  the  request 
of  the  American  Medical  Association. 

First,  let  us  make  sure  that  the  new  issue  of 
Hygeia  is  laid  on  our  doctor’s  office  table  the 
first  of  each  month. 

Second,  let  us  put  a copy  on  our  own  living 
room  tables  the  first  of  each  month. 

Third,  let  us  introduce  Hygeia  to  all  our 
friends  and  secure  as  many  subscriptions  as  pos- 
sible. 

Some  physicians  send  subscriptions  to  Hygeia 
to  their  patients  add  families  for  Christmas 
gifts.  A fitting  remembrance,  indeed. 

In  Colorado,  the  Woman’s  Auxiliary  sent  sub- 
scriptions to  Hygeia  to  the  public  health  nurses 
of  the  State. 

In  Minnesota,  the  Woman’s  Auxiliary  sent  sub- 
scriptions to  Hygeia  to  all  the  legislators  and  in 
Missouri,  the  Woman’s  Auxiliary  obtained  one 
thousand  two  hundred  and  six  subscriptions  from 
doctors,  dentists,  nurses,  teachers  and  private  in- 
dividuals during  the  year  1926-27. 

What  will  the  Woman’s  Auxiliary  of  the  Ken- 
tucky State  Medical  Association  do?  Just  what 
you  and  I do.  Let’s  do  it  now. 


NEWS  ITEMS 


Dr.  Robert  L.  Kelly  announces  the  removal  of 
his  offices  from  720  Francis  Building  to  408 
Francis  Building.  Practice  limited  to  Dermatol- 
ogy. Phone  City  746.  Office  hours  9-12,  2-5. 
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Scott:  The  Scott  County  Medical  Society  met 
at  2 p.  m.  in  the  office  of  the  Scott  County  Health 
Department,  with  Dr.  H.  H.  Roberts,  Vice-  Pres- 
ident. The  following  members  present:  Dr.  H. 
H.  Roberts,  E.  A.  Anderson,  C.  T.  Lancaster,  W. 
S.  Allphin,  H.  V.  Johnson,  E.  C.  Barlow,  and  S. 
S.  Ammerson. 

The  minutes  of  the  previous  meeting  were 
read  and  adopted. 

By  resolution  the  Secretary  is  instructed  to 
notify  all  members  of  this  society  of  the  con- 
templated Tubercular  Clinic  for  August  and  ask- 
ing the  doctors  to  fully  cooperate  by  sending 
patients  for  examination. 

C.  T.  Lancaster  presented  a clinical  patient 
(Mr.  Smith)  for  examination  by  members  of  so- 
ciety, and  case  was  carefully  examined  and  dis- 
cussed. 

The  paper,  “Care  and  Technique  of  Obstetric 
From  Conception  Until  Birth,”  was  read  by  Dr. 
Johnson  which  was  ably  prepared  and  much  en- 
joyed by  all  present  showing  the  interest  created. 
Dr.  Anderson  discussed  the  paper  very  ably  and 
complimented  this  most  interesting  paper. 

W.  S.  Allphin  complimented  the  paper,  as  did 
Dr.  Lancaster,  giving  some  experiences,  valua- 
ble suggestions  from  the  past  long  service  in  this 
field.  Dr.  Ammerson  complimented  the  paper 
very  highly,  also  giving  some  clinical  experiences 
at  the  bedside.  Dr.  Johnson  closed  the  discus- 
sion by  stressing  a few  salient  points  in  his  pa- 
per. 

E.  C.  BARLOW,  Secretary  pro  tern. 

Franklin:  At  a called  meeting  of  the  Franklin 

County  Medical  Society  in  the  office  of  Dr.  E. 
C.  Roemele  on  June  27,  1927,  to  take  action  on 
the  resignation  of  Dr.  Flora  Mastin,  Secretary- 
Treasurer  of  the  Society,  which  was  made  neces- 
sary by  the  recent  appointment  of  JDr.  Mastin  as 
Assistant  Resident  Physician  in  the  Eastern  Ken- 
tucky State  Hospital  for  the  Insane,  Lexington, 
Kentucky. 

The  following  members  were  present:  Doctors 
Travis,  Lyons,  Roemele,  Heilman,  C.  T.  Cole- 
man, Budd,  Jackson,  Coblin,  Youmans  and  Min- 


The  meeting  was  presided  over  by  the  Pres- 
ident, Dr.  Travis.  Dr.  Roemele  acting  as  tem- 
porary Secretary. 

The  resignation  of  Dr.  Mastin  was  read  and 
accepted.  Dr.  Minish  was  then  unanimously 
elected  to  succed  Dr.  Mastin  as  Secretary-Treas- 
urer. 

A motion  was  made  and  seconded  and  carried 
unanimously  that  a committee  of  three  be  ap- 
pointed by  the  Chairman  to  arrange  for  a fare- 
well dinner  to  be  given  in  honor  of  Dr.  Mastin 
on  the  evening  of  June  30th.  The  President  ap- 
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pointed  Doctors  Roemele,  Coleman  and  Minish. 
The  same  committee  was  authorized  to  purchase 
a suitable  gift  for  Dr.  Mastin  to  be  presented  at 

.he  dinner. 

A committee  consisting  of  Doctors  Budd  and 
Coblin  was  appointed  by  the  President  to  draft 
the  following  resolutions  concerning  Dr.  Mastin 
leaving  our  city,  copies  of  which  were  sent  to 
Dr.  Larue,  Superintendent  of  the  Eastern  State 
Hospital,  The  Kentucky  State  Medical  Journal, 
Kentucky  State  Journal  and  a copy  to  be  spread 
upon  the  minute  book  of  this  Society. 

Whereas  .ve  have  learned  with  deep  regret 
that  Dr.  Flora  Mastin  is  leaving  Frankfort  to  be- 
come associated  with  the  medical  staff  of  East- 
ern State  Hospital,  it  is  with  sorrow  that  we  are 
compelled  after  all  the  years  of  constant  asso- 
ciation with  her  to  lose  her  as  an  active  member 
of  our  society.  Our  loss  will  be  the  gain  of  your 
institution. 

We  appreciate  the  fact  that  her  ability  as  a 
physician  and  her  congenial  disposition  as  a lady 
will  add  much  to  the  credit  of  your  State  Insti- 
tution. With  very  best  wishes  for  the  success 
of  your  institution  with  her  addition  to  your 
staff  and  expressing  our  sincere  sorrow  at  los- 
ing Dr.  Mastin  from  our  midst  and  with  the 
hope  that  her  association  with  you  may  be  as 
happy  as  has  been  her  relation  with  the  members 
of  the  Franklin  County  Medical  Society,  we  are 
very  sincerely  yours,  R.  B.  Guinn,  S.  C.  Roemele, 
G.  R.  Budd,  R.  W.  Coblin,  G.  H.  Heilman,  M.  C. 
Darnell,  F.  M.  Travis,  L T.  Minish,  C.  T.  Cole- 
man, C.  E.  Youmans,  A.  M.  Jackson,  John  Pat- 
terson, Joe  Barr. 

The  society  meets  the  first  Thursday  of  each 
month  at  11:30  a.  m.  at  the  Capitol  Hotel  and 
we  have  not  missed  a session  for  more  than  three 
years. 

We  have  a plan  just  inaugurated  by  which  one 
member  of  the  Society  shall  be  responsible  for 
the  program  each  month.  The  membership  will 
be  taken  alphabetically.  We  are  planning  to  in- 
vite one  of  our  neighboring  county  societies 
each  month  to  be  our  guests. 

L.  T.  MINISH,  Secretary. 


BOOK  REVIEWS 


TEXTBOOK  ON  DISEASES  OF  THE  SKIN 
AND  SYPHILIS  designed  for  the  use  of  students 
and  practitioners.  By  Albert  Strickler,  M.  D., 
Professor  of  Dermatology  and  Syphilology,  Tem- 
ple University  Department  of  Medicine;  Derma- 
tologist to  the  Samaritan  Hospital;  Consulting 
Dermatologist  to  the  Home  for  Deaf  Children 
and  to  the  Northeastern  Orphans  Home;  Former 
Associate  in  Dermatology  and  Syphilogy,  Jeffer- 
son Medical  College;  Former  Assistant  Dermatol- 
ogist, Jefferson  Hospital,  Etc.  With  218  illus- 
trations, including  6 full  page  plates,  some  in 


colors.  F.  A.  Davis  Company,  Publishers. 

The  aim  of  this  treatise  is  to  present  to  the 
student  and  to  the  general  practitioner  a text- 
book on  dermatology  constructed  on  sound  ped- 
agogical principles.  The  author’s  experience  as 
a teacher  has  shown  him  the  need  of  such  a 
treatise. 

Since  the  lesions  in  cutaneous  diseases  are,  as 
a rule,  visible  it  is  reasonable  to  argue  that  the 
acquisition  of  dermatologic  knowledge  should  be 
easy.  On  the  contrary,  it  is  most  difficult. 

A principle  in  all  teaching — and  medicine  of- 
fers no  exception — is  to  place  as  little  reliance 
as  possible  on  memorization  of  facts  and  as  much 
as  possible  logic.  The  object  sought  in  this 
volume  is,  to  so  present  the  pathologic,  the  clin- 
ical and  therapeutic  facts  as  to  render  the  clin- 
ical clear  on  the  basis  of  the  pathologic  and  the 
therapeutic  sound  on  the  basis  of  the  pathologic 
and  clinical. 

Attention  is  particularly  called  to  the  follow- 
ing features: 

In  the  presentation  of  formulae  for  local  use, 
the  exact  purpose  of  each  ingredient  is  indicated. 
In  the  consideration  of  the  differential  diagnosis 
of  the  more  important  diseases,  use  is  made  of 
the  tabular  form  as  the  method  most  advantag- 
eous for  study  and  quick  reference.  The  author 
has  endeavored  to  subdivide  the  facts  relating 
to  each  disease,  under  the  following  captions: 
eruption,  description,  progress,  distribution,  sub- 
jective and  objective  symptoms,  etc.,  with  the 
thought  that  it  would  make  the  study  more  com- 
prehensive and  systematic. 


THE  SURGICAL  CLINICS  OF  NORTH  AM- 
ERICA (Issued  serially,  one  number  every  other 
month.)  Vdblume  VI,  number  VI,  (New  Jersey 
Number — December  1926.)  318  pages;  93  il- 

lustrations and  complete  Index  to  Volume  VI. 
Per  Clinic  year  (February  1926  to  December 
1926.)  Paper,  $12.00;  Cloth,  $16.00  net.  Phil- 
adelphia and  London:  W.  B.  Saunders  Company. 


AN  OUTLINE  HISTORY  OF  OPHTHAL- 
MOLOGY. By  Thomas  Hall  Shastid,  A.  M.,  F. 
A.  C.  S.,  Cc.  D.,  LL  B.  Tenth  Avenue  Medical 
Building,  Duluth,  Minnesota. 

Published  by  the  American  Optical  Company, 
Southbridge,  Massachusetts.  Price  $1.25.  George 
Wabr,  Selling  Agent,  Ann  Arbor,  Michigan. 

This  very  valuable  small  volume  contains  a 
brief  history  beginning  with  Babylon-Assyrian 
era,  2250  B.  C. 

He  describes  very  dramatically  the  first  cata- 
ract operation,  by  Daviel  in  1745. 

As  the  author  says  “This  is  an  attempt  to  state 
the  History  of  Ophthalmology  in  forty-five  min- 
utes. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 

For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract;  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References:  The 

medical  profession  of  Nashville.  • 

JOHN  W.  STEVENS,  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TENN 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


* 


HIGH  OAKS — Dr.  Sprague’s  Sanatorium 


For  Mental  and 
Nervous  diseases 
drug  and  liquor 
addictions. 

Homelike  care 
under  expert  med 
ical  supervision. 
Attractive  new 
buildings  with 
modern  er  uip- 
ment  for  treat- 
ment and  comfort 
of  patients.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
therapy  for  each 
patient.  Complete 
hydrotberapeu  t i c 
equipment.  Ex- 
perienced nurses. 

For  rates  and  in 
formation  address 


Phone  302. 


GEO.  P.  SPRAGUE,  M.D.,  Lexington,  Ky. 


•fr; 


No  need  to  question  reliability  of  our  advertisers — all  are  guaranteed.  When  answering  ada  mention  this  Journal. 
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KENTUCKY 
State  Board  of  Health 

ANTITOXINS  and  VACCINES 

THESE  PRODUCTS  ARE  PREPARED  BY  THE  GILLILAND 
LABORATORIES  AND  ARE  GUARANTEED  UNDER  U.  S. 
GOVERNMENT  LICENSE  NUMBER  63. 

RABIES  VACCINE 

(SEMPLE  METHOD— 14  DOSE) 

(Phenol  Killed  Virus) 

The  14  Dose  Treatment  is  supplied  in  one  package.  Each  dose  is  of  the  same 
strength  and  furnished  in  glass  syringes,  with  sterile  needles,  ready  to  use.  No  mix- 
ing or  diluting  necessary. 

COMPLETE  TREATMENT  (14  DOSES) $12.50 

RABIES  VACCINE 

(PASTEUR  METHOD— 21  DOSES) 

The  Pasteur  Treatment  is  supplied  in  three  installments  of  seven  doses  each. 
Initial  doses  one  to  seven  will  be  forwarded  immediately.  Subsequent  doses  will  follow 
to  complete  the  treatment. 

COMPLETE  TREATMENT  (21  DOSES) 4 $20.00 


Rabies  Treatments  are  available  for  immediate  shipment  from  the  KENTUCKY 
STATE  BOARD  OF  HEALTH,  6th  & MAIN  STS.,  LOUISVILLE.  Order  by  tel- 
egraph to  avoid  all  unnecessary  delays. 


Gilliland  Biological  Products  are  Sold  to  the  Physicians  of  Kentucky  at  Special  Prices 
under  contract  with  the  Kentucky  State  Board  of  Health. 

List  of  Prices  and  Distributors  sent  on  request. 

The  Gilliland  Laboratories 

Incorporated 

Producers  of  Biological  Products 
Marietta.  Pa. 
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Ready — Ford’s  Bacteriology 

The  work  presents  a definite  study  of  those  microorganisms  commonly  encountered 
in  medicine,  comparative  pathology,  hygiene  and  public  health. 

It  is  divided  into  six  parts;  Part  I treats  of  general  bacteriology,  discussing 
the  historical  aspect,  morphology,  bacterioscopic  methods  and  technic,  vital  ac- 
tivities of  bacteria,  cultivation  and  media,  and  their  destruction.  Part  II  's  con- 
cerned with  systematic  bacteriology.  Part  III,  distribution  of  bacteria.  Part  IV,  in 
a chapter  of  100  pages,  covers  infection  and  immunity,  and  includes,  among  other  sub- 
jects, the  principles  of  infection,  mixed  infections,  infection  before  birth,  natural  and  ac- 
quired immunity,  phagocytosis,  opsonins  and  bacteriotropins,  toxins  and  antitoxins,  the 
bacteriophage.  Part  V is  devoted  entirely  to  the  spirochetes,  while  Part  VI  discusses  in- 
fectious micro-organisms  of  undetermined  character. 

Dr.  Ford  has  selected  his  material,  not  from  the  literature,  but  from  his  own  observations 
of  clinical  cases,  autopsies,  intestinal  contents  in.  health  and  in  disease,  samples  of  soil,  wa- 
ter, milk  and  food. 

The  anaerobic  bacteria  and  the  principal  aerobic  spore-bearing  species  are  discussed  at 
length  because  of  their  importance  to.  the  physician  and  the  hygienist.  The  illustrations 
are  carefully  made  free-hand  drawings,  under  magnification,  giving  details  of  structure 
which  are  impossible  to  obtain  with  photographs. 

i - . •;  i : 

By  William  W.  Ford,  M.  D,,  Professor  of  Bacteriology,  School  of  Tl-ygiene  and  Public  Health,  Johns  Hopldns  Univer- 
sity, Octavo  of  1069  pages,  illustrated.  Cloth,  $8.50  net. 

W.  B.  SAUNDERS  COMPANY  Philadelphia  and  London 
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INFANT  DIET  MATERIALS 
EXCLU  S 1 V E LY 


g|  The  Mead  Policy  )€> 

MEAD’S  infant  diet  materials 
are  advertised  only  to  physicians. 
No  feeding  directions  accom- 
pany trade  packages.  Informa- 
tion in  regard  to  feeding  is  sup- 
plied to  the  mother  by  written 
instructions  from  her  doctor, 
who  changes  the  feedings  from 
time  to  time  to  meet  the  nutri- 
tional requirements  of  the  grow- 
ing infant.  Literature  furnished 
only  to  physicians. 


Mead’s  Dextri-Maltose 

There  is  a term  in  economics  singularly  applic- 
able to  Mead’s  Dextri-Maltose — marginal 
utility. 

Economically  speaking  it  means  those  particu- 
lar groups  which  constitute  the  margins — groups 
which,  for  one  reason  or  another,  cannot  utilize 
a given  product.  In  infant  feeding  there  are  also 
marginal  groups. 

The  marginal  utility  of  Mead’s  Dextri-Maltose 
is  not  to  be  reckoned^  solely  by  the  majority  of 
normal  infants,  for  which  it  provides  an  accept- 
able carbohydrate.  Rather  its  marginal  utility 
should  be  considered  from  the  point — or  bor- 
der line — beyond  which  it  can  be  success- 
fully used  after  other  carbohydrates  fail. 

Or,  in  other  words, from  the  innumerable  infant 
feeding  cases  in  which  it  has  eliminated  further 
nutritional  disturbances  when  intolerance  for 
other  sugars  was  acquired. 

And  again — from  the  increased  amount  over 
other  sugars  that  can  be  fed,  with  greater  safety, 
when  normal  digestion  has  been  restored. 

Samples  and  Literature  on  Request. 


MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana,  U.  S.  A. 
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EDITORIAL 

OWENSBORO  WELCOMES  YOU 

Owensboro  is  proud  of  the  honor  of  being 
your  host  for  the  annual  meeting  of  the  Ken- 
tucky State  Medical  Association.  Already  the 
Chamber  of  Commerce,  Civic  Clubs,  and  the 
rank  and  file  of  Owensboro’s  citizens  are  fall- 
ing in  line  solidly  behind  the  Daviess  County 
Medical  Association,  and  are  giving  their  full 
cooperation  and  support  to  the  plans  now  be- 
ing made  for  your  entertainment.  Owensboro 
wishes  and  expects  your  visit  to  be  pleasant — 
one  that  will  remain  long  in  your  memory  as 
worth  while  in  every  way. 

Owensboro — 'Convention  City 

Owensboro — most  beautiful  city  on  the 
beautiful  Ohio — a wonderful  place  to  visit  and 
a wonderful  place  to  live.  High  above  the 
beautiful  Ohio  rises  Owensboro,  the  great  riv- 
er flowing  on  majestically  below,  in  a graceful 
curve  as  though  caressing  its  fair  city. 

The  most  generous,  warm-hearted  and  hos- 
pitable people  dwell  in  Owensboro.  The  latch 
string  is  always  out  in  Owensboro,  and  a gen- 
uine hearty  Kentucky  welcome  awaits  the 
stranger — who  ceases  to  be  a stranger,  once  he 


enters  Owensboro. 

Owensboro,  a city  of  homes,  happiness  and 
content — the  best  of  all  that  makes  life  worth 
while.  Wide,  smooth,  paved  streets  and  ave- 
nues shaded  by  magnificient  trees,  bordered 
by  stately  buildings  of  commerce  and  trade 
and  beautiful  homes.  A city  spotlessly  clean 
and  beautiful — the  first  impression  to  greet 
the  visitor.  Unframed,  yet  a picture — beyond 
any  earthly  artist — the  work  of  the  great  Mas- 
ter. 

Everything  the  greatest  city  has  to  offer  in 
the  way  of  comfort  and  entertainment,  has 
Owensboro,  with  none  of  the  large  city’s  in- 
conveniences, and  plus  a spirit  of  neighborli- 
ness and  friendliness  that  is  not  often  met 
with,  and  that  has  to  be  enjoyed  to  be  appre- 
ciated. 

Hotel  accomodations  in  Owensboro  are  am- 
ple and  equal  to  the  best  to  be  found  any- 
where. All  visitors  will  be  taken  care  of  and 
made  comfortable  during  their  stay.  The  Ho- 
tel Owensboro,  recently  completed  at  a cost 
of  over  half  a million  dollars,  contains  one 
hundred  and  fifty  outside  jooms  with  bath, 
and  is  excelled  by  no  hotel  anywhere,  in  the 
excellence  of  it’s  cuisine,  appointments  and 
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service,  and  the  rates  are  most  reasonable. 
Owensboro  possesses  four  other  first  class  ho- 
tels, The  Rudd,  The  Planter  House,  The  Whit- 
ley and  The  Bell  Hotel.  All  are  centrally 
located  and  can  be  reached  either  by  street  car 
or  taxi  from  the  Owensboro  Union  Station. 

Visitors  will  find  at  all  times  a variety  of 
entertainment  at  Owensboro’s  theatres.  The 
Empress  a most  finely  appointed  theatre  of 
moderate  size,  shows  first  run  pictures  exclus- 
ively, which  visitors  have  often  stated  are 
shown  here  before  they  have  been  run  in  thea- 
tres in  cities  many  times  the  size  of  Owens- 
boro. The  Bleicli  is  another  modern  theatre 
showing  both  motion  pictures  and  vaudeville. 
The  Grand,  with  a seating  capacity  of  over 
1,500  is  devoted  to  dramatic  attractions,  light 
operas,  revues  and  musical  comedy.  The  stage 
of  The  Grand  is  exceptionally  wide  and  deep. 
The  very  largest  attractions  on  the  road  are 
easily  accommodated. 

Owensboro  is  a shopping  center.  Numer- 
ous up-to-date  department  stores  carry  exten- 
sive stocks  of  goods  of  the  latest  fashion,  at 
prices  that  will  hg  found  most  reasonable  for 
the  quality  of  the  merchandise.  Owensboro 
merchants,  wholesale  and  retail,  are  accustom- 
ed to  supplying  the  needs  of  a prosperous  and 
discriminating  clientele  throughout  a wide  ex- 
panse of  territory  in  Western  Kentucky. 

Owensboro  is  an  ideal  convention  city.  Ask 
your  Fire  Chief.  No  doubt  he  was  here  at  the 
Convention  of  the  Kentucky  State  Fire  Chiefs 
and  Firemen  Association  in  June  of  this  year. 
Owensboro  takes,  pride  in  the  fact  that  many 
of  the  chiefs  were  kind  enough  1o  say  that 
their  meeting  in  Owensboro  was  the  most  suc- 
cessful of  any  ever  held  by  the  Association. 

Owensboro’s  Park  System. 

Owensboro  boasts  of  many  beautiful  parks, 
easily  accessible  by  street  car  or  automobile, 
where  the  busy  city-worker  may  for  a space 
find  recreation  and  pleasure  in  the  association 
with  and  the  contemplation  of  Ihe  beauties  of 
nature. 

Legion  Park  has  its  magnifieient  groves  of 
trees,  with  green  grass,  flowers  and  graveled 
paths,  winding  in  and  out.  cool  and  inviting 
on  the  hottest  days,  with  comfortable  seats 
eonvenientlv  placed  to  invite  the  favored  vis- 
itor to  pleasant  rest  and  reflection  amid  beau- 
tiful surroundings  on  all  sides.  The  Zoo  near- 
hv.  with  its  many  kinds  of  wild  life,  game 
birds  and  animals,  also  has  its  attractions  for 
the  "rown-ups  as  well  as  the  little  folks. 

Chautanoua  Park,  a lovely  place,  made  so 
both  bv  nature  and  bv  man.  is  located  in  tbe 
pieturesoue  and  seenic  region  southeast  of 
Owensboro  known  bv  the  truly  descriptive 
name  of  “Seven  Hills.”  reminoscent  of  the 
ancient  mistress  of  the  worlH — Tlmno  Amid 

wonderful  old  forest  trees  and  weeping  wil- 


Owensboro  Country  Club,  Owensboro,  Kentucky 

lows,  winds  with  many  a turn  and  graceful 
curve,  a peaceful  little  stream,  fed  by  springs, 
stocked  with  quick  darting  gold-fish  by  the 
City  Fathers  of  long  ago.  On  the  bosom  of 
this  beautiful  little  stream  a delightful  hour 
may  be  spent  in  a boat  rowing  or  floating  idly 
with  the  current  among  the  luxuriant  growth 
of  water  lilies  communing  with  nature.  Me- 
tallic colored  iridescent  dragon  flies,  bright 
butterflies  and  song-birds  flitting  back  and 
forth  busily  for  your  diversion  and  entertain- 
ment. Then  a visit  can  be  paid  to  the  herd  of 
deer,  including  a number  of  bucks,  does  and 
graceful  little  fawns  that  are  quite  tame  and 
very  much  at  home  at  Chautauqua  Park. 
Swimming  may  be  enjoyed  during  the  Sum- 
mer in  a large  pool  nearby,  with  bath-houses 
for  both  men  and  women. 

Riverview  Park  overlooks  the  magnifieient 
sweep  of  the  Ohio  River  as  it  flows  past 
Owensboro,  and  is  a delightful  place  to  spend 
a few  hours  on  an  afternoon  or  summer  night. 
Unfolded  before  you  is  an  almost  unlimited 
expanse  of  productive  country,  with  the  noble 
river  flowing  past  as  far  as  the  eye  can  fol- 
low, on  its  way  to  the  ocean.  Motorboats  and 
rowboats  may  be  rented  at  a nominal  cost  for 
most  pleasant  excursions  on  one  of  the  great 
rivers  of  our  country.  A regular  ferry  service 
is  also  maintained  to  Willow  Beach,  located  on 
a wooded  island  directly  opposite  Riverview 
Park,  but  one  mile  away  owing  to  the  great 
width  of  the  river.  There  one  will  find  a gen- 
tle shelving  beach  of  the  purest  Ohio  River 
sand,  that  affords  an  opportunity  for  swim 
mers  of  all  degrees  of  proficiency  to  display 
their  aquatic  skill  in  plain  and  fancy  diving 
from  the  diving  boards  of  different  heights 
provided,  or  ip  swimming  out  to  the  barges 
and  floats  placed  some  distance  off-shore  for  a 
sun  bath.  On  the  shore  is  a roofed-over  danc- 
ing pavillion,  with  orchestra  during  the  sea- 
son. and  refreshment  booths  and  hath-housos 
amid  groves  of  trees  that  afford  a most  wel- 
come shade  after  a time  spent  in  the  sunlight 
on  the  beach. 

The  Owensboro  Country  Club,  just  south  of 
the  city  limits,  has  a well  laid  out  golf  course, 
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a fine  club-house,  swimming  pool  beautiful 
surroundings  and  a staff  that  takes  a pride  in 
their  service.  All  who  visit  there  will  recall 
the  occasion  with  pleasure  long  afterward. 

Southside  Park  has  a fine  baseball  diamond, 
with  grandstands  affording  adequate  and 
comfortable  seating  arrangements  under  roof 
during  games. 

The  Daviess  County  Fairgrounds,  south  of 
Owensboro,  lias  an  excellent  mile  track,  grand- 
si  ands  and  all  necessary  buildings  needed  to 
present  a real  old-fashioned  county  fair  in  the 
fall  of  each  year. 

Indian  Lake,  a short  half-hour  drive  from 
Owensboro,  situated  amid  the  most  beautiful 
and  rugged  scenery,  is  fed  by  springs,  and  is 
nearly  one-half  mile  long.  The  member  own- 
ers have  stocked  it  Avith  game  fish  and  built  a 
comfortable  club-house.  At  this  delightful 
spot  bathing,  boating  and  fishing  may  be  en- 
joyed to  the  fullest  extent  in  ideal  surround- 
ings. 

Owensboro  also  boasts  of  a Gun  Club  that 
holds  matches  at  stated  intervals,  as  well  as  an 
active  Fish  and  Game  Protective  Association. 
Fishing  may  be  enjoyed  by  all,  either  on  the 
Ohio  Ri\rer  or  in  Green  River  after  a short 
drive  over  good  roads.  Good  hunting  may  al- 
so be  had  at  places  easily  reached  from  Owens- 
boro. 

Public  Health 

Health  conditions  are  good,  and  the  death 
rate  at  Owensboro  is  among  the  lowest  in  the 
country. 

A full  time  Health  Department  is  maintain- 
ed with  a Director  and  nurses  in  charge, 
also  a well  equipped  laboratory  in  charge  of 
a qualified  technician. 

The  City  of  OAvensboro  ovens  and  maintains 
a 100-bed  Jiospital  complete  Avith  all  modern 
equipment,  and  a full  staff  of  physicians,  sur- 
geons and  nurses. 

A municipally  owned  plant  furnishes  an 
abundant  supply  of  water  from  tiventy-five 
deep  Avells.  and  is  knoAvn  by  chemical  analy- 
sis to  be  absolutely  pure. 


The  Standard  Milk  Ordinance  approved  by 
the  State  Board  of  Health  became  effective 
on  July  first  of  this  year.  About  fifteen 
dairies  are  expected  to  qualify  as  producers  of 
grade  “A”  raw  milk. 

The  new  plant  of  the  Evansville  Pure  Milk 
Co.,  completed  at  a cost  of  over  $40,000  as- 
sures Owensboro  a supply  of  pasteurized  milk 
and  ice-cream  of  absolute  purity. 

The  Daviess  County  Anti-tuberculosis  Asso- 
ciation is  an  active  organization  and  doing  a 
great  work  in  stamping  out  tuberculosis. 

Owensboro  is  fortunate  in  the  fine  attain- 
ments of  its  physicians  and  surgeons,  and  in 
having  such  an  organization  as  the  Daviess 
County  Medical  Association  in  the  community. 

Civic  Organizations 

Among  the  organizations  working  for  the 
advancement  and  upbuilding  of  Owensboro 
as  a community  are : The  Chamber  of  Com- 
merce, composed  of  the  leading  business  and 
professional  men  of  the  city,  three  civic  clubs, 
Rotary,  Lions,  and  Optimists,  the  American 
Legion,  Womans  Club,  and  others.  The  Elks, 
Masons,  Knights  of  Columbus,  Odd  Fellows, 
Moose,  Y.  M.  C.  A.  and  Y.  W.  C,  A,  own  and 
maintain  commodious  and  beautiful  buildings, 
club-houses  and  homes  in  which  to  center  their 
activities. 

At  work  for  the  advancement  of  agriculture 
and  the  building  up  of  the  fine  farming  coun- 
try surrounding  Owensboro,  are  a County 
Agent  and  a Home  Demonstrator  with  an  of- 
fice in  the  city  with  necessary  clerical  assist- 
ants to  carry  on  the  work  in  the  best  approved 
way.  The  Agricultural  and  Live  Stock  Im- 
provement Association,  composed  of  Owens- 
boro business  men  and  farmers  banded  to- 
gether to  forward  the  best  interests  of  Agri- 
culture, is^pooperating  with  the  County  Agent 
and  the  Home  Demonstrator  in  their  work. 

Churches  and  Schools 

Thinking  along  religious  lines,  Owensboro 
may  Avell  be  said  to  be  a city  of  churches.  All 
denominations  are  represented  with  popular 
and  devoted  pastors  to  care  for  the  religious 
welfare  of  the  community.  Fine  church  edi- 
fices are  numerous,  many  of  them  erected  at  a 
cost  of  upAA^ards  of  hundreds  of  thousands  of 
dollars,  and  giving  expression  to  the  deep  re- 
ligious spirit  of  Owensboro. 

OAvensboro ’s  educational  facilities  are  sel- 
dom equaled  in  a city  of  this  size.  Numerous 
public  schools,  junior  and  senior  high  schools, 
as  avcII  as  parochial  schools,  business  college 
and  night  schools,  offer  every  advantage  for 
the  education  and  development  of  OAvens- 
boro’s  boys  and  girls.  The  Senior  High 
School  is  a model  of  all  that  a high  school 
should  he.  Tt  is  housed  in  a modem  building, 
recently  completed  at  a cost  of  $350,000,  and 
has  a concrete  stadium  capable  of  seating  1,- 
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500  people  in  connection  with  a fine  athletic 
field  for  football,  track  events  and  otner  ath 
letic  contests.  Among  the  student  activities 
are  a Dramatic  Club,  for  which  an  auditorium 
and  stage  well  equipped  with  necessary  scen- 
ery is  provided;  the  li.  O.  T.  C.  Cadet  Corps, 
in  charge  of  Major  J.  H.  Earle,  United  States 
Army;  the  High  School  Band,  Orchestra, 
Football  and  Basketball  Teams,  School  Ba^ei', 
School  Bank  and  Restaurant-lunch  room, 
which  are  all  run  and  manned  by  the  students 
themselves. 

A Carnegie  Library  is  located  at  Owensboro 
with  a trained  librarian  and  an  assistant  in 
charge.  The  Library  has  over  15,000  volumes 
on  the  shelves,  and  a host  of  readers  through- 
out the  city.  0 

Oil  Fields  and  Coal 

Though  it  has  not  yet  become  generally 
known,  Owensboro  is  the  center  of  an  exten- 
sive oil  field,  well  along  in  the  process  of  de- 
velopment. Present  production  is  around  4,- 
000  barrels  daily,  and  growing.  The  oil  fields 
are  easily  accessible,  being  only  a few  miles 
east  and  south  of  Owensboro,  and  are  well 
worth  a visit.  From  evidence  disclosed  by 
drilling,  this  country  was  once  the  bed  of  a 
mighty  ocean.  Fossils  of  pre-historic  forms  of 
sea  life  and  shell-fish  long  extinct  are  almost 
daily  brought  to  the  surface  by  the  drillers, 
who  are  probing  the  bowels  of  the  earth  for 
the  black  gold — petroleum.  This  is  all  most 
interesting,  as  is  the  question  of  the  origin  of 
the  petroleum,  on  which  the  oil  men  and  geolo 
gists  are  divided ; some  claiming  it  is  of  animal 
origin ; while  others  affirm  that  it  is  of  vege- 
table origin,  produced  in  nature’s  work  shops 
over  long  periods  of  time  from  the  remains  of 
mighty  forests  and  the  rank  vegetation  that 
covered  the  earth  at  the  time  whej?  the  coal  de- 
posits were  laid  down.  Those  of  a scientific 
bent  may  investigate  at  first  hand  this  inter- 
esting subject  by  coming  to  Owensboro  and 
visiting  the  oil  fields. 

Extensive  deposits  of  coal,  with  a number  of 
nrnes  in  operation  the  year  round,  are  located 
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three  miles  west  of  Owensboro.  This  assures 
Owensboro  an  abundant  supply  of  coal  at  all 
times,  at  an  unusually  low  cost,  on  account  of 
the  elimination  of  high  freight  rates  that  have 
be  paid  to  get  coal  to  cities  that  are  not  so 
forunately  situated. 

Manufactures 

Owensboro  is  the  second  city  in  Kentucky, 
in  variety  and  value  of  its  manufactures,  ac- 
cording to  the  U.  S.  Census  figures. 

It  is  the  largest  tobacco  market  in  Western 
Kentucky — over  35  million  pounds  of  tobacco 
are  sold  over  Owensboro  loose  leaf  floors  each 
. season. 

Owensboro  has  the  largest  manufacturers 
of  balanced  ration  feeds  for  Eve  stock  and 
poultry  located  in  the  State  of  Kentucky. 
Their  brands  of  feed  are  known  and  sold 
throughout  the  Southland. 

Radio  Tubes,  Incandescent  Electric  Lamps, 
and  Cigars  that  are  nationally  sold,  are  man- 
ufactured at  Owensboro,  in  large  modern  fac- 
tories, employing  hundreds  of  young  women, 
who  alone  have  the  dexterity  requisite  for 
performing  the  exact  and  delicate  operations 
involved  in  the  manufacture  of  these  articles. 

Furniture  for  the  dining  room  and  living 
room.  Chairs,  Church  Furniture,  as  well  as 
Farm  Wagons,  Self-contained  Flour  Mills  and 
Feed  Mills,  Martin  Ditchers  and  Graders.  Face 
Brick  in  beautiful  and  permanent  shades  of 
red.  pink,  orange,  chocolate  and  dark  brown 
to  blue-black,  made  from  high  grade  day  ob- 
tained from  beds  that  are  practically  inex- 
haustible, and  many  other  articles  having  a. 
wide  distribution  and  sale  are  manufactured 
at  Owensboro. 

Members  of  the  Kentucky  State  Medical  As- 
sociation who  may  desire  to  visit  the  plants  of 
Owensboro  manufacturers  will  be  welcome  to 
do  so  and  such  visits  will  prove  most  interest 
imr  as  well  as  instructive. 

The1  products  of  Owensboro  manufacturers 
are  shipped  to  far  off  countries  all  over  the 
world. 

Owensboro’s  Green  River  Type  Tobacco  is 
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esteemed  highly  on  the  Gold-Coast  of  Africa, 
where  many  a dusky  native  exchanges  the  pro- 
duets  of  his  country  for  this  tobacco  and  tind.s 
solace  in  it  and  uses  it  as  well  for  currency. 

Anglo-American  self-contained  flour  mills 
are  at  work  turning  out  pure  white  flour,  a 
new  luxury  of  civilization  brought  to  the 
teeming  millions  of  China  and  India  by  the  en 
terprise  of  the  Owensboro  manufacturer. 

Martin  Ditchers  and  Graders  are  ditching 
and  terracing  farm  lands  and  grading  roau.- 
in  South  America  or  far  away  Australia. 

Owensboro  Wagons  are  hauling  heavy  loads 
of  sugar  cane  to  the  Sugar  Centrals  in  Cuba. 

Probably  one-half  of  the  pure  whiskey  for 
medicinal  use  now  in  the  United  States  is 
stored  in  Government  Bonded  Warehouses  at 
Owensboro;  among  which  are  many  famous 
brands,  such  as  the  late  Colonel  John  W.  Mc- 
Culloch’s “Green  River’’ — “The  Whiskey 
Without  a Headache’’ — which  in  the  pasl 
have  carried  the  name  and  fame  of  Owensboro 
the  length  and  breadth  of  this  land,  as  well  as 
throughout  the  world. 

Owensboro ’s  Pride 

The  best  Fire  Department  in  the  United 
States  made  it  possible  for  Owensboro  to  win 
the  first  prize  in  the  Chamber  of  Commerce  of 
the  United  States  of  America  Inter-Chamber 
Fire  Waste  Contest  of  1926  for  cities  up  to 
50,000  population.  A silver  and  bronze  plaque 
was  awarded  and  is  displayed  at  this  head- 
quarters of  the  Owensboro  Chamber  of  Com- 
merce evidencing  this  achievement. 

Owensboro’s  Light  and  Water  Plants  are 
municipally  owned.  Water,  pure  and  crystal 
clear  is  obtained  from  deep  wells — the  cost  to 
the  consumer  being  negligible.  The  electric 
current  rate  for  lights  is  4 1-2  cents,  and  the 
power  rate  2 cents  per  kilowatt  hour.  Arti- 
ficial gas  for  heating  and  cooking  is  supplied 
by  a private  company. 

Owensboro’s  Street  Car  System  is  of  the 
best.  Regular  service  is  maintained  to  all 
parks  and  points  of  interest,  as  well  as  to  the 
business,  residential  and  manufacturing  dis- 
tricts. 

Owensboro  is  the  best  paved  city  in  Western 
Kentucky.  The  streets  are  wide,  straight  as 
an  arrow  and  brilliantly  lighted  at  night,  the 
electric  current  being  furnished  by  the  City’s 
municipally  owned  plant. 

Owensboro  boasts  the  only  Symphony  Or- 
chestra in  the  State  of  Kentucky,  as  well  as  a 
Municipal  Band,  and  numerous  other  orches- 
tral organizations  of  different  kinds,  which 
may  be  heard  at  Owensboro  theatres,  hotels 
and  luncheon  clubs. 

A Government  Dam  costing  three  and  one- 
half  million  dollars  will  be  completed  this  year 
at  Owensboro.  A fine  harbor  for  river  craft 
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is  provided  and  a nine  foot  stage  of  water  the 
year  round. 

An  Airplane  Landing  Field  is  located  at 
Owensboro,  with  buildings  and  hangars  on 
the  grounds. 

The  Alsop  Process  now  in  world-wide  use 
for  whitening  and  improving  the  quality  of 
flour  was  invented  by  an  Owensboro  citizen, 
J.  Nat  Alsop,  and  developed  in  his  laboratory 
at  his  country  estate  a few  miles  from  Owens- 
boro. 

Owensboro  Facts 

The  present  population  of  Owensboro  is 
25,000. 

It.  is  the  trade  center  for  the  richest  and 
most  productive  farm  lands  in  the  state  of 
Kentucky. 

The  hub  of  the  highway  system  of  Western 
Kentucky,  is  only  another  name  for  Owens- 
boro. 

Train  service  to  Owensboro  is  excellent, 
with  three  trunk  line  railroads,  the  L.  H.  & 
St.  L.  Railway,  L.  & N.  Railroad  and  the  Illi- 
nois Central  System  entering  the  city,  and 
reaching  with  their  own  lines  and  those  of 
their  connections  every  part  of  Kentucky. 

Boat  Service— Six  trips  daily  each  way  by 
fast  passenger  boats  between  Owensboro  and 
Rockport,  Indiana,  ten  miles  above  Owensboro 
on  the  Ohio  River — a most  delightful  trip. 

All  roads  lead  to  Owensboro,  where  the  citi- 
zenship is  native  American,  hospitable  and 
generous — true  Kentuckians. 


THE  OWENSBORO  MEETING 

The  office  is  overwhelmed  with  letters  from 
doctors  all  over  the  state,  wanting  the  details 
of  the  Owensboro  session.  We  are  writing 
them  to  watch  for  the  September  Journal 
which  will  be  a little  late,  because  we  have 
wanted  to  have  the  program  and  all  the  de- 
tails in  it. 

The  scientific  program  is  particularly  at- 
tractive. Dr.  Caroline  Iledger,  of  the  Eliza- 
beth McCormick  Memorial  Institute  in  Chica- 
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go,  will  be  tlie  orator  of  the  Session.  Doctor 
Hedger  is  the  most  versatile  and  popular  med- 
ical speaker  in  this  country.  She  is  going  to 
talk  about  the  Importance  of  Diet  in  Mental 
and  Physical  Development  and  her  address 
will  be  as  outstanding  in  its  interest  as  were 
those  of  Doctor  Goldthwait  last  year. 

The  President’s  Address  by  Doctor  Estill 
and  the  Orations  in  Medicine  and  Surgery  by 
Doctors  V.  E.  Simpson  and  Frank  T.  Fort  of 
Louisville  will  be  all  unusually  interesting. 

The  program  has  been  arranged  by  Dr. 
John  W.  Scott,  of  Lexington,  for  the  especial 
purpose  of  making  it  a postgraduate  course  in 
medical  progress  for  the  general  practitioner. 
As  you  read  over  the  titles  we  feel  sure  that 
you  will  find  that  every  one  of  them  will  be 
of  surpassing  interest  to  you. 

We  desire  to  call  your  especial  attenion  to 
the  program  for  Thursday,  the  third  day  of 
the  meeting.  For  the  last  two  or  three  years 
we  have  been  developing  this  third  day.  The 
most  interesting  and  instructive  discussions  of 
the  session  have  been  given  to  its  papers. 
Thursday  morning  will  be  devoted  to  obstet- 
rics, in  which  every  physician  in  the  State  is 
interested.  The  afternoon  subjects  are  also  of 
great  value  to  practicing  physicians. 

The  Daviess  County  Medical  Society  has  ar- 
ranged a most  interesting  social  program.  The 
Owensboro  banquets  of  previous  annual  ses- 
sions have  left  behind  pleasant  and  historic 
impressions  on  the  medical  profession  of  Ken 
tueky.  Owensboro  has  ample  hotel  facilities 
and  if  you  will  write  Dr.  R.  E.  Griffin  of 
Owensboro,  he  will  arrange  for  just  the  ac- 
commodations you  are  looking  for. 

The  Woman’s  Auxiliary  has  grown  since 
last  year  by  leaps  and  bounds,  not  only  in 
Kentucky  but  in  every  state.  Its  importance 
warrants  your  bringing  your  wife  to  Owens- 
boro. Daviess  County  Woman’s  Auxiliary 
has  arranged  a program  which  will  keep  our 
women  busy  and  they  will  carry  back  home 
with  them  a lot  of  new  suggestions  to  make 
their  doctors’  work  easier  and  more  effective. 

Mark  your  calendar  from  October  3d  to  6th 
with  Owensboro.  Drive  or  ride  in  early  and 
remain  to  stay  through  the  session. 


PLEASE  READ  REPORTS 

On  other  pages  in  this  issue  will  be  found 
the  Constitution  and  By-Laws  of  the  Ken- 
tucky State  Medical  Association,  as  adopted 
in  1902  at  Paducah,  with  all  of  the  amend- 
ments that  have  been  made  since.  Members  of 
the  House  of  Delegates  are  especially  urged 
to  familiarize  themselves  with  it,  for  it  will 
be  found  interesting  reading  by  every  one 
who  receives  the  Journal. 

It  is  especially  important  that  the  reports 
of  officers,  and  particularly  the  financial  re- 


port of  the  Secretary  and  Treasurer,  as  aud- 
ited, be  studied  in  detail  bj  every  member  of 
the  Association.  In  a membership  so  large 
and  democratic  as  ours  there  will  arise  from 
time  to  time  criticism  of  financial  items.  Such 
criticism  after  the  meeting  is  largely  futile. 
The  officers  of  the  Association  can  expend  no 
money  except  with  the  approval  of  the  House 
of  Delegates,  and  the  time  to  consider  expen- 
ditures is  before  and  during  the  meeting.  In 
the  Auditor’s  report,  there  will  be  found  an 
exactly  audited  statement  of  every  penny  ex- 
pended. The  House  of  Delegates  will  be  com- 
pletely in  charge  of  the  activities  of  the  Asso- 
ciation and  can  stop  any  expenditure  of  which 
they  disapprove.  In  the  same  way  they  can 
inaugurate  any  activity  which  they  consider 
of  benefit  to  the  profession  or  the  people  of 
the  State.  The  Kentucky  State  Medical  As- 
sociation is  the  most  democratic  organization 
in  the  world,  and  is  successful  only  in  propor- 
tion as  it  expresses  the  will  of  its  members. 

It  is  suggested  that  the  county  societies 
which  find  themselves  interested  in  any  partic- 
ular activity  which  the  Association  has  under- 
taken should  consider  and  talk  the  matter  over 
f ally  with  their  delegates  that  Heir  views  may 
be  presented  to  the  House  of  Delegates. 

Ample  time  has  been  arranged  for  the  meet- 
ings of  the  House.  Reference  committees  will 
be  appointed  by  President  Abell  for  the  con- 
sideration of  practically  every  phase  of  pro- 
fessional activity. 

The  Most  Important  War-Gases  and  the  Dis- 
eases Caused  by  Them. — After  a short  historical 
outline  Westermark  divides  the  gases  into  dif- 
ferent groups,  each  of  which  causes  its  special 
disease  with  characteristic  symptomatology  and 
anatomic  pathology  and  demands  its  own  treat- 
ment. The  two  most  important  are  the  lung- 
irritating  and  the  blister-causing  gases.  To  the 
first  group  belong  chlorine,  chloropricrine  and 
phosgene.  They  cause  edema  of  the  lung.  The 
hemoglobin  may  be  increased  to  more  than  120, 
the  red  blood  cells  to  over  9,000,000.  To  pre- 
vent the  pulmonary  edema  emetine  chloride 
should  be  given  subcutaneously.  Stimulants, 
such  as  caffein  and  camphor  are  indicated.  The 
next  group  is  the  vesicant.  To  this  belong  mus- 
tard gas  and  “Lewisite.”  The  first  was  used 
during  the  World  War.  The  last  has  not  yet 
been  employed  in  war.  Mustard  gas  is  very 
poisonous,  even  in  small  amounts  and  cannot  be 
detected  by  the  sense  of  smell.  It  easily  pene- 
trates ordinary  cloth.  The  pathologic-anatom- 
ical changes  are  many.  “Lewisite”  is  a heavy 
oily  fluid.  It  is  resistant.  A fatal  dose  on  the 
skin  is  1.5  cc. ; it  causes  burns  and  arsenic  pois- 
oning. As  a remedy  benzyl  alcohol,  100  Gm. ; 
ethyl  alcohol,  95  Gm.,  and  glycerin,  4 Gm.,  is 
recommended. 
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OFFICIAL  ANNOUNCEMENTS 

PRELIMINARY  PROGRAM  FOR  THE 
SEVENTY-SEVENTH  ANNUAL  MEET- 
ING OF  THE  KENTUCKY  STATE 
MEDICAL  ASSOCIATION,  OCT- 
OBER 3,  4,  5,  6,  1927  AT 
OWENSBORO. 

Tuesday,  October  4 — 9 A.  M. 

Call  to  Order  by  the  President.. ..Irvin  Abell, 
M.  D.,  Louisville. 

Invocation. 

Address  of  Welcome. 

Response  to  Address  of  Welcome. 

Installation  of  President. 

Address  of  President.. ..R.  Julian  Estill,  M.  D., 
Lexington. 

Scientific  Session. 

Tuesday,  October  4 — 10  :00  A.  M. 

1.  Feeding  the  Sick  Baby....J.  W.  Bruce,  M. 
D.,  Louisville. 

2.  Pyelitis  in  Infancy  and  Childhood. .Thom- 

as M.  Marks,  M.  D.,  Lexington. 

3.  Tuberculous  Meningitis  in  Infancy  and 

Childhood....T.  Smith,  M.  D.,  Louis- 
ville. 

Specud  Order  at  12  M. 

Oration  in  Medicine. 

Oration  In  Medicine. ...V.  E.  Simpson,  M.  D., 
Louisville. 

Tuesday,  October  4 — 2 :00  P.  M. 

1.  Poliomyelitis W.  E.  Gardner,  M.  D., 

Louisville. 

2.  The  Significance  of  the  Basal  Metabolic 

Rate.... Walter  S.  Wyatt,  M.  D.,  Lex- 
ington. 

3.  Early  Recognition  of  Surgical  Goitre.... 

Walter  I.  Hume,  M.  D.,  Louisville. 

4.  The  Use  of  Iodine  in  Goitre — R.  R.  El- 

more, M.  D.,  Louisville. 

Surgical,  Section. 

Tuesday,  October  4 — 7 :30  P.  M. 

1.  Endometrial  Tumors.... W.  0.  Bullock,  M. 
D„  Lexington. 

2 The  Use  of  Silk  in  the  Restoration  of  Ten- 
don Function  (Illustrated  with  mov- 
ing pictures)... .W.  T.  Graham,  M.  D., 
Richmond,  Yu. 

3.  The  Bleeding  Uterus.. ..J.  B.  Lukins,  M. 
D.,  Louisville. 

Wednesday,  October  5 — 9:00  A M. 

1.  Classification  of  Heart  Disease John 

Harvey,  M.  D.,  Lexington. 

2.  Cardiac  Arrhythmias. ...Emmet  F.  Horine, 

M.  D.,  Louisville 

3.  Syphilitic  Heart  Disease.... J.  Rowan  Mor- 

rison, M.  D.,  Louisville;  H.  Y.  Nol- 
and, M D.,  Louisville ; Clyde  Mc- 
Neill, M.  D.,  Baltimore,  Md. 


Special  Order  at  12  M. 

Oration  in  Surgery. 

Eras  or  Epochs  in  Surgery. ...F.  T.  Fort,  M. 
D.,  Louisville. 

Wednesday,  October  5—1:30  P.  M. 

1.  Digitalis  Therapy.. ..R.  E.  Smith,  M.  D., 

Henderson. 

2.  The  Management  of  the  Diabetic  in  His 

Home Wm.  A.  Jenkins,  M.  D., 

Louisville. 

3.  Diet  in  the  Treatment  of  Pernicious  Anae- 

mia— C.  N.  Kavanaugh,  M.  D.,  Lex- 
ington. 

4.  Orthopedic  Consideration  of  the  Chronic 

Arthritides....John  D.  Trawick,  M. 
D.,  Louisville. 

5.  Hyperthyroidism  and  Myocarditis.. ..W.  0. 

Johnson,  M.  D.,  Louisville. 

Public  Address. 

Wednesday,  October  5 — 7 :30  P.  M. 
Feeding  in  Relation  to  Mental  and  Physical 

Health Caroline  Hedger,  M.  D., 

Elizabeth  McCormick  Memorial  In- 
stitute, Chicago,  Illinois. 

Thursday,  October  6 — 9 :00  A.  M. 

1.  Prenatal  Supervision  in  Apparently  Nor- 

mal Pregnancy.. ..W.  T.  McConnell, 
M.  D.,  Louisville. 

2.  Diagnosis  and  Treatment  of  Toxaemias  of 

Pregnancy.... Alice  N.  Pickett,  M.  D., 
Louisville. 

3.  Indications  For,  and  Technique  Of,  De- 

livery by  the  Normal  Passages..  Wal- 
ter B.  Gossett,  M.  D.,  Louisville. 

Thursday,  October  6 — 1 :30  P.  M. 

1.  The  Treatment  of  Peptic  Ulcer.. ..H.  T. 

Rivers,  M.  D.,  Paducah. 

2.  The  Surgical  Treatment  of  Meningitis, 

with  Report  of  Cases.... R.  Glen  Spur- 
ling,  M.  D.,  Louisville. 

3.  The  Importance  of  Cystitis  as  a Symptom 

of  Surgical  Lesions  of  the  Urinary 
Tract.. ..S.  C.  McCoy,  M.  D.,  Louis- 
ville. 

4.  The  Treatment  of  Neuro-Syphilis.. ..Jethra 

Hancock,  M.  D.,  Louisville. 


Note  on  Injections  of  Peptone  in  Treatment  of 
Anaphylactic  Phenomena. — Intradermal  injec- 
tions of  peptone  by  the  Pasteur  Vallery-Radot 
and  Blamoutier  method,  were  employed  by  Chi- 
ray  in  three  cases  of  hay-fever  and  in  two  cases 
of  essential  asthma.  The  results,  he  asserts,  are 
encouraging.  He  emphasizes  that  one  series  of 
injections  is  usually  insufficient,  and  that  suc- 
cessive series  may  not  exert  any  effect. 
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OFFICIAL  CALL 


The  Seventy-Seventh  Annual  Meeting  of 
the  Kentucky  State  Medical  Associ- 
ation to  be  Held  at  the  Settle 
Memorial  Methodist  Cii  urch, 
Owensboro 


To  the  Officers  and  Members  of  the  Compon- 
ent County  Societies  of  the  Kentucky  State 
Medical  Association : 

The  Seventy-Seventh  Annual  Meeting  of  the 
Kentucky  State  Medical  Association  will  con- 
venue  in  the  Settle  Memorial  Methodist 
Church,  Owensboro,  on  Monday,  Tuesday, 
Wednesday  and  Thursday,  October  3,  4,  f>  and 
6,  1927. 

THE  HOUSE  OF  DELEGATES 

The  House  of  Delegates  of  the  Kentucky 
State  Medical  Association  will  convene  in  the 
Main  Auditorium  Settle  Memorial  Methodist 
Church,  at  2 p.  m.,  on  Monday,  October  3, 
1927. 


FIRST  GENERAL  SESSION 

The  First  General  Session  which  consti- 
tutes the  opening  exercises  of  the  scientific 
functions  of  the  Association,  will  be  held  in 
the  Settle  Memorial  Methodist  Church,  at  9 
a.  m.,  Tuesday,  October  4,  1927. 

THE  COUNCIL 

The  Council  will  convene  at  the  Settle  Me- 
morial Methodist  Church,  Monday,  October 
3,  1927,  at  10:30  a.  m. 

THE  REGISTRATION  DEPARTMENT 

The  Registration  Department  will  be  open 
on  the  Ground  Floor  in  the  Settle  Memorial 
Methodist  Church  from  10  a.  m.  to  5 p.  m.  on 
Monday,  October  3 ; from  8 a.  m.  to  5 p.  m.  on 
Tuesday  and  Wednesday,  October  4 and  5; 
and  from  8 a.  m.  to  12  in.,  on  Thursday,  Oct- 
ober 6,  1927. 


Ballard 

Caldwell 

Calloway 

Carlisle 


Daviess 

Hancock 

McLean 


COUNCILOR  DISTRICTS 
FIRST  DISTRICT 
V.  A.  Stilley,  Benton,  Councilor. 

Crittenden  Livingston 

Fulton  McCracken 

n Marshall 

Graves  Trigg 

Hickman  Lyon 

SECOND  DISTRICT 
D.  M.  Griffith,  Owensboro,  Councilor. 

Henderson  Ohio 

Hopkins  Union 

Muhlenberg  Webster 

THIRD  DISTRICT 

J.  H.  Blackburn,  Bowling  Green,  Councilor. 

Allen  Christian  Monroe 

Barren  Cumberland  Metcalfe 

Logan  Warren-Edmonson 

But,er  Todd  Simpson 

FOURTH  DISTRICT 
D.  E.  McClure,  Elizabethtown,  Councilor. 
Breckinridge  Hart  Nelson 

Bullitt  Larue  Spencer 

Grayson  Meade  Hardin 

FIFTH  DISTRICT 
W.  E.  Gardner,  Louisville,  Councilor. 

Shelby  Jefferson 

Franklin  Trimblo 

Gallatin  Henry 

SIXTH  DISTRICT 
R.  C.  McChord,  Lebanon,  Councilor. 

Marion  Green 

Washington 

Mercer  Taylor 


Carroll 

Oldham 


Adair 

Boyle 

Anderson 


SEVENTH  DISTRICT 


V.  G.  Kinnaird,  Lancaster, 

, Councilor. 

Casey 

Jessamine 

Rockcastle 

Clinton 

Lincoln 

Russell 

Wayne 

Garrard 

Pulaski 

Ilcurearj 

EIGHTH  DISTRICT 

C.  VV.  Shaw,  Alexandria, 

Councilor. 

Boone 

Harrison 

Robertson 

Bourbon 

Mason 

Scott 

Bracken 

Nicholas 

Fleming 

Cainpbell-Kenton  Grant 

Pendleton 

NINTH  DISTRICT 

W.  L.  Gambill,  Ashland 

Councilor. 

Boyd 

Greenup 

Lawrence 

Carter 

Magoffin 

Elliot 

Johnson 

Pike 

Floyd 

Lewis 

Martin 

TENTH  DISTRICT 

S.  B.  Marks,  Lexington, 

Councilor. 

Bath 

Lee 

Montgomery 

Breathitt 

Madison 

Morgan 

Clark 

Menifee 

Powell 

Rowan 

Fayette 

Woodford 

Wolfe 

ELEVENTH  DISTRICT 

W.  M.  Martin,  Harlan, 

Councilor. 

Bell 

Jackson 

Leslie 

Clay 

Knox 

Whitley 

Harlan 

Laurel 

Owsley 

Knott 

Letcher 

Perry 

CONSTITUTION  AND  BY-LAWS  OF 
THE  KENTUCKY  STATE  MEDI- 
CAL ASSOCIATION  ADOPTED 
AT  PADUCAH  IN  1902  AS 
AMENDED 


CONSTITUTION 

Article  I. — Name  of  the  Association  .. 

The  name  and  title  of  this  organization 
shall  be  the  Kentucky  State  Medical  Asso- 
ciation. 

Article  II. — Purpose  of  the  Association 

The  purpose  of  the  Association  shall  be 
lo  federate  and  bring  into  compact  organiza- 
tion the  entire  medical  profession  of  the 
State  of  Kentucky,  and  to  unite  with  similar 
associations  in  other  states  to  form  the  Amer- 
ican Medical  Association,  with  a view  to  the 
extension  of  medical  knowledge,  and  to  the 
advancement  of  medical  science,  to  the  eleva- 
tion of  the  standard  of  medical  education, 
and  to  the  enactment  and  enforcement  of  just 
medical  laws ; to  the  promotion  of  friendly 
intercourse  among  physicians,  and  to  the 
guarding  and  fostering  of  their  material  in- 
terest and  to  the  enlightenment  and  direc- 
tion of  public  opinion  in  regard  to  the  great 
problems  of  state  medicine,  so  that  the  pro- 
fession shall  become  more  capable  and  honor- 
able within  itself,  and  more  useful  to  the 
public  in  the  prevention  and  cure  of  disease, 
and  in  prolonging  and  adding  comfort  to  life. 

Article  III. — Component  Societies 

Component  Societies  shall  consist  of  those 
county  medical  societies  which  hold  char- 
ters from  this  Association. 

Article  IV. — Composition  of  the  Asso- 
• ciation 

Section  1.  This  Association  shall  consist 
of  Members,  Delegates  and  Guests. 

Sec.  2. — Members.  The  members  of  this 
Association  shall  be  the  members  of  the  com- 
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ponent  county  medical  societies. 

Sec.  3. — Delegates.  Delegates  shall  be 

those  members  who  are  elected  in  accordance 
with  this  Constitution  and  By-Laws  to  rep- 
resent their  respective  component  county  so- 
cieties in  the  House  of  Delegates  of  this  As- 
sociation. 

Sec.  4. — Guests.  Any  distinguished  phy- 
sician not  a resident  of  this  State  may  become 
a guest  during  any  Annual  Session  upon  in- 
vitation of  the  Association  or  its  Council,  and 
shall  be  accorded  the  privileges  of  participat- 
ing in  all  of  the  scientific  work  of  that  ses- 
sion. 

Article  V. — House  op  Delegates 

The  House  of  Delegates  shall  be  the  legis- 
lative and  business  body  of  the  Association, 
and  shall  consist  of  (1)  Delegate  elected  by 
the  component  county  societies,  and  (2)  ex- 
officio,  the  officers  of  the  Association  as  de- 
fined in  Article  VIII,  Section  1,  of  this  Con- 
stitution. 

Article  VI. — Sections  and  District 
Societies 

The  House  of  Delegates  may  provide  for  a 
division  of  the  scientific  work  of  the  Asso- 
ciation into  appropriate  Sections,  and  for  the 
organization  of  such  Councilor  District  So- 
cieties as  will  promote  the  best  interest  of  the 
profession,  such  societies  to  be  composed  ex- 
clusively of  members  of  component  county 
societies. 

Article  VII. — Sessions  and  Meetings 

Section  1.  The  Association  shall  hold  an 
Annual  Session,  during  which  there  shall  be 
held  daily  not  less  than  two  General  Meet- 
ings, which  shall  be  open  to  all  registered 
members,  delegates  and  guests. 

Sec.  2.  The  time  and  place  for  holding 
each  Annual  Session  shall  be  fixed  by  the 
House  of  Delegates. 

Article  VIII. — Officers 

Section  1.  The  officers  of  this  Associa- 
tion shall  be  a President,  three  Vice-Presi- 
dents, a Secretary,  a Treasurer,  and  eleven 
Councilors. 

Sec.  2.  The  President  and  Vice-Presi- 
dents shall  be  elected  for  a term  of  one  year. 
The  Secretary,  Treasurer  and  Councilors 
shall  be  elected  for  terms  of  five  years  each, 
the  Councilors  being  divided  into  classes  so 
that  two  shall  be  elected  each  year.  All  of 
these  officers  shall  serve  until  their  successors 
are  elected  and  installed. 

Sec.  3.  The  Officers  of  the  Association 
shall  be  elected  by  the  House  of  Delegates  on 
the  morning  of  the  last  day  of  the  An- 
nual Session,  but  no  Delegate  shall  be  eligible 
to  any  office  named  in  the  preceding  section, 
except  that  of  Councilor,  and  no  person  shall 
be  elected  to  any  such  office  who  is  not  in  at- 
tendance upon  the  Annual  Session,  and  who 


has  not  been  a member  of  the  Association  for 
the  past  two  years. 

Article  IX. — Funds  and  Expenses 
Funds  for  meeting  the  expenses  of  the  As- 
sociation shall  be  arranged  for  by  the  House 
of  Delegates  by  an  equal  per  capita  assess- 
ment upon  each  county  society  to  be  fixed  by 
the  House  of  Delegates,  by  voluntary  con- 
tribution, and  from  the  profits  of  its  publi- 
cation. Funds  may  be  appropriated  by  the 
House  of  Delegates  to  defray  the  expenses  of 
the  Annual  Session  for  publication  and  for 
such  other  purposes  as  will  promote  the  wel- 
fare of  the  Association  and  profession. 

Article  X. — Referendum 
The  General  Meeting  of  the  Association 
may,  by  a two-thirds  vote,  order  a general 
referendum  upon  any  question  pending  be- 
fore the  House  of  Delegates,  and  the  House 
of  Delegates  may,  by  a similar  vote  of  its 
own  members,  or  after  a like  vote  of  the  Gen- 
eral  Meeting,  submit  any  such  question  to  the 
membership  of  the  Association  for  a final 
vote ; and  if  the  persons  voting  shall  com- 
prise a majority  of  all  the  members,  a major- 
ity of  such  vote  shall  determine  the  question 
and  be  binding  upon  the  House  of  Delegates. 

Article  XI. — The  Seal 
The  Association  shall  have  a common  Seal 
with  power  to  break,  change  or  renew  the 
same  at  pleasure. 

Article  XII. — Amendments 
The  House  of  Delegates  may  amend  any 
article  of  this  Constitution  by  a two-thircis 
vote  of  the  delegates  registered  at  that  An- 
nual Session,  provided  that  such  amendment 
shall  have  been  presented  in  open  meeting 
at  the  previous  Annual  Session,  and  that 
it  shall  have  been  sent  officially  to  each  com- 
ponent county  society  at  least  two  months  be- 
fore the  session  at  which  final  action  is  to  be 
taken. 

BY-LAWS 

Chapter  I. — Membership 
Section  1.  All  members  of  the  Compon- 
ent County  Societies  shall  be  privileged  to 
attend  all  meetings  and  take  part  in  all  the 
proceedings  of  the  Annual  Session,  and  shall 
be  eligible  to  any  office  within  the  gift  of  the 
Association.  Provided,  that  no  physician 
may  become  a member  of  any  county  society 
unless  he  signs  and  keeps  inviolate  the  follow- 
ing pledge: 

I hereby  promise  upon  my  honor  as  a 
gentlemen  that  I will  not  so  long  as  I am  a 
member  of  the  Kentucky  State  Medical  As- 
sociation practice  division  of  fees  in  any 
form ; neither  by  collecting  fees  from  others 
referring  patients  to  me  nor  by  permitting 
them  to  collect  my  fees  for  me;  nor  will  I 
make  joint  fees  with  physicians  or  surgeons 
referring  patients  to  me  for  operation  or  con- 
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sultation ; neither  will  I in  any  way,  directly 
or  indirectly,  compensate  anyone  referring 
patients  to  me  nor  will  I utilize  any  man  as 
an  assistant  as  a subterfuge  for  this  purpose. 

Sec.  2.  The  name  of  a physician  upon  the 
properly  certified  roster  of  members,  or  list 
of  delegates,  of  a chartered  county  society 
which  has  paid  its  annual  assessment,  shall 
be  prima  facie  evidence  of  his  right  to  regis- 
ter at  the  Annual  Session  in  the  respective 
bodies  of  this  Association. 

Sec.  3.  No  persons  who  is  under  sen- 
tence or  suspension  or  expulsion  from  any 
component  society  of  this  Association,  or 
whose  name  has  been  dropped  from  its  roll 
of  membership  shall  be  entitled  to  any  of  the 
rights  or  benefits  of  this  Association,  nor 
shall  he  be  permitted  to  take  part  in  any  of 
its  proceedings,  until  such  time  as  he  has  been 
relieved  of  such  liability. 

Sec.  4 Each  member  in  attendance  at 
the  Annual  Session  shall  enter  his  name  on 
the  registration  book,  indicating  the  com- 
ponent society  of  which  he  is  a member. 
When  his  right  to  membership  has  been  ver- 
fied  by  receiving  a badge  which  shall  be  evi- 
dence of  his  reference  to  the  roster  of  the  so- 
ciety, he  shall  have  right  to  all  privileges 
of  membership  at  that  session.  No  member 
or  delegate  shall  take  part  in  any  of  the  pro- 
ceedings of  an  annual  session  until  he  has 
complied  with  the  provisions  of  this  section. 

Chapter  II. — Annual  and  Special  Ses- 
sions of  the  Association 
Section  1.  The  Association  shall  hold  an 
annual  session,  meeting  every  third  year  in 
the  city  of  Louisville,  and  the  other  two  years 
at  some  point  in  the  State  fixed  at  the  preced- 
ing annual  session. 

Chapter  III. — General  Meeting 
Section  1.  The  General  Meeting  shall  in- 
clude all  registered  members,  delegates  and 
guests,  who  shall  have  equal  rights  to  partic- 
ipate in  the  proceedings  and  discussions;  and 
except  guests,  to  vote  on  pending  questions. 
Each  General  Meeting  shall  be  presided  over 
bv  the  President  or  in  his  absence  or  disa- 
bility or  upon  his  request,  by  one  of  the  Vice- 
Presidents.  Before  it,  at  such  time  and 
place  as  may  have  been  arranged,  shall  be  de- 
livered the  annual  address  of  the  President, 
and  the  annual  orations  and  the  entire  time 
of  the  sessions  as  far  as  may  be  shall  be  de- 
voted to  papers  and  discussions  relating  to 
scientific  medicine. 

Sec.  2.  The  General  Meeting  shall  have 
authority  to  create  committees  or  commis- 
sions for  scientific  investigations  of  special 
interest  and  importance  to  the  profession  and 
public,  and  to  receive  and  dispose  of  reports 
of  the  same;  but  any  expense  in  connection 
therewith  must  first  be  approved  by  the 


House  of  Delegates. 

Sec.  3.  Except  by  special  vote,  the  order 
of  exercises,  papers  and  discussions  as  set 
forth  in  the  official  program  shall  he  followed 
from  day  to  day  until  it  has  been  completed. 

See.  4.  No  address  or  paper  before  t he 
Association,  except  those  of  the  President  and 
orators  shall  occupy  more  than  twenty  min- 
utes in  its  delivery ; and  no  member  shall 
speak  longer  than  five  minutes,  nor  more 
than  once  on  any  subject. 

Sec.  5.  All  papers  read  before  the  Asso- 
ciation shall  be  its  property.  Each  paper 
shall  be  deposited  with  the  Secretary  when 
read,  and  if  this  is  not  done,  it  shall  not  be 
published. 

Chapter  IV. — House  of  Delegates 

Section  1.  The  House  of  Delegate-;  shall 
meet  annually  at  the  time  and  place  of  the 
Annual  Session  of  the  Association  and  shall 
so  fix  its  hours  of  meeting  as  not  to  conflict 
with  the  first  General  Meeting  of  the  Asso- 
ciation, or  with  the  meeting  held  for  the  ad- 
dress of  the  President  and  the  annual  ora- 
tions and  so  as  to  give  delegates  an  opportun- 
ity to  attend  the  other  scientific  proceedings 
and  discussion  so  far  as  is  consistent  with 
their  duties.  But  if  the  business  interests  of 
the  Association  and  profession  required  it 
may  meet  in  advance  or  remain  in  session  af- 
ter the  final  adjournment  of  the  Generar 
Meeting. 

Sec.  2.  Each  component  county  society 
shall  be  entitled  to  send  to  the  House  of 
Delegates  each  year  one  delegate  for  every 
twenty-five  members,  and  one  for  each  major 
fraction  thereof,  but  each  county  society  hold- 
ing a charter  from  this  Association,  which 
has  made  its  annual  report  and  paid  its  as- 
sessments as  provided  in  this  Constitution 
and  By-Laws  shall  be  entitled  to  one  delegate. 
In  case  the  regularly  elected  delegate  or 
alternate  is  unable  to  attend  the  annual  meet- 
ing of  the  Association,  the  President  of  the 
county  society  may  in  writing  appoint  an 
alternate,  who  shall  have  the  rights  and  priv- 
ileges of  a delegate. 

Sec.  3.  A majority  of  the  registered  dele- 
gates shall  constitute  a quorum  and  all  of  the 
meetings  of  the  Home  of  Delegates  shall  be 
open  to  members  of  the  Association. 

Sec  4.  It  shall,  through  its  officers,  Ad- 
visory Council,  and  otherwise,  give  diligent 
attenion  to  and  foster  the  scientific  work  and 
spirit  of  the  Association,  and  shall  constant- 
ly study  and  strive  to  make  each  Annual  Ses- 
sion a stepping  stone  to  further  ones  of 
higher  interest. 

Sec.  5.  It  shall  consider  and  advise  as 
to  the  material  interest  of  the  profession,  and 
of  the  public  in  those  important  matters 
wherein  it  is  dependent  upon  the  profession, 
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and  shall  use  its  influence  to  secure  and  en- 
force all  proper  medical  and  public-health 
legislation,  and  to  diffuse  popular  informa- 
tion in  relation  thereto. 

Sec.  6.  It  shall  make  careful  inquiry  into 
the  condition  of  the  profession  of  each  county 
in  the  State,  and  shall  have  authority  to 
adopt  such  methods  as  may  be  deemed  most 
efficient  for  building  up  and  increasing  the 
interest  in  such  county  societies  as  already 
exist  and  for  organizing  the  profession  in 
counties  where  societies  do  not  exist.  It  shall 
especially  and  systematically  endeavor  to  pro- 
mote friendly  intercourse  between  physicians 
of  the  same  locality  and  shall  continue  these 
efforts  until  every  physician  in  every  coun- 
ty of  the  State  who  can  be  made  reputable 
has  been  brought  under  medical  society  in- 
fluence. 

Sec.  7.  It  shall  encourage  post-graduate 
work  in  medical  centers  as  well  as  home 
study  and  research  and  shall  endeavor  to 
have  the  results  of  the  same  utilized  and  in- 
telligently discussed  in  the  county  societies. 
With  these  ends  in  view,  five  years  after  the 
adoption  of  the  By-Laws  no  voluntary  paper 
shall  be  placed  upon  the  annual  program  or 
be  heard  in  the  Association  which  has  not 
first  been  heard  in  the  county  society  of 
which  the  author  is  a member. 

Sec.  8.  It  shall  elect  representatives  to  the 
House  of  Delegates  of  the  American  Medical 
Association  in  accordance  with  the  Constitu- 
tion and  By-Laws  of  that  body  in  such  manner 
that  not  more  than  one-half  of  the  delegates 
shall  be  elected  in  any  one  year. 

Sec.  9.  It  shall  upon  application  provide 
and  issue  charters  to  county  societies  organ- 
ized to  conform  to  the  spirit  of  the  Constitu- 
tion and  By-Laws. 

Sec.  10.  In  sparsely  settled  sections  it 
shall  have  authority  to  organize  the  physic- 
ians of  two  or  more  counties  to  be  designated 
by  hyphenating  the  names  of  two  or  more 
counties  so  as  to  distinguish  them  from  dis- 
trict and  other  classes  of  societies  and  these 
societies,  when  organized  and  chax-tered  shall 
be  entitled  to  all  the  privileges  and  repre- 
sentation provided  herein  for  county  socie- 
ties, until  such  counties  may  be  oi’ganized 
separately. 

Sec.  11.  It  may  divide  the  counties  of  the 
State  into  Councilor  Districts,  and,  when  the 
best  interests  of  the  Association  and  profes- 
sion will  be  promoted  thereby,  organize  in 
each  district  a medical  society,  to  meet  mid- 
way between  the  Annual  Session  of  the  Asso- 
ciation and  members  of  the  chartered  county 
societies  and  none  other  shall  be  members. 

When  so  organized  from  the  presidents  of 
such  district  societies  shall  be  chosen  the 
Vice-Presidents  of  this  Association  and  the 


Presidents  of  the  county  societies  of  the  dis- 
trict shall  be  the  Vice-Presidents  of  such 
district  societies. 

Sec.  12.  It  shall  have  authority  to  ap- 
point committees  for  special  purposes  from 
among  members  of  the  Association  who  are 
not  members  of  the  House  of  Delegates,  and 
such  committee  may  report  to  the  House  of 
Delegates  in  person,  and  may  participate  in 
the  debate  thereon. 

Sec.  13.  It  shall  approve  all  memorials 
and  resolutions  issued  in  the  name  of  the 
Association  before  the  same  shall  become  ef- 
fective. 

Sec.  14.  It  shall  present  a summary  of  its 
proceedings  to  the  last  General  Meeting  of 
each  Annual  Session,  and  shall  publish  the 
same  in  the  Journal. 

Chapter  V. — Elections  of  Officers 

Section  1.  All  elections  shall  be  by  secret 
ballot,  and  a majority  of  the  votes  cast  Jiall 
be  necessary  to  elect,  provided,  however,  that 
when  there  are  more  than  two  nominees  the 
nominee  receiving  the  least  number  of  votes 
on  the  first  ballot  shall  be  dropped  and  the 
balloting  continue  until  an  election  occurs  in 
like  manner. 

Sec.  2.  Any  member  known  to  have  direct- 
ly or  indirectly  solicited  votes  for  or  sought 
any  office  within  the  gift  of  this  Association 
shall  be  ineligible  for  any  office  for  two  years. 

Sec.  3.  The  election  of  officers  shall  be 
the  first  order  of  business  of  the  House  of 
Delegates  after  the  reading  of  the  minutes  on 
the  morning  of  the  last  day  of  the  General 
Session. 

Sec.  4.  Nominations  for  President  shall 
be  called  for  by  counties. 

Chapter  VI. — Duties  of  Officers 

Section  1.  The  President  shall  preside  at 
all  meetings  of  the  Association  and  of  the 
House  of  Delegates ; shall  appoint  all  com- 
mittees not  otherwise  provided  for;  shall 
deliver  annual  address  at  such  time  as  may 
be  arranged ; shall  give  a deciding  vote  in 
case  of  a tie,  and  shall  perform  such  other 
duties  as  custom  and  parliamentary  usage 
may  require.  He  shall  be  the  real  head  of  the 
profession  of  the  State  during  his  term  of  of- 
fice, and  so  far  as  practicable,  shall  visit  by 
appointment,  the  various  sections  of  the 
State  and  assist  the  Councilors  in  building 
up  the  county  societies  and  in  making  their 
work  more  practical  and  useful. 

Sec.  2.  The  Vice-Presidents  shall  assist 
the  Presidents  in  the  discharge  of  his  duties. 
In  the  event  of  his  death,  resignation  or  re- 
moval the  Council  shall  elect  one  of  the  Vice- 
Presidents  to  succeed  him. 

Sec.  3.  The  Treasurer  shall  give  bond  for 
the  trust  imposed  in  him  whenever  the  House 
of  Delegates  shall  deem  it  requisite.  He 


482 


KENTUCKY  MEDICAL  JOURNAL 


[September,  1927 


shall  demand  and  receive  all  funds  due  the 
Association,  together  with  the  bequests  and 
donations.  He  shall,  under  the  direction  of 
the  House  of  Delegates,  sell  or  lease  any  real 
estate  belonging  to  the  Association  and  exe- 
cute the  necessary,  papers;  and  shall,  in  gen- 
eral subject  to  such  direction,  have  the  care 
and  management  of  the  fiscal  affairs  of  the 
Association.  He  shall  pay  money  out  of  the 
Treasury  only  on  written  order  of  the  Presi- 
dent, countersigned  by  the  Secretary;  he  shall 
subject  his  accounts  to  such  examinations  as 
the  House  of  Delegates  may  order,  and  he 
shall  annually  render  an  account  of  his  do- 
ings and  of  the  state  of  funds  in  his  hands. 

Sec.  4.  The  Secretary,  acting  with  the 
Committee  on  Scientific  Work,  shall  prepare 
and  issue  the  program  for  and  attend  all 
meetings  of  the  Association  and  of  the  House 
of  Delegates  and  he  shall  keep  minutes  of 
their  respective  proceedings  in  separate  rec- 
ord books.  He  shall  charge  upon  his  books 
the  assessments  against  each  component  coun- 
ty society  at  the  end  of  the  fiscal  year;  he 
shall  collect  and  make  proper  credits  for  the 
same,  and  perform  such  other  duties  as  may 
be  assigned  to  him.  He  shall  be  custodian  of 
all  record  books'  and  papers  belonging  to  the 
Treasurer,  and  shall  keep  account  of  and 
promptly  turn  over  to  the  Treasurer  all  funds 
of  the  Association  which  come  into  his  hands. 
He  shall  provide  for  the  registration  of  the 
members  and  delegates  at  the  Annual  Ses- 
sions. He  shall  keep  a card  index  register  of 
all  the  legal  practitioners  of  the  State  by 
counties,  noting  on  each  his  status  in  relation 
to  his  county  society  and  upon  request  shall 
transmit  a copy  of  this  list  to  the  American 
Medical  Association  for  publication.  In  so 
far  as  it  is  in  his  power  he  shall  use  the  print- 
ed matter,  correspondence  and  influence  of 
his  office  to  aid  the  Councilors  in  the  organi- 
zation and  improvement  of  the  county  so- 
cieties and  in  the  extension  of  the  power  and 
usefulness  of  this  Association.  He  shall  con- 
duct the  official  correspondence,  notifying 
members  of  meetings,  officers  of  their  election, 
and  committees  of  their  appointment  and  du- 
ties. He  shall  act  as  secretary  of  the  Com- 
ittee  on  Scientific  Work.  He  shall  be  editor 
of  the  Kentucky  Medical  Journal.  He 
shall  employ  such  assistants  as  may-  be  or- 
dered by  the  Council  or  the  House  of  Dele- 
gates. He  shall  annually  make  a report  of 
his  doings  to  the  House  of  Delegates. 

In  order  that  the  Secretary  mav  be  en- 
abled to  give  that  amount  of  time  to  his  duties 
which  will  permit  of  his  becoming  proficient 
it  is  desirable  that  he  shall  ieceive  some 
compensation.  The  amount  of  his  salary 
shall  be  fixed  by  the  House  of  Delegates. 


Chapter  VII. — Council 

Section  1.  The  Council  shall  hold  daily 
meetings  during  the  annual  session  of  the 
Association  and  at  such  other  times  as  neces- 
sity may  require,  subject  to  the  call  of  the 
Chairman  or  on  petition  of  three  Councilors. 
It  shall  meet  on  the  last  day  of  the  Annual 
Session  of  the  Association  for  re-organiza- 
tion and  for  the  outlining  of  the  woik  for  the 
ensuing  year.  At  this  meeting  it  shall  elect  a 
Chairman  and  Secretary  and  it  shall  keep 
a permanent  record  of  its  proceedings.  It 
shall  through  its  Chairman,  make  an  annual 
report  to  the  House  of  Delegates  at  such  time 
as  may  be  provided,  which  report  shall  in- 
clude an  audit  of  the  account  of  the  Secre- 
tary and  Treasurer  and  other  agents  of  this 
Association,  and  shall  also  specify  the  char- 
acter and  cost  of  all  the  publications  of  the 
Association  during  the  year,  and  the  amounts 
of  all  other  property  belonging  to  the  Asso- 
ciation, or  under  its  control,  with  such  sug- 
gestions as  it  may  deem  necessary.  In  the 
event  of  a vacancy  in  any  office  the  Council 
may  fill  the  same  until  the  next  annual  elec- 
tion. 

Sec.  2.  Each  Councilor  shall  be  organizer, 
peacemaker  and  censor  for  his  district.  He 
shall  visit  each  county  in  his  district  at  least 
once  a year  for  the  purpose  of  organizing 
component  societies  where  none  exist,  for  in- 
quiring into  the  condition  of  the  profession 
and  for  improving  and  increasing  the  zeal  of 
the  county  societies  and  their  members.  He 
shall  make  an  annual  report  of  his  doings, 
and  of  the  condition  of  the  profession  of  each 
county  in  his  district  to  each  Annual  Ses- 
sion of  the  House  of  Delegates.  The  neces- 
sary traveling  expenses  incurred  by  Council- 
or in  the  line  of  his  duties  herein  imposed 
may  be  allowed  by  the  House  of  Delegates 
upon  a proper  itemized  statement,  but  this 
shall  not  be  construed  to  include  his  expenses 
in  attending  the  Annual  Session  of  the  Asso- 
ciation. 

Sec.  3.  Collectively  the  Council  shall  be 
the  Board  of  Censors  of  the  Association.  It 
shall  consider  all  questions  involving  the  right 
and  standing  of  members,  whether  in  relation 
to  other  members,  to  the  component  societies, 
or  to  this  Association.  All  questions  of  an 
ethical  nature  brought  before  the  House  of 
Delegates  of  the  General  Meeting  shall  be  re- 
ferred to  the  Council  without  discussion.  It 
shall  hear  and  decide  all  questions  of  discip- 
line effecting  the  conduct  of  members  or  of 
a county  society  upon  which  appeal  is  taken 
from  the  decision  of  an  individual  Councilor. 
Its  decision  in  all  such  cases  shall  be  final. 

Sec.  4.  The  Counci  shall  have  the  right  to 
eommunicate  the  views  of  the  profession  and 
of  the  Association  in  regard  to  health,  sanita- 
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tion  and  other  important  matters  to  the  pub- 
lic and  the  lay  press.  Such  communications 
shall  be  officially  signed  by  the  chairman  and 
seci'etary  of  the  Council,  as;  such. 

Sec.  5.  The  Council  shall  provide  for  and 
superintend  the  publication  and  distribution 
of  all  proceedings,  transactions  and  memoirs 
of  tiie  Association  and  shall  have  authority 
to  appoint  such  assistants  to  the  editors  as  it 
deems  necessary.  It  shall  manage  and  con- 
duct the  Kentucky  Medical  Journal,  which 
is  the  organ  of  the  Association,  and  all  money 
received  by  the  Journal,  the  Council  or  any 
officer  of  the  Association,  shall  be  paid  to  the 
Treasurer  of  the  Association  on  the  first  of 
each  month. 

Sec.  6.  All  reports  on  scientific  subjects 
and  all  scientific  discussions  and  papers  heard 
before  the  Association  shall  be  referred  to  the 
Kentucky  Medical  Journal  for  publica- 
tion. The  editor,  with  the  consent  of  the 
Councilor  for  the  District  in  which  he  resides 
may  curtail  or  abstract  papers  or  discussions, 
and  the  Council  may  return  any  paper  to  its 
author  which  it  may  not  consider  suitable  for 
publication. 

Sec.  7.  All  commercial  exhibits  during  the 
annual  session  shall  be  within  the  control  and 
direction  of  the  Council. 

Chapter  VIII. — Committees. 

Section  1.  The  standing  committees  shall 
be  as  follows : 

A Committee  on  Scientific  Work. 

A Committee  on  Public  Policy  and  Legis- 
lation. 

A Committee  on  Medical  Education. 

A Medico-Legal  Committee. 

A Committee  on  Arrangements,  and  such 
other  committees  as  may  be  necessary.  Such 
committees  shall  be  elected  by  the  House  of 
Delegates,  unless  otherwise  provided 

Sec.  2.  The  Committee  on  Scienific  Work 
shall  consist  of  three  members  of  which  the 
President-elect  shall  be  a member  and  Chair- 
man, and  the  Secretary  shall  be  a member  and 
Secretary,  and  shall  determine  the  character 
and  scope  of  the  scientific  proceedings  of  the 
Association,  subject  to  the  provisions  or  the 
instructions  of  the  House  of  Delegates  or 
of  the  Association,  or  to  the  provisions  of  the 
Constitution  and  By-Laws.  Thirty  days  pre- 
vious to  each  annual  session  it.  shall  prepare 
and  issue  a program  announcing  the  order  in 
which  papers,  discussions  and  other  business 
shall  be  presented,  which  shall  be  adherred  to 
by  the  Association  as  nearly  as  practicable. 

Sec.  3.  The  Committee  on  Public  Policy 
and  Legislation  shall  consist  of  three  members 
and  the  President  and  Secretary.  Under  the 
direction  of  the  House  of  Delegates  it  shall 
represent  the  Association  in  securing  and  en- 
forcing legislation  in  the  interest  of  the 
public  health  and  scientific  medicine.  It  shall 


keep  in  touch  with  the  profession  and  public 
opinion,  shall  endeavor  to  shape  legislation 
so  as  to  secure  the  best  results  for  the  whole 
people,  and  shall  utilize  every  organized  in- 
fluence in  local,  state  and  national  affairs  and 
elections.  Its  work  shall  be  done  with  dignity 
becoming  a great  profession  and  with  that 
wisdom  which  will  make  effective  its  work 
and  influence.  It  shall  have  authority  to  be 
heard  before  the  entire  Association  upon 
questions  of  great  concern  at  such  times  as 
may  be  arranged  during  the  annual  session. 

Sec.  4.  The  Committee  on  Arrangements 
shall  consist  of  the  component  society  in  the 
territory  in  which  the  annual  session  is  to  be 
held.  It  shall  by  committees  of  its  own  se- 
lection, provide  suitable  accommodations  for 
the  meeting-places  of  the  Association  and  of 
the  House  of  Delegates,  and  of  their  respect- 
ive committees,  and  shall  have  general  charge 
of  all  arrangements.  Its  Chairman  shall  re- 
port an  outline  of  the  arrangements  to  the 
Secretary  for  publication  in  the  program,  and 
shall  make  additional  announcements  during 
the  session  as  occasion  may  require. 

Sec.  5.  The  Medico-Legal  Committee  shall 
consist  of  three  members,  one  of  whom,  the 
Chairman,  shall  be  elected  by  the  Council  for 
five  years,  and  the  Secretary  and  Treasurer 
shall  be  the  other  two  members  ex  officio. 
This  committee  shall  select  and  fix  the  compen- 
sation for  an  attorney,  who  shall  act  as  Gen- 
eral Counsel,  and  if  required,  additional  local 
counsel.  The  Association  through  this  Com- 
mittee shall  defend  its  members  who  are  in 
good  standing  against  unjust  suits  for  mal- 
practice. 

Chapter  IX.— Assessments  and  Expendi- 
tures. 

Section  1. — The  assessment  of  five  dollars 
per  capita  on  the  membership  of  the  com- 
ponent societies  is  hereby  made  the  annual 
dues  of  this  Association.  The  Secretary  of 
each  county  society  shall  forward  its  assess- 
ment together  with  its  roster  of  all  officers 
and  members,  lists  of  delegates,  and  list  of 
non-official  physicians  of  the  county  to  the 
Secretary  of  this  Association  on  the  first  day 
of  January  in  each  year. 

Sec.  2.  Any  county  society  which  fails  to 
pay  its  assessment,  or  make  the  report  re- 
quired, on  or  before  the  first  day  of  April  in 
each  year,  shall  be  held  as  suspended,  and 
none  of  its  members,  or  delegates  shall  be  per- 
mitted to  participate  in  any  of  the  business  or 
proceedings  of  the  Association  or  of  the 
House  of  Delegates  until  such  requirements 
have  been  met. 

Sec.  3.  All  motions  or  resolutions  appro- 
priating money,  shall  specify  a definite  am- 
ount, or  so  much  thereof  as  may  be  necessary 
for  the  purpose  indicated,  and  must  be  ap- 
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proved  by  the  Council  and  House  of  Dele- 
gates. 

Chapter  X. — Rules  of  Conduct 

Tne  principles  set  forth  in  the  Principles 
of  Ethics  of  the  American  Medical  Associa- 
tion shall  govern  the  conduct  of  members  in 
their  relation  to  each  other  and  to  the  pub- 
lic. 

Chapter  XI. — Rules  of  Order 

The  deliberations  of  this  Association  shall 
be  governed  by  parliamentary  usage  as  con- 
tained in  Roberts’  Rules  of  Order,  unless 
otherwise  determined  by  a vote  of  its  respect- 
ive bodies. 

Chapter  XII. — County  Societies 

Section  1.  All  county  societies  now  in  af- 
filiation with  the  State  Association  or  those 
that  may  hereafter  be  organized  in  this  State, 
which  have  adopted  principles  of  organization 
not  in  conflict  with  this  Constitution  and  By- 
Laws,  shall  upon  application  to  the  House 
of  Delegates,  receive  a charter  from  and  be- 
come a component  part  of  this  Association. 

Sec.  2.  As  rapidly  as  can  be  done  after 
the  adoption  of  this  Constitution  and  By- 
Laws,  a medical  society  shall  be  organized  in 
every  county  in  the  State  in  which  no  com- 
ponent society  exists,  and  charters  shall  be 
issued  thereto. 

Sec.  3.  Charters  shall  be  issued  only  upon 
approval  of  the  House  of  Delegates  and  shall 
be  signed  by  the  President  and  Secretary  of 
this  Association.  The  House  of  Delegates 
shall  have  authority  to  revoke  the  charter 
of  any  component  county  society  whose  act- 
ions are  in  conflict  with  the  letter  or  spirit  of 
this  Constitution  and  By-Laws. 

Sec.  4.  Only  one  component  medical  so- 
ciety shall  be  chartered  in  any  county. 
Where  more  than  one  county  society  exists, 
friendly  overtures  and  concessions  shall  be 
made  with  the  aid  of  the  Councilor  of  the  Dis- 
trict if  necessary,  and  all  of  the  members 
brought  into  one  organization.  In  case  of 
failure  to  unite,  an  appeal  may  be  made  1o 
the  Council,  which  shall  decide  what  action 
shall  be  taken. 

Sec.  5.  Each  county  society  shall  judge  of 
the  qualifications  of  its  own  members,  but  as 
such  societies  are  the  only  portals  to  this  As- 
sociation, every  reputable  and  legally  regis- 
tered physician  who  is  practicing,  or  who 
will  agree  to  practice  non-sectarian  medicine 
shall  be  entitled  to  membership.  Before  a 
charter  is  issued  to  any  county  society,  full 
and  ample  notice  and  opportunity  shall  be 
given  to  every  physician  in  the  county  to  be- 
come a member. 

Sec.  6.  Any  physician  who  may  feel  ag- 
grieved by  the  action  of  the  society  of  his 
county  in  refusing  him  membership,  or  in 
suspending  or  expelling  him,  shall  have  the 


right  to  appeal  to  the  Council,  which,  upon  a 
majority  vote  may  permit  him  to  become  a 
member  of  an  adjacent  county  society. 

Sec.  7.  In  hearing  appeals  the  Council 
may  admit  oral  or  written  evidence  as  in  its 
judgment  will  best  and  most  fairly  present 
the  facts,  but  in  case  of  every  appeal,  both  as 
a board  and  as  individual  councilors  in  dis- 
trict and  county  work,  efforts  at  conciliation 
and  compromise  shall  precede  all  such  hear- 
ings. 

Sec.  8.  When  a member  in  good  standing 
in  a component  society  moves  to  another 
county  in  the  state,  his  name,  upon  request 
shall  be  transferred  without  cost  to  the  ros- 
ter of  the  county  society  into  whose  juris- 
diction he  moves. 

Sec.  9.  A physician  living  in  or  near  a 
county  line  may  hold  membership  in  that 
county  most  convenient  for  him  to  attend,  on 
permission  of  the  society  in  whose  jurisdic- 
tion he  resides. 

Sec.  10.  Each  county  society  shall  have 
general  direction  of  the  affairs  of  the  profes- 
sion in  the  county,  and  its  influence  shall  be 
constantly  exerted  for  bettering  the  scientific 
moral  and  material  conditions  of  every  phy- 
sician in  the  county ; and  systematic  efforts 
shall  be  made  by  each  member,  and  by  the 
society  as  a whole,  to  increase  the  membership 
until  it  embraces  every  qualified  physician  in 
the  county. 

Sec.  11.  Frequent  meetings  shall  be  en- 
couraged, and  the  most  attractive  programs 
arranged  that  are  possible.  The  younger 
members  shall  be  especially  encouraged  to  do 
post-graduate  and  original  research  work, 
and  to  give  the  society  the  first  benefit  of 
such  labors.  Official  position  and  other  pref- 
erences shall  be  unstintingly  given  to  such 
members. 

Sec.  12.  At  the  time  of  the  annual  elec- 
tion of  officers  each  county  society  shall  elect 
a delegate  or  delegates  to  represent  it  in  the 
House  of  Delegates  of  this  Association  in  the 
proportion  of  one  delegate  to  each  twenty- 
five  members  or  major  fraction  thereof,  and 
the  secretary  of  the  society  shall  send  a list  of 
such  delegates  to  the  Secretary  of  this  Asso- 
ciation at  least  sixty  days  before  the  Annual 
Session. 

Sec.  13.  The  Secietary  of  each  county  so- 
ciety shall  keep  a roster  of  its  members,  and 
a list  of  the  non-affiliated  registered  physic- 
ians of  the  county,  in  which  shall  be  shown 
the  full  name,  address,  college  and  date  of 
graduation,  date  of  license  to  practice  in  this 
State,  and  such  other  information  as  may  be 
deemed  necessary.  He  shall  furnish  an  of- 
ficial report  containing  such  information,  up- 
on blanks  supplied  him  for  the  purpose,  to 
the  secretary  of  this  Association,  on  the  first 
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day  of  January  of  each  year,  or  as  soon  there- 
after as  possible,  and  at  the  same  time  that 
the  dues  accruing  from  the  annual  assessment 
are  sent  in.  In  keeping  such  roster  the  Sec- 
retary shall  note  any  changes  in  the  person- 
nel of  the  profession  by  death,  or  by  removal 
to  or  from  the  county,  and  in  making  his  an- 
nual report  he  shall  be  certain  to  account  for 
every  physician  who  has  lived  in  the  county 
during  the  year. 

Sec.  14.  The  Secretary  of  each  county  so- 
ciety shall  report  to  the  Kentucky  Medical 
Journal  full  minutes  of  each  meeting  and 
forward  to  it  all  scientific  papers  and  dis- 
cussions which  the  society  shall  consider 
worthy  of  publication. 

Chapter  XIII. — Amendments 

These  By-Laws  may  be  amended  by  any 
Annual  Session  by  a two-thirds  vote  of  all 
the  delegates  present  at  that  session,  after 
the  amendment  has  been  laid  on  the  table  for 
one  day. 


AUDITOR’S  REPORT 
To  the  Delegates  of  the  Kentucky  State  Medi- 
cal Association : 

Gentlemen  : As  requested  I have  made  a 
complete  audit  of  the  books  and  accounts  of 
your  Secretary,  Dr.  A.  T.  McCormack,  and 
your  Treasurer,  Dr.  W.  B.  McClure,  for  the 
period  of  September  1,  1926  to  and  includ- 
ing September  1,  1927 

All  receipts  were  properly  accounted  for 
and  every  item  of  disbursements  is  represent- 
ed by  a voucher  check  signed  by  the  proper 
officers,  and  bears  the  endorsement  of  the 
payee. 

Every  item  of  receipts  and  disbursements 
was  followed  through  the  books  and  found  to 
be  charged  or  credited  to  the  proper  account. 

The  exhibits  herewith  submitted  set  forth 
in  detail  the  financial  transactions  from  sev- 
eral angles  and  show  the  true  condition  of 
your  affairs  at  this  date. 

I have  also  checked  the  receipts  and  dis- 
bursements, and  distribution  of  funds  of  the 
Woman’s  Auxiliary  of  the  State  Medical  As- 
sociation covering  period  of  September  1, 
1926  to  September  1,  1927  and  find  them  cor- 
rect as  set  forth  in  the  several  exhibits  sub- 
mitted herewith. 

Respectfully, 

B.  P.  Eubank. 

Reconciliation  of  the  Treasurer’s  account 
for  period  September  1926  to  September  1927, 
viz : 

Balance  on  hand  at  last  report $10,357.93 

Less  Vouchers  then  outstanding.  . . . 1,211.83 


Balance  agreeing  with  Secretary’s  last  report... $ 9,146.10 
Amount  received  from  Secretary  for  period 17,405.39 


Total  ■ $26,551.49 

DISBURSEMENTS 


Expense  $16,952.75 

Investment,  2 1-Mi  Bonds  1,989.44 

(3  M.  Liberty  2nds  exchanged  for 
5 M.  Lou.  Title  & Ky.  Title  Bonds) 


Vouchers  No.  1-132  $18,942.19 

Balance  September  1,  1927  $ 7,609.30 

Reconcilement: 


Balance  in  Second  National  Bank,  Lexingt'n, 


Kentucky,  Treasurer's  Account  $10,116.87 

Vouchers  outstanding  viz: 

No.  84,  June  6,  1921,  A.  P.  Hunt....$  1.00 

No.  Ill,  January  3,  1922,  Dr.  V.  A. 

Stiliey  6.50 

No.  115,  June  30,  1927,  Dr.  A.  T.  Mc- 
Cormack   . . . 210.02 

No.  116,  June  30,  1927,  Dr.  L.  H. 

South  100.00 

No.  117,  June  30,  1927,  Elva  Grant.  75.00 

No.  118,  June  30,  1927,  W.  R.  Bonnell.  185.50 
No.  119,  June  30,  1927  Woman’s  Aux- 
iliary, K.  S.  M.  A 2.47 

No.  120,  June  30,  1927,  F.  C.  Dugan.  12.30 

, No.  121,  June  30,  1927,  Heavrin,  Heav- 

rin  & Heavrin 612.35 

No.  122,  June  30,  1927,  Electric  Blue 

Print  & Supply.  Co 15.10 

No.  123,  June  30,  1927,  Meffert  Equip- 
ment Co.  . 8.00 

No.  124,  June  30  1927,  Bush  Krebs 

Co 7.58 

No.  125,  June  30,  1927,  Times-Journ- 

al  Publishing  Co 8.48 

No.  126,  June  30,  1927,  Times  Journ- 
al Publishing  Co 613.27 

No.  127,  July  30,  1927,  Dr.  A.  T.  Mc- 
Cormack   ■ 150.00 

No.  128,  July  30,  1927,  Dr.  L.  H. 

South  100.00 

No.  129,  July  30,  1927,  Elva  Grant.  . 75.00 

No.  130,  August  31,  1927,  Dr.  A.  T. 

McCormack  150.00 

No.  131,  August  31  1927,  Dr.  L.  H. 

South  • 100.00 

No.  132,  August  31,  1927,  Elva  Grant.  75.00  2,507.57 


Balance  agreeing  with  Secretary $ 7,609.30 

Vouchers  No.  127,  128,  129,  130,  131,  132 

are  in  the  hands  of  the  Secretary  to  be  de- 
livered. 


STATEMENT  OF  ASSETS 


Balance  in  Second  National  Bank, 

Lexington,  Ky.  to  the  credit  of  W. 

B.  McClure,  Treasurer $10,116.87 

Less  Vouchers  Outstanding 2,507.57 


Net  Cash  Balance  September  1,  1927....- $ 7,609.20 

Louisville  Title  Bonds  in  hands  of  Treasurer 

Face  Value  5,000.00 

Office  Furniture,  etc.  (See  Exhibit  “C”)..- 660.69 


Total  $13  269.99 

EXHIBIT  “A” 

RECEIPTS 

Dues  from  County  Societies  $ 9,168.00 

Income  of  Journal  (Exclusive  of  In- 
vestments, etc.)  8,109.89  $17,277.89 


Interest  on  Investments,  viz: 

Interest  on  Liberty  Bond  No.  1...$  85.00 

Interest  on  Liberty  Bond  No.  2..  42.50  $ 127.50 


Total  Receipts  $17,405.39 

Balance  on  hand  September  1,  1926.  9,146.10 


Total  $26,551.49 

DISBURSEMENTS 
State  Medical  Association  : 

President's  Sundries  $ 6.50 

Secretary, s Salary  1,800.00 

Secretary’s  Stenographer  Salary 900.00 

Secretary’s  Stamps  & Envelopes.  . . . 198.68 

Secretary’s  Sundries  . 246.87 

Treasurer’s  Bond  12.50 

Treasurer’s  Sundries  20.00 

Officers,  Councilors  & Committee  Ex- 
penses   227.68 

Purchase  of  Investments  . . . 1,989.44 

Irvine  Estate  Expense  112.14 

Practice  Act,  Medical  Enforcement.  . 150.00 

Atorney’s  Fees,  Medico-Legal  Commit- 
tee   . 2,375.00 

Cost  & Expenses,  Medico-Legal  Com- 
mittee   . . . 562.14 

Association  Sundries  1,075.74 

Expenses  of  Frankfort  Meeting  ....  1 116.55 

Expenses  of  Owensboro  Meeting  27.40 


Total  State  Medical  Association $10,820  64 

Kentucky  Medical  Journal: 

Business  Manager’s  Salary  $1,200.00 

Business  Manager’s  Sundries  93.41 

Journal  Advertisement  Collections 
Paid  Woman’s  Auxiliary,  Kentucky 

State  Medical  Association 1,019.28 

Journal  Printing  4,804.28 

Journal  • 123.27 

Journal  Sundries  881.31 


Total  Journal  $ 8,121.55 


Grand  Total  $18,942.19 

Balance  on  hand  this  date 7,609.30 


Total 


$26,551.49 
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EXHIBIT  “B” 


Detailed  list  of  receipts  from  County  So- 
cieties from  September  1926  to  September 
1927,  compared  with  incomes  of  same  period 
last  year : 


Adair  

Allen  

Anderson  .... 
Ballard  ....... 

Barren  

Bath  

Bell  . 

Boone  

Bourbon  

Boyd  

Boyle  

Bracken  

■Breathitt  

Breckinridge  . . 

Bullitt  

Butler  

Caldwell  

Calloway  

Campbell- Kenton 
Carlisle  ........ 

Carroll  

Carter  

Casey 

Christian  

Clark  

Clay  

Clinton  

Crittenden  . . . . 
Cumberland 

Daviess  

Elliott  

E (still  

Fayette  

Fleming  

Floyd  ■ 

Franklin  

Fulton  

Gallatin  

Garrard  

Grant  

Graves  

Grayson  

Green  

Greenup  

Hancock  

Hardin  

Harlan  

Harrison  

Hart  

Henderson 

Henry  

Hickman  

Hopkins  

Jackson  

Jefferson  

Jessamine  

Johnson  

Knott  

Knox  . . . 

Larue  

Laurel  

Lawrence  

Lee  

Leslie  

Letcher  

Lewis  

Lincoln  

Livingston 

Logan  

Lyon  

McCracken  .... 

McCreary  

McLean  

Madison  

Magoffin  

Marion  

Marshall  

Martin  

Mason  

Meade  

Menifee  

Mercer  .. 

Monroe  

Metcalfe  

Montgomery  . . . 

Morgan  

Muhlenberg  .... 

Nelson  

Nicholas  

Ohio  . 

Oldham  

owen  

Owsley  


1926 

$ 30.00 

55.00 

45.00 

50.00 

80.00 

35.00 

115.00 
5.00 

60.00 

230.00 

55.00 

35.00 

25.00 

70.00 

36.00 

15.00 
. 40.00 

•70.00 

565.00 

50.00 

30.00 

65.00 

20.00 

170.00 

105.00 

45.00 

20.00 

55.00 

35.00 

230.00 


40.00 

510.00 

70.00 

50.00 

105.00 

60.00 

15.00 

30.00 

60.00 

130.00 

05.00 

15.00 

35.00 

5.00 

95.00 

220.00 

75.00 

40.00 

80.00 
60.00 

55.00 

130.00 

15.00 
1,830.00 

55.00 

50.00 

2.00 

65.00 

45.00 

35.00 

60.00 

3.00 

5.00 

40.00 

20.00 

70.00 

30.00 

80.00 

25.00 

220.00 

35.00 

25.00 
125.00 

20.00 

56.00 

75.00 

95.66 
5.00 

90.66 

15.00 

35.00 

65.00 

10.00 

70.00 

60.00 

50.00 

35.00 

40.00 

45.00 

15.00 


1927 

$ 45.00 

50.00 

45.00 

40.00 

70.00 

40.00 
160.00 

25.00 

45.00 

245.00 
;55.00 

40.00 
'40.00 

65.00 

40.00 

15.00 

45.00 

80.00 

500.00 

45.00 

40.00 

45.00 

20.00 

175.00 

105.00 

45.00 

20.00 

45.00 

35.00 

225.00 

5.00 

45.00 

465.00 

65.00 

35.00 

100.00 

50.00 

10.00 

25.00 

55.00 

125.00 

55.00 

25.00 

40.00 
1 ...  . 

100.00 

250.00 

75.00 

50.00 

75.00 

45.00 

45.00 

120.00 

20.00 
1,840.00 

60.00 

50.00 

10.00 
60.00 
40.00 
40.00 

40.00 

3.00 

10.00 

65.00 

25.00 

75.00 

30.00 

85.00 

25.00 

235.00 

35.00 

30.00 

135.00 

5.00 

50.00 

75.00 

55.66 

10.00 

v66.6o 

15.00 

25.00 

60.00 
10.00 

85.00 

60.00 

50.00 

45.00 

40.00 

40.00 

15.00 


Pendleton 
Perry  . . . 

Pike  

Powell  . . . 
Pulaski  . . 
Robertson 
Rockcastle 
Rowan  . . 
Russell  . . 
Scott  .... 
Shelby  . . . 
Simpson 
Spencer  . . 
Taylor  . . . 
Todd  .... 
Trigg 

Trimble  . . 
onion  . . . 
Warren  . . 
Washington 
Wayne  . . . 
Webster  . , 
Whitley 

Wolfe  

Woodford 


50.00 

35.00 

175.00 

125.00 

95.00 

90.00 

25.00 

15.00 

45.00 

65.00 

5.00 

5.00 

25.00 

15.00 

10.00 

10.00 

40.00 

35.00 

75.00 

90.00 

75.00 

i 70.00 

50.00 

60.00 

5.00 

10.00 

40.00 

45.00 

35.00 

35.00 

,11.00 

10.00 

45.66 

50.66 

110.00 

175.00 

50.00 

45.00 

30.00 

20.00 

5.00 

30.00 

120.00 

130.00 

5.00 

25.66 

45.00 

$9,138.00 

$9,163.00 

EXHIBIT  “C” 


Invoice  of  the  property  of  the  Association, 
September  1,  1927: 


Addressograph  with  5,000  complete  addressed  plates 

with  list  device,  etc 

1 Remington  Typewriter  

1 Desk  

1 Typewriter  Chair  

1 Filing  Cabinet  

Rubber  Stamps  ■ 

Guide  Cards  

1-3  Adding  Machine  

1 Electric  Fan  

1 Globe  Safe  with  Fixtures  


$600.00 

25.00 

50.00 
9.00 

64.75 

9.00 

5.00 

75.00 

18.00 
130.00 


Total  $985.75 

50%  Reduction  for  Depreciation  in  Machinery 492.87 


$492.88 

6.000  No.  5 2-cent  Stamped  Envelopes  $21.92  per  M.  131.52 

1.000  No.  8 2-cent  Stamped  Envelopes,  $22.88  Per  M.  °7.88 

500  No.  9 2-cent  Stamped  Envelopes  • 13.41 


$660.69 

EXHIBIT  “D” 

Secretary’s  Monthly  Balance  Sheet,  agree- 
ing with  books : 

1926-27 

September  1.  Balance  on  hand  September  1.  1926 . $9  146.10 


1926-27 

Expenses 

Collections 

Balance 

October  1 

$2,075.46 

$1,486.62 

$8,557.26 

November  1 . . 

1,216.70 

7,945.83 

December  1 

1.460.32 

746.53 

7,232.04 

January  1 

934.59 

303.35 

6.600.80 

February  1 

1.559.50 

4,142.61 

9.183.91 

March  1 

2,098.03 

7 102.88 

April  1 

1.661.41 

2,517.66 

7.959.13 

Mav  1 

1,349.85 

2,790.67 

9,399.95 

June  1 

1.303.73 

9.309.88 

July  1 

August,  1 

1,850.07 

....  325.00 

799.49 

8.259.30 

7.934.30 

September  1 ...... 

* 

7,609.30 

$18,942.19  $17,405.39 

Balance  on  hand  Sept.  1.  1926....  9.146.10  $26,551.49 


Balance  on  hand  Sept.  1 1927....$  7,609.30 

Total  Expenses  $18,942.10  $26,551.49 

EXHIBIT  “E” 

Collections  by  Secretary  on  account  of 
Kentucky  State  Medical  Association,  corres- 
ponding with  checks,  deposit  slips  and  re- 


ceipts, filed: 

October  1 — To  Collections  to  Date $ 155.00 

November  1 — To  Collections  to  Date 115.00 

December  1 — To  Collect:ons  to  Date 33.00 

January  1 — To  Collections  to  Date....- 180.00 

February  1 — To  Collections  to  Date 2765.00 

March  i — To  Collections  to  Date 1 *>85.00 

Anril  1 — To  Collections  to  Date . . . 1470.00 

Mav  1 — To  Collections  to  Date 2180.00 

June  1 — To  Collections  to  Date  . . . 730.00 

July  1 — To  Collections  to  Date 255.00 


Total  for  Year  $9168.00 
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EXHIBIT  “F” 

Collections  by  Editor  on  account  of  the 
Journal,  corresponding  with  checks,  deposit 


slips  and  receipts  filed: 

1926-27 

October  1 — To  Collections  to  Date $1331.62 

November  1 — To  Collections  to  Date  1037.95 

December  1 — To  Collections  to  Date 713.53 

January  1 — To  Collections  to  Date 123.35 

February  1 — To  Collections  to  Date 1377.61 

March  1 — To  Collections  to  Date  • 813.03 

April  1 — To  Collections  to  Date 983.91 

May  1 — To  Collections  to  Date 610.67 

June  1 — To  Collections  to  Date 573.73 

July  1 — To  Collections  to  Date . . . 544.49 


Total  for  Year  $8109.89 

Interest  on  Liberty  Bonds  127.50 


Grand  Total  $8237.39 

EXHIBIT  “G” 


Total  membership  by  Councilor  Districts 
and  by  Counties  for  1927  as  compared  to  that 
of  1926 : 


First  District — V.  A.  Stilley, 

Benton,  Councilor. 

1926 

1927 

Ballard  

8 

Caldwell  

8 

9 

Calloway  

16 

Carlisle  

9 

Crittenden  

9 

9 

Fulton  

10 

Graves  

25 

Hickman  

10 

8 

Livingston  

6 

5 

Lyon  ” 

5 

Marshall  

15 

44 

47 

Trigg  

2 

168 

168 

Second  District — D.  M.  Griffith, 

Owensboro,  Councilor. 

1926 

1927 

Daviess  

44 

15 

Hopkins  • 

24 

McLean  

5 

6 

Muhlenberg  

16 

7 

9 

10 

Webster  

5 

119 

129 

Third  District — J.  H.  Blackburn,  Bowling  Green,  Counci’or. 


1926 

1927 

10 

Barren  

16 

14 

3 

Christian  

34 

35 

Cumberland  

. . . 7 

7 

Logan  

17 

Metcalfe  

7 

5 

3 

3 

12 

Todd  

7 

7 

Warren-Edmonson  

31 

136 

144 

Fourth  District — D.  E. 

McClure,  Eliza oethtown,  Councilor. 

1926 

1927 

Breckinridge  

14 

13 

Bullitt  

8 

Grayson  

11 

11 

19 

20 

8 

10 

8 

1 

2 

11 

Spencer  

1 

82 

84 

Fifth  District — W.  E.  Gardner,  Louisville,  Councilor. 


Carroll 

Franklin 

Gallatin 

Henry 

Jefferson 

Oldham 

Owen 

Shelby  . 

Trimble 


1926 

1927 

6 

8 

21 

19 

3 

2 

9 

8 

358 

359 

8 

8 

6 

7 

15 

13 

Sixth  District — R.  C.  McChord,  Lebanon,  Councilor. 

1926  1927 

Adair  6 9 

Anderson  9 9 

Boyle  . 11  ix 

Green  y 5 

Marion  i 11  10 

Mercer  17  x8 

Taylor  9 9 

Washington  10  9 


76 


80 


Seventh  District — *V.  G.  Kinnaird  Lancaster,  Councilor. 

Casey  

Clinton  

Garrard  


McCreary 
Pulaski  . . 
Rockcastle 
Russell 
Wayne  . . . 


Eighth  District — C. 

Boone  • 

Bourbon  

Bracken  

Campbell-Kenton  


Pendleton 
Robertson 
Scott  . . . 


Ninth  District — W.  L. 

Boyd  . 

Carter  

Elliott  

Floyd  

Greenup  

Johnson  

Lawrence  . 

Lewis  - 

Magoffin  

Martin  

Pike  


Bath  . . . 
Breathitt 
Clark  . . . 
E still  . . . 
Fayette  . 
Lee  .... 
Madison 
Menifee  . 
Montgomer 
Morgan  . 
Powell  . . 
Rowan  . . 
Wolfe  . . . 
Woodford 


Bell  . . . 

Clay  . . 

Harlan 

Jackson 

Knott 

Knox  . . 

Laurel  . 

Leslie 

Letcher 

Owsley 

Perry  . 


1926 

1927 

4 

4 

4 

4 

6 

5 

11 

12 

14 

15 

7 

7 

9 

13 

4 

3 

8 

7 

5 

4 

72 

74 

1,  Councilor. 

1926 

1927 

1 

4 

12 

9 

7 

8 

90 

98 

14 

13 

12 

11 

15 

15 

19 

11 

10 

10 

9 

7 

1 

1 

15 

16 

205 

203 

Councilor 

1926 

1927 

46 

48 

11 

9 

7 

6 

7 

8 

8 

10 

9 

8 

4 

5 

2 

1 

17 

is 

111 

113 

Councilor. 

1926 

1927 

7 

8 

5 

8 

20 

21 

8 

9 

83 

86 

. .25 

26 

i3 

i2 

2 

2 

5 

3 

2 

2 

1 

4 

9 

174 

187 

, Councilor. 

1926 

1927 

22 

29 

9 

9 

41 

44 

3 

4 

12 

11 

7 

8 

1 

2 

7 

13 

3 

3 

31 

25 

24 

26 

160 

174 

426 


424 
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EXHIBIT  “H” 


Detailed  Statement  of  Disbursements  of  W.  B.  McClure,  Treasurer,  Kentucky  State 
Medical  Association,  each  made  on  a Voucher  Check  signed  by  Dr.  Irvin  Abell,  Presi- 
dent, Dr.  A.  T.  McCormack,  Secretary,  and  himself,  from  September  1,  1926  to  Septem- 
ber 1,  1927. 

1926 


September  1 — Voucher  Check  No.  1 $ 

TIMES- JOURNAL  PUBLISHIN  . CO.,  ..  w . -ig  v.een. 

To  August  Issue — 2,150  80 $357.60 

To  2500  envelopes  15.00 

To  printing -.envelopes  2.30 

To  25  changes  5.00 

To  express  on  Pictures  1.27 


381.17 


$381.17 

September  1 — Voucher  Check  No.  2 $ 

TIMES-.JOURNAL  PUBLISHING  CO.  Bowling  Green. 

To  250  Letter  Heads  & 250  Envelopes,  Coun.  7th  Dist.  . . $ 4.25 

To  500  Letter  Heads  & 500  Envelopes,  Chr.  of  Coun 6.50 

To  500  Letter  Heads  & 500  Envelopes,  Coun.  8th  Dist 6.50 

To  4000  Letter  Heads,  Brown  Building  18.00 

To  500  Letter  Heads  & Envelopes,  Eye,  Ear,  Etc 6.50 

To  500  Letter  Heads  & 500  Envelopes,  Coun.  3rd  Dist 6.50 

To  200  Applications  for  Space  & 200  Commercial  Exhibits  10.00 


$58.25 

September  30 — Voucher  Check  No.  3 .$ 

DR.  A.  T.  McCORMACK,  Secretary  L;uisville. 

To  September  salary  $150.00 

To  reimbursement  for  cash  cx  ended  for  expenses  at  Frankfort  meeting 43.90 


Approved  bv  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  4... $ 

DR.  L.  H.  SOUTH,  B\:slre;s  Manager,  Louisville. 

To  September  salar  $100.00 

To  expenses  as  follows: 

Aug.  22 — Bvs,  Frankfort  and  return  $ 3.50 

Hotel  • 4.50 

Aug.  25 — Bus  to  Elizabethtown  and  return • 3.00 

Hotel  1.50 

Aug.  27 — R.  R fare  to  Crab  Orchard  & return  8.00 

Hotel  10.00 

Bus  50  31.00 


• 58.25 


193.90 


131.00 


Approved  bv  Council  and  Ordered  Paid  bj  House  of  Delegates. 

September  30 — Voucher  Check  No.  5 $ 

EfLVA  GRANT,  Louisville. 

To  September  salary  . . . $75.00 

To  expenses  at  Frankfort  meeting  3.50 

Approved  bv  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  6 $ 

MAYME  SULLIVAN,  Louisville. 

To  Honorarium  • $25.00 

To  expenses  at  Frankfort  meeting  ". 35.11 

Approved  bv  Council  and  OrdereJ  11  a d bv  House  of  Delegates. 

September  30 — Voucher  Check  No.  7 $ 

MARY  ATKINS.  Louisville. 

To  Honorar  um. 

Approved  bv  Council  and  Ordered  "a  1 b House  of  Delegates. 

September  30 — Voucher  Check  No.  8 $ 

THOS.  L.  HIGGENBOTHAM  Louisvr'° 

To  return  fee  for  State  Membershi"  1916. 

Approved  by  Council  and  Ordered  Pa  d bv  House  of  Delegates. 

September  30 — Voucher  Check  No.  9 - $ 

B.  P.  EUBANK,  Auditor,  Bowling  Green.  I 

To  auditing  books  and  accounts  of  Treasurer  Dr.  IV.  B.  McClure,  and  Secretary.  Dr. 

A.  T.  McCormack ...  $50  no 

To  R.  R.  fare,  Bowling  Green  & return  & meals  . 11.80 

Approved  by  Council  and  Ordered  Paid  b House  of  Delegates. 

September  30 — Voucher  Check  No.  10 $ 

HAUPT  FLORIST,  Louisville. 

To  design  for  Dr  E.  S.  Smith. 

Approved  by  Council  and  Ordered  Paid  b-.  House  of  Delegates. 

September  30 — -Voucher  Check  No.  11 . ... $ 

DR.  GEO.  C.  LEACHMAN,  Louisville. 

To  reimbursement  for  bills  paid  to  County  C'erk  in  case  of  Jos.  Warring — Court  Costs. 

Approved  bv  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  12  . $ 

HEAVRIN,  HEAVRIN  & HEAVRIN,  Hartford. 

To  Attornevs  fees  in  case  of  J.  P.  Embijy  vs  Dr.  .1.  O McKenney. 

Approved  bv  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  13  $ 

DR.  .T.  O.  McKEN^EY,  Hartford 

To  expense  in  defending  case  of  J.  P.  Embr  vs.  Dr.  -T.  O.  McKennev. 

Approved  bv  Council  and  Ordered  Paid'  by  House  of  Delegates. 

' September  30 — Voucher  Check  No.  14 -.  - ...$ 

TINSLEYT-CLINGMAN  CO.,  Louisville. 

To  1 cut. 

Approved  bv  Council  and  Ordered  Paid  bv  House  of  Delegates. 

September  30 — Voucher  Check'  No.'  15 $ 

BUSH-KREBS  CO.,  Louisville.  i 

• To  1 cut.  _ y. 

Approved  bv  Council  and  Ordered  Paid*  nv  House  of  Debates. 

September  30 — Voucher  Check  No.  16 . A $ 

MEFFERT  EQUIPMENT  CO..  Louisville. 

To  2 black  board  erasers  $ .90 

To  1 set  of  guides.  A- 2 ‘ . ‘ .' . . . . . 90 

To  2 M.  plain  white  cards . 6.30 


78.50 

60.11 

25.00 

5.00 

61.80 

25.00 

65.40 

250.00 

144.99 

3.53 

2.66 

8.15 


$8.15 


September,  1927]  KENTUCKY  MEDICAL  JOURNAL  489 

Approved  by  Council  and  Ordered  Paid  by  H mse  of  Delegates. 

September  30 — Voucher  Check  No.  17 $ 189.65 

S.  W.  BASSETT  CO.,  Providence,  R I. 

To  300  Gold  buttons,  Ky.  State  Med.  Ass'n  at  37c $111.00 

To  300  Bangle.; — go.d  plate — Frankfort  1926  at  26c  78.00 

Postage  .65 


$189.65 

Approved  bv  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  18 $ 3.50 

KOEHLER  STAMP  & STENCIL  CO.,  Louisville. 

To  1 signature  stamp  and  cut. 

Approved  by  Council  and  ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  19 ■ ..$  7.50 

L.  GRAUMAN  & CO.,  Louisville. 

To  1 Medical  Trunk. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  20 $ 197.40 

MOORMAN  & WALLS,  Hardinsburg. 

To  attorney  fees  and  expense  in  case  of  Harve/  Hatfield  vs.  Dr.  T.  M.  Nimmo. 

To  attorney  fees  ■ $150.00 

To  expense  • 47.40 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — -Voucher  Check  No.  21 $ 5.00 

HARLAN  COUNTY  MEDICAL  SOCIETY,  Harlan. 

To  return  of  membership  fee  for  Dr.  W.  E.  McWilliams,  Twila. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  22 $ 20.00 

WM.  J.  RUEPF,  Louisville.  1 

To  2 Canvas  Banners  Coated  and  Le’Vrcd. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Cheek  No.  23 $ 50.00 

TREASURER,  CHRISTIAN  CHURCH,  Frankfort. 

To  use  of  Church  for  State  meeting. 

Approved  by  Council  and  Orde'cd  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  24 $ 15.00 

C.  E.  BOOE,  Frankfort. 

To  3 nights  as  night  watch”  an  (S'  $5.00  each. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30^Voucher  Check  No.  25 $ 5.00 

MILDRED  JOHNSTON,  Frankfort. 

To  services  at  State  meeting. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  26 ■ $ 20.00 

DR.  W.  B.  McCLURE,  Treasurer,  Lexington. 

To  expenses  to  Frankfort  meeting  . . . .- $17.00 

To  stamps  for  Treasurer's  office 3.00 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  27 ■ $ 7.25 

SOUTHERN  HOTEL  CO.,  Frankfort. 

To  1 room,  3 nights.  $6.00 

To  2 meals  • 1.25 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

September  30 — Voucher  Check  No.  28..- $ 6.80 

OTHO  HASKINS,  Louisville. 

To  expenses  at  Frankfort  as  follows: 

To  room,  3 nights  . $3.00 

To  meals,  3 days  • 3.80 


Approved  bv  Council  and  Ordered  Paid  bv  House  of  Delegates. 

SeDtember  30 — Voucher  Check  No.  29 $ 83.90 

CAPITAL  HOTEL,  Frankfort. 

To  2 rooms  and  meals,  4 da'S. 

Approved  by  Council  and  Ordered  Pa’d  bv  House  of  Delegates. 

October  12 — Voucher  Check  No.  30 $ 673.21 

TIMES-JOURNAL  PUBLISHING  CO.  R wing  Green. 

To  Annual  Sept.  Issue — 104  P. — 2,500 $571.04 

To  inserting  Dr.  Abell’s  Picture  ■ 5.00 

To  setting  59  747-6  pt.  t pe  ■ 88.62 

To  2,500  envelopes  ■ 15.00 

To  printing  envelopes  • 2.30 

To  30  changes  • 6.00 


Less  inserting  Dr.  Abell’s  picture • $10.75  $ 15.75 


688.96 

October  30 — Voucher  Check  No.  31 $ 150.00 

DR.  A.  T.  McCORMACK,  Secretary,  Louisville. 

To  October  salary. 

October  30 — Voucher  Check  No.  32 ■ $ 132.50 

DR.  L.  H.  SOUTH,  Business  Manager,  Louisville. 

To  October  salarv • $100.00 

To  Expenses  to  Frankfort: 


Hotel  28.50 

Baggage  .50  32.50 


Approved  bv  Council  and  Ordered  Paid  by  House  of  Delegates. 

October  30 — Voucher  Check  No.  33 • $ 75.00 

EILVA  GRANT,  Bookkeeper,  Louisville. 

To  October  salarv. 

October  30 — Voucher  Check  No.  34 $ 26.20 

DR.  J.  H.  BLACKBURN,  Bowling  Green. 

To  expense  as  Councilor  of  3rd  District. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 
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October  30 — Voucher  Check  No.  35 ■ $ 

DR.  D.  M.  GRIFFITH  Owensboro. 

To  expense  as  Councilor  of  2nd  District. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

October  30 — Voucher  Check  No.  36 • $ 

WM.  R.  DERING,  Louisville. 

To  25%  commission  on  advertisements  amounting  to  $54.00. 

October  30 — Voucher  Check  No.  37 ■ • $ 

FRED  FORCHT,  Attorney,  Louisville. 

To  attorney  fee  in  case  of  Marie  Larson  vs.  Dr.  Wallace  Frank. 

October  30 — Voucher  Check  No.  38 ■ $ 

DR.  R.  C.  McCHORD,  Lebanon. 

To  expense  as  Councilor  of  6th  District. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

October  30 — Voucher  Check  No.  39... ■ $ 

GORGAS  MEMORIAL  INSTITUTE',  Chicago,  111.' 

To  contribution  for  Permanent  Trust  Fund. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegate  in  1925. 

October  30 — Voucher  Check  No.  40 $ 

MRS.  C.  C.  SOUTHGATE,  Fort  Thomas. 

To  25%  commission  on  $163.00 — exhibit  space  for  Frankfort  meeting. 

October  30 — Voucher  Check  No.  41 $ 

COURIER  JOURNAL  JOB  PRINTING  CO.,  Louisville. 

To  4000  membership  cards  (2000  1927  & 2000-1928). 

October  30 — Voucher  Check  No.  42.  . . $ 

DR.  CHARLES  C.  MAPES  Louisville. 

To  reporting  Minutes  of  Eye,  Ear,  Nose  and  Throat  Section  at  1926  State  Meeting. 

October  30 — Voucher  Check  No.  43..... $ 

HINES  & STOVALLE,  Bowling  Green. 

To  bond  for  Dr.  W.  M.  McClure,  Treas.,  Ky.  State  Med.  Ass'n. 

October  30 — Voucher  Check  No.  44... $ 

TIMES-JOURNAL  PUBLISHING  CO.  Bowling  Green. 

To  Oct.  Issue — 72  P.-2150 • $330.00 

To  20  changes  ■ 4.00 

To  2500  envelopes  . . . 15.00 

To  printing  envelopes  • j . 2.00 


19.72 

13.50 

75.00 
5.50 

250.00 

40.75 

54.00 

57.50 

12.50 
192.75 


Less  15  days  delay 
By  33  errors  @ 25c 


$351.00 

$150.00 

8.25 


158.25 


October  30 — -Voucher  Check  No.  45  • $ 50.00 

C.  NEIGHBORS,  P.  M . Bowling  Green. 

To  stamps  for  Journals. 

November  30 — Voucher  Check  No.  46 $ 130.00 

DR.  A.  T.  McCORMACK,  Secretary,  Louisville. 

To  November  salary. 

November  30 — Voucher  Check  No.  47 ■ $ 110.00 

DR.  L.  H.  SOUTH,  Business  Manager,  Louisville. 

To  November  salary  $100.00 

To  expense  to  Bowling  Green  & return  10.00 


November  30 — Voucher  Check  No.  48....- $ 75.00 

EILVA  GRANT,  Bookkeeper,  Louisville. 

To  November  salary. 

November  30 — Voucher  Check  No.  49 ■ $ 140.50 

RUTH  CONNAWAY,  Henderson. 

To  reporting  & transcribing  evidence  in  case  of  Galloway  vs.  Dr.  E.  N.  Powell. 

November  30 — Voucher  Check  No.  50  • $ 500.00 

HOUGHTON  MIFFLIN  CO..  Boston. 

To  2 M.  Thomas  T.  Goldthwait's  Body  Mechanics  & Health. 

November  30 — Voucher  Check  No.  51..- $ 3.50 

KOEHLER  STAMP  & STENCIL  CO.,  Louisville. 

To  1 signature  stamp. 

November  30 — Voucher  Check  No.  52  ■ $ 4.26 

BUSH  KREBS  CO„  Louisville. 

To  1 cut. 

November  30 — Voucher  Check  No.  53  ■ ■ $ 1.25 

MAYME  SULLIVAN,  Louisville. 

To  25  boxes  drinking  cups  used  at  State  Meeting. 

November  30 — Voucher  Check  No.  54 $ 21.22 

TIMES-JOURNAL  PUBLISHING  CO.  Bowling  Green. 

To  postage  to  Frankfort  • 72 

To  500  order  blanks  6.00 

To  1 M.  index  cards  8.50 

To  250  contract  blanks  6.00 


$21.22 

November  30 — Voucher  Check  No.  55... $ 

TIMES-JOURNAL  PUBLISHING  CO.  Bowling  Green. 

To  November  issue,  2150-96  pg $510.62 

To  30  changes  6.00 

To  envelopes  ■ 15.00 

To  printing  envelopes  • 2.30 


446.17 


$533.92 

Less  8 days’  delay  @ $10.00  per  day  $80.00 

Less  31  errors  @ 25c  each  • . 7.75  $ 87.75 

November  30 — Voucher  Check  No.  56 $ 

COURIER- JOURNAL  JOB  PRINTING  CO.,  Louisville. 

To  450  membership  cards  for  1927  and  1928. 

November  30 — Voucher  Check  No.  57 •.$ 

THE  ART  SHOP.  Louisville. 

To  1 frame. 

December  22 — Voucher  Check  No.  58 • $ 

DR.  A.  T.  McCORMACK,  Secretary,  Louisville. 

To  December  salary. 

December  22 — Voucher  Check  No.  59 $ 

DR.  L.  H.  SOUTH,  Business  Manager,  Louisville. 


6.07 

2.35 

150.00 

119.91 
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To  December  salary  $100.00 

To  expense  to  Corbin  & return  on  Dec.  9th 19.91 


December  22 — Voucher  Check  No.  60 

EILVA  GRANT,  Bookkeeper,  Louisville. 

To  December  salary. 

December  22 — Voucher  Check  No.  61 • 

DR.  W.  E.  GARDNER,  Louisville. 

To  expense  as  Councilor,  Fifth  District. 

December  22 — Voucher  Check  No.  62 

AMERICAN  MEDICAL  ASSOCIATION,  Chicago,  111. 

To  100  copies,  "Periodic  Examination  ". 

December  22 — Voucher  Check  No.  63 • . .- 

W.  A.  BERRY,  Attorney,  Paducah. 

To  attorney  fees  in  case  of  Mrs.  Geo.  Cash  vs.  Dr.  V.  Powell  & Dr.  W.  T.  Dowdell. 

December  22 — Voucher  Check  No.  64 

WM.  R.  DERING,  Louisville. 

To  25%  commission  on  advertisements  amounting  to  $54.00. 


December  22 — Voucher  Check  No.  65 

LUDLOW  PETTY,  P.  M. 

To  8 M.  No.  5 Envelopes  @ $21.92 $175.36 

To  1 M.  No.  9 Envelopes  (a)  $23.32 23.32 


9 

9 

$ 

9 


9 


1927 

January  31 — Voucher  Check  No.  66 

DR.  A.  T.  McCORMACK,  Secretary,  Louisville. 

To  January  salary. 

January  31 — Voucher  Check  No.  67  

DR.  L.  H.  SOUTH,  Business  Manager,  Louisville. 

To  January  salary. 

January  31 — Voucher  Check  No.  68  

ELVA  GRANT,  Bookkeeper,  Louisville. 

To  January  salary. 

January  31 — 'Voucher  Check  No.  69  

FRED  FORCHT,  Attorney,  Louisville. 

To  legal  services  through  December  31,  1926. 

January  31 — 'Voucher  Check  No.  70  

J.  J.  GREENLEAF,  Attorney,  Richmond. 

To  expenses  to  Kansas  City,  Jan.  2-9. 

January  31 — Voucher  Check  No.  71  . . . 

WOMAN'S  AUXILIARY  Kentucky  State  Medical  Association. 


To  collections  to  date. 

January  31 — Voucher  Check  No.  72  

TIMES-JOURNAL  PUBLISHING  CO.,  Bowling  Green. 

To  2600  December  issue,  124  P $730.50 

To  setting  18725  ems  of  6 pt 28.08 

To  2500  envelopes  15.00 

To  printing  envelopes  2.30 

To  40  changes  . . . 8.00 

To  re  making  up  forms  for  poem  25.00 


$808.88 

Less  63  errors  @ 25c  each . .$  15.75 

Less  10  days'  delay  @ $10.00  a day  100.00  $115.75 


$ 

$ 

$ 

$ 

$ 

9 

9 


February  1 — Voucher  Check  No.  73  • $ 

J.  J.  B.  HILLIARD  & SONS,  Louisville. 

To  4 1-M.  Louisville  Title  (1-12-1-1936) 

Co.  Bonds  (1-12-23-1936)  $4000.00 

(1-12-16-1935) 

(1-1-3-1937) 

To  1 M.  Ky.  Title  Co.  Bond  (12-28-1936)  1000.00 

Accumulative  Interest  6% 34.00 


5034.17 

By  Credit  3 M.  Liberty  Bonds  2nd  4 1-4’s $3017.81 

Interest  76  days ■ 26.92  3044.73 


$1989.44 

February  28 — -Voucher  Check  No.  74  ■ 

DR.  A.  T.  McCORMACK,  Secretary,  Louisville. 

To  February  salary ...$150.00 

To  expense  to  Chicago  & return,  Feb.  16 ■ 47.80 

February  28 — Voucher  Check  No.  75 ■ 


DR.  L.  H.  SOUTH,  Business  Manager,  Louisville. 

To  February  salary. 

February  28 — Voucher  Check  No.  76  

EiLVA  GRANT,  Bookkeeper,  Louisville. 

To  February  salary. 

February  28 — Voucher  Check  No.  77 

MAYME  SULLIVAN,  Louisville. 

To  reimbursement  for  express  paid  on  Liberty  Bonds. 

February  28 — Voucher  Check  No.  78  

KENTUCKY  BOOK  MFG.  CO.,  Louisville. 

To  binding  1926  Kentucky  Medical  Journals. 

February  28 — Voucher  Check  No.  79  

MASTER  REPORTING  CO.,  New  York,  N.  Y. 

To  reporting  Annual  Convention  of  the  1926  Kentucky  State  Medical  Associa- 
tion Meeting: 

1157 % folios  original  transcript  @ 30c  $347.25 

1212%  folios  carbon  copies  @ 4c  . 48.50 

Abridged  Reports:  7 sessions  @ $10.00  each  • 70.00 


465.75 

6.74 

68.35 


$540.84 

February  28 — Voucher  Check  No.  80 • 

WOMAN’S  AUXILIARY,  Kentuckj  State  Medical  Association. 


Postage  

Traveling  Expense 


$ 

9 

9 

9 

9 

9 


75.00 

19.00 
8.50 

350.00 
13.50 

198.68 

150.00 

100.00 

75.00 
150.00 
112.14 
279.23 
693.13 


1989.44 


197.30 

100.00 

75.00 

2.87 

1.76 

640.84 


209.85 
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To  collections  to  date. 

February  28 — Voucher  • Check  No.  81  

CHESTER  A.  BACH,  Attorney,  Jackson. 

To  fee  in  case:  Felix  Pence  vs.  Wilgus  Bach. 

February  28 — -Voucher  Check  No.  82  

CLARENCE  NEIGHBORS,  Postmaster,  Bowling  Green. 

To  postage  on  Journals. 

February  28 — Voucher  Check  No.  83  

TIMES-JOURNAL  PUBLISHING  CO.,  Bowl.ng  Green. 

To  500  letter  heads  & 500  envelopes,  Pres  elect  ...... 

To  1000  letter  heads  & 1000  envelopes,  C.  cf  3rd  Hist. 
To  500  letter  heads  & 500  envelopes,  C.  of  Council  . . . . 
To  250  letter  heads  & 250  envelopes,  C.  of  4th  Dist.  . 

To  10,000  letter  heads  office  of  Secretary  

To  250  letter  heads  & 250  envelopes,  C.  of  1st  Dist 
To  500  letter  heads  & 500  envelopes,  office  of  Pres.  . . 
To  500  letter  heads  & 500  envelopes,  C.  of  10th  Dist. 
To  250  letter  heads  & 250  envelopes,  C.  of  9th  Dist.  . 


$ 


$ 


$ 


$ 6.50 
12.00 
0.5u 
4.25 
40.00 
4.25 
6.50 
6.50 
4.25 


$90.75 

February  28 — Voucher  Check  No.  84  ■ • $ 

TIMES-JOURNAL  PUBLISHING  CO.,  Bowling  Green. 

To  Jan.  issue,  2200-60  P • $314.50 

To  30  changes  6.00 

To  2500  envs • . 15.00 

To  printing  envs 2.30 


Less  6 days  delay  @ $10.00  a day  60.00 

Less  240  errors  @ 25c  each  60.00 


$337.80 
120.00  $217.80 


To  Feb.  issue,  2200-88  P ■ $472.40 

To  30  changes  • 6.00 

To  envs • 15.00 

To  printing  envs 2.30  495.70 


February  28 — Voucher  Check  No.  85  i 

DR.  O.  V.  BROWN,  Island. 

To  expenses  to  American  Congress  on  M dic-l  Education  at  Chicago. 

March  31 — Voucher  Check  No.  86  ■ • 

DR.  A.  T.  McCORMACK,  Secretary,  Louis. ille. 

To  March  salary  

To  expense  to  Paducah  

March  31 — Voucher  Check  No.  87  

DR.  L.  H.  SOUTH,  Business  Manager,  Loaisvii.e. 

To  March  salary. 

March  31 — Voucher  Check  No.  88  

EILVA  GRANT,  Bookkeeper,  Louisville. 

To  March  salary. 

March  31 — Voucher  Check  No.  89  . 

WM  WADDLE,  Attorney,  Somerset. 

To  attornev  fees  in  case:  Rommie  Calh  un  s.  Dr.  T.  J.  Acton. 

MARCH  31 — Voucher  Check  No.  90  

CLARENCE  E.  WALKER,  Louisville. 

To  copy  of  deposition  of  Dr.  Dulaney  in  case  of  Carl  Starr. 

March  31 — Voucher  Check  No.  91 

RUTH  CONNAWAY,  Henderson. 

To  evidence  taken  in  case:  Radolph  Galloway  vs.  Dr.  E.  N.  Powell. 

March  31 — Voucher  Check  No.  92  

LETTER  GRAPHIC  SHOP,  Louisville. 

To  625  copies,  legal  size  statements,  inuitigraphed. 

March  31 — Voucher  Check  No.  93  . 

BUSH  KREBS  CO.,  Louisville. 

To  8 cuts. 

March  31 — Voucher  Check  No.  94  

FRANKLIN  W.  PEARSE,  Louisville. 

To  36  slides. 

March  31 — Voucher  Check  No.  95  

ALEC  B.  COOPER,  Louisville. 

To  25%  commiss  on  on  advertisements  amounting  to  $150.00 

March  31 — Voucher  Check  No.  96 

TIMES-JOURNAL  PUBLISHING  CO.,  Bowling  Green. 

To  2225-88  P.  March  Journal  

To  35  changes  

To  envelopes  . 

To  printing  envelopes  


$713.50 


$150.00 

5.65 


$477.20 

7.00 

15.00 

2.30 


By  33  errors  @ 25c 


$501.50 

8.25 


March  31 — Vorcher  Check  No.  97  

WOMAN’S  AUXILIARY,  Kentucky  State  Medical  Association. 
To  collections  to  date. 

April  30 — Voucher  Check  No.  98  • 

DR.  A.  T.  McCORMACK,  Secretary,  Louisville. 

To  April  salary. 

April  30 — Aroucher  Check  No.  99  • 

DR.  L.  H.  SOUTH,  Business  Manager,  Louisville. 

To  April  salary. 

April  30 — Voucher  Check  No.  100  

ELVA  GRANT,  Bookkeeper  Louisville. 

To  April  salary. 

April  30 — Vo’-cher  Check  No.  101  

JOHN  E.  SHEPARD,  Covington. 


To  attorney  fee  in  case:  Baldwin  vs.  Averdick  $350.00 

To  Court  Costs  .. 16.00 


$ 

$ 

$ 

$ 

$ 


$ 


$ 

$ 


$ 


$ 


$ 

$ 


April  30 — Voucher  Check  No.  102  ■ $ 

W.  R BONNELL,  Louisville. 

To  25%  commission  on  ads  amounting  to  $396.00. 

April  30 — Voucher  Chec-  No.  103  $ 


150.00 

50.00 

90.75 


713.50 


58.26 

155.65 

100.00 

75.00 
250.00 

2.00 

63.50 

15.00 
32.42 

27.00 

37.50 
493.25 


410.09 

150.00 

100.00 

75.00 
366.00 

99.00 
4.41 
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BUSH  KREtBS  CO.,  Louisville. 

To  1 cut. 

April  30 — Voucher  Check  No.  104  $ 50.94 

WOMAN’S  AUXILIARY,  Ky.  State  M Association. 

To  collections  to  date. 

April  30 — Voucher  Check  No.  105  $ 62.50 

TIMKS-JOURNAL  PUBLISHING  CO.,  oowurj  Green. 

To  2500  reprints,  Ur.  Jenkins'  Artie  < ' 

April  30 — Voucher  Check  No.  106  $ 442  00 

TIMKS-JOURNAL  PUBLISHING  CO.,  Bow.i.  g Liecn. 

To  April  issue,  2225-88  P : $477.20 

To  40  changes  8.00 

To  envelopes  15.00 

To  printing  envelopes  : 2.30 


Less  by  5 days'  delay  @ $10.00  each  $50.00 

Less  by  42  errors  @ 25c  each  10.50  60.5  ) 


May  31— Voucher  Check  No.  107  $ 200.00 

UR.  A.  T.  McCORMACK,  Secretary,  Lau. 

To  May  salary  . . . $150.00 

, To  part  expense  to  A.  M.  A.  Meeting  at  Vv  ashington  50.00 


May  31 — Voucher  Check  No.  108  $ 

UR.  L.  H.  SOUTH,  Business  Manager,  Lauisvile. 

To  May  salary. 

May  31 — Voucher  Check  No.  109  $ 

ELVA  GRANT,  Bookkeeper,  Louisville. 

To  May  salary. 

May  31 — Voucher  Check  No.  110  $ 

W.  R.  BONNELL,  Louisville. 


To  25%  commission  on  ads  amounting  to  $207.00 


May  31 — Voucher  Check  No.  Ill  .....$ 

WOMAN'S  AUXILIARY,  Kentucky  State  Medical  Association. 

To  collections  to  date.  ' 

Mav  31 — Voucher  Check  No.  112  • $ 

TIMES-JOURNAL  PUBLISHING  CO.,  Bowling  Green. 

To  2200  May  Issue-108  P $579.20 

To  35  changes  7.00 

To  envelopes  15.00 

To  printing  envelopes  2.30 


100.00 

75.00 

51.75 

66.70 

577.80 


To  setting  up  & killing  articles  of  Stuart  ( raves 


603.50 

19.00 


Less  149  Journals  short  @ 30c  each 


612.50 

44.70 


May  31 — Voucher  Check  No.  113  • $ 

FREU  FORCHT,  Attorney,  Louisville. 

To  attorney  fee  in  case  of  Daisy  E.  Hignite,  Admix.,  Louisville  Neuropath  c Sanitarium,  Ur. 

W.  E.  Render,  Dr.  W.  E.  Gardner  and  Ur.  A.  C.  Kolb. 

May  31 — Voucher  Check  No.  114  $ 

LUDLOW  PETTY  P.  M„  Louisville.  % 

To  postage  on  Journals. 

June  30 — Voucher  Check  No.  115  $ 

DR.  A.  T.  McCORMACK,  Secretary,  Louisville. 

To  June  salary  ....$150.00 

To  expense  to  A.  M.  A.  Meeting  & return,  40%  of  total  expense  60.02 

June  30 — Voucher  Check  No.  116  $ 

UR.  L.  H.  SOUTH,  Business  Manger,  Louisville. 

To  June  salary. 

June  30 — Voucher  Check  No.  117  . . $ 

EILVA  GRANT,  Bookkeeper,  Louisville. 

To  June  salary. 

June  30 — Voucher  Check  No.  118  $ 

W.  R.  Bonnell,  Louisville. 

To  25%  Commission  on  ads  amounting  to  $74  ' 00. 

June  30 — Voucher  Check  No.  119  • $ 

WOMAN’S  AUXILIARY,  Kentucky  State  Medical  Association. 

To  collections  to  date. 

June  30 — Voucher  Check  No.  120 • '. $ 

F.  C.  DUGAN,  Louisville. 

To  expense  to  Owensboro  pertaining  to  State  Meeting. 

June  30 — Voucher  Check  No.  121  . . . $ 

HEAVRIN,  HEAVRIN  & HEAVRIN,  Attorneys,  Hartford. 

To  attorney’s  fees  in  cs.  L.  C.  Daugherty,  Admr.  vs.  Ur.  I.  L.  Denton $500.00 

To  court  costs  in  cs.  L.  C.  Daugherty,  Admr.  vs.  Dr.  I.  L.  Denton  112.35 


300.00 

22.55 

210.02 

100. 00 
75.00 

185.50 

2.47 

12.30 

612.35 


June  30 — Voucher  Check  No.  122  $ 

ELECTRIC  BLUE  PRINT  & SUPPLY'  CO.,  Louisville. 

To  250  blue  line  prints  of  floor  space. 

June  30 — Voucher  Check  No.  123  $ 

MEFFERT  EQUIPMENT  CO.,  Louisville. 

To  2 M.  3 ply  plain  cards  $6.00 

To  500  3 ply  plain  cards  punctured  • 2.00 

June  30 — Voucher  Check  No;  124  . . . . . * ■ • $ 

BUSH-KREBS  CO.,  Louisville. 

To  2 cuts. 

June  30 — Voucher  Check  No.  125  • $ 

TIMES-JOURNAL  PUBLISHING  CO.,  Bowling  Green. 

To  500  letterheads  & 500  envelopes,  Eye  Elar  Nose  & Throat  Section  $6.50 

To  mailing  Journals  to  Louisville  • 1.98 

June  30 — Voucher  Check  No.  126  $ 

TIMES-JOURNAL  PUBLISHING  CO.,  Bowling  Green. 

To  2200-116  Page  June  Journal  $614.22 

To  30  changes  6.00 

To  envelopes  15.00 

To  printing  envelopes  2.30 


15.10 


8.00 


7.58 


8.48 


613.27 
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$637.52 


Less  by  97  errors  @ 25c  each  24.25 

July  31 — Voucher  Check  No.  127  $ 150.00 

DR.  A.  T.  McCORMACK,  Secretary,  Louisville. 

To  July  salary. 

July  31 — Voucher  Check  No.  128  • $ 100.00 

DR.  L.  H.  SOUTH,  Business  Manager,  Louisville. 

To  July  salary. 

July  31 — Voucher  Check  No.  129  ■ $ 75.00 

ELVA  GRANT,  Bookkeeper,  Louisville. 

To  July  salary. 

August  31 — Voucher  Check  No.  130  $ 150.00 

DR.  A.  T.  McCORMACK,  Secretary,  Louisville. 

To  August  salary. 

August  31 — Voucher  Check  No.  131  $ 100.00 

DR.  L.  H.  SOUTH,  Business  Manager,  Louisville. 

To  August  salary. 

August  31 — Voucher  Check  No.  132  . $ 75.00 

ELVA  GRANT,  Bookkeeper,  Louisville. 

To  August  salary. 


TOTAL 


$18,942.19 


EXHIBIT  “I” 

WOMAN’S  AUXILIARY,  KENTUCKY  STATE  MEDICAL  ASSOCIATION 


RECEIPTS 

Gross  Dues  Received  

Less  Reimbursement  for  County  Dues $ 17.25 

American  Medical  Association  Dues  $55.25 

American  Medical  Association  Credit  (Marshall  County) 50  55.75 

Net  State  Dues  Received  • 

Gross  Receipts  from  Advertisements,  Kentucky  Medical  Journal  (Woman’s  Auxiliary  No.) 

Journal  Sundries  $ 64.53 

Commission  Paid  Counties  on  Advertisements 223.78 

Net  Advertisement  Receipts  

Hygeia,  American  Medical  Association,  Commission  on  Subscriptions  

Sundry  Receipts  


$ 137.25 

73.00 

$1019.28 

288.31 


$ 64.25 


730.97 

17.50 

38.48 


Total  Net  Receipts  $ 851.20 

DISBURSEMENTS 

Southern  Medical  Association  Dues  .$  10.00 

Traveling  Expense  ■ 110.01 

Office  Services  ■ 9.50 

Stamps  and  Envelopes  • 195.58 

Office  Supplies  • 27.73 

State  Tax  .48 

Auxiliary  Sundries 29.00 


Total  Disbursements 


382.30 


Net  Balance  $ 468.90 

Amount  Due  A.  M.  A.  (Marshall  Co.  Credit) . . .50 


Bank  Balance,  National  Bank  of  Kentucky 


$ 469.40 
469.40 


Balance  in  National  Bank  of  Kentucky,  Louisville,  Treasurer  Account  $ 493.15 

Less  Outstanding  Vouchers: 

1927 

Check  No.  32  June  28,  Mrs.  P.  E.  Blackerby,  Treas ■ $1.50 

Check  No.  35,  July  7,  Mrs.  Ernest  Sullivan,  Treas 3.00 

Check  No.  36,  July  11,  Mrs.  Irvin  Abell,  Treas • 50 

Check  No.  37,  July  11,  C.  T.  Deering  Printing  Co • 18.25 

Check  No.  38,  July  11,  Mrs.  Horace  Rivers,  Treas ■ .50 


Total  Check  Outstanding  • 23.75 


Balance  agreeing  with  Treasurer’s  Report 
MEMBERSHIP  1927 


Christian  County  9 

Daviess  County  23 

Franklin  County  . . . 10 

Graves  County  16 

Harlan  County  • 16 

Jefferson  County  85 


$ 469.40 

Marshall  County  (Credit  2) 9 

McCracken  County  14 

Oldham  County 5 

Whitley  County  17 

State  at  Large  17 

.Total  Membership  221 


EXHIBIT  “J” 


Detailed  Statement  of  Receipts  and  Disbursements  of  Mrs.  A.  T.  McCormack,  Treasurer,  Woman's  Auxiliary,  Ken- 
tucky State  Medical  Association  from  September  1,  1926  to  September  1,  1927. 


1926 


Sept.  22 — Cash  received  from  Dr.  Veech,  Sec.  and  Treas.,  1926  • $ 

Sept.  22 — Cash  for  stamps  

Sept.  22 — Dues  received  at  State  Meeting  • 

Jefferson  County  $10.00 

Franklin  County  100 

Harlan  County  100 

Christian  County  100 

Oldham  County  100 

McCracken  County  100 

State  at  Large  7.00 


Sept.  22 — Cash  for  flowers  sent  Mrs.  Fields,  wife  of  Governor  

Oct.  27 — Cash  returned  to  County  Treasurers  - 

Christian  County  $ -50 

Franklin  County  . . . 50 

Harlan  County  50 

Jefferson  County  5.00 

Oct.  27 — Cash  for  dues  paid  Treasurer  A.  M.  A.  Auxiliary  

Christian  County  $ -25 


Disburse- 
Receipts  ments 
4.83 

$ 4.83 

22.00 


4.00 

6.50 


5.50 


September,  1927] 


KENTUCKY  MEDICAL  JOUK.XAL  49b 


Franklin  County  . 
Harlan  County  . . 
Jefferson  County 
State  at  Large  . 
McCracken  County 
Oldham  County  . 


.25 

.25 

2.50 

1.75 

.25 

.25 


Oct.  29 — Dues,  Harlan  County  

Nov.  4 — Dues,  Franklin  County  

Nov.  6 — Dues,  Graves  County  

Dec.  7 — Dues,  Christian  County  • 

Dec.  11 — Dues,  Jefferson  County  

Dec.  14 — Dues,  Whitley  County  • 

1927 

Jan.  20 — Dues,  Harlan  County  

Jan.  20 — Dues.,  Whitle  • County  

Jan.  24 — Check  No.  1,  Mrs.  F.  Manning  Brown  • 

To  return  of  Christian  County  dues  sent  thro,  gh  error. 

Jan.  24 — Check  No.  2,  Mrs.  D.  J.  Williams  

To  traveling  expense  to  State  Meeting. 

Jan.  24 — Check  No.  3,  S.  J.  Smock  

To  rebate  due  on  Mrs.  Smock's  membe  s lip. 

Jan.  25 — Dues,  Whitley  County  $ 

Jan.  25 — Dues,  Oldham  County 

Jan.  31 — Kentucky  State  Medical  Association  . 

January  collections  from  advertisements  in  Dec.  issue  of  Journal. 

Feh.  1 — Dues,  Graves  County  

Feb.  4 — Dues,  Jefferson  County • 

Feb.  8 — Check  No.  4.  Mrs.  Irvin  Abell,  Tms,  A.  M \ . ,u  xiliary  

To  A.  M.  A.  dues  for  119  members. 

Feb.  8 — Check  No.  5 — Frances  Humkey 

To  typist  services. 

Feb.  10 — Check  No.  6 Koehler  Stamp  & Stencil  Co.  . 

To  1 stamp  for  Treasurer. 

Feb.  10 — Check  No.  7,  Frances  Humkey  

To  typist  services. 

Feb.  10 — Sale  of  Journal,  Jefferson  County ■ 

Feb.  10 — Dues,  Franklin  County  • 

Feb.  17 — Check  No.  8.  Bush-Krebs  Co 

To  cuts  for  December  Journal. 

Feb.  21 — Check  No.  9,  State  Board  of  Health  • 

To  Stamps. 

Feb.  23 — Check  No.  10,  C.  T.  Deering  Printing  Co • 

To  1 M.  Letterheads  & I M.  Envs. 

Feb.  28 — Payment  of  Christian  Co.  Advertisements  in  December  Journal  

Feb.  28 — Kentucky  State  Medical  Association  . • • • •. 

February  collections  from  advertisements  in  December  issue  of  Journal. 

Feb.  28 — Check  No.  11,  Frances  Humkey  . - 

To  typist  services. 

Feb.  28 — Check  No.  12,  Kentucky  Medical  Journal  • • 

To  payment  for  2 pages  of  advertisements  from  Christian  Co. 

Feb.  28 — Check  No.  13,  Mrs.  Ernest  Sullivan,  Treas.,  Southern  Med.  Ass'n  Aux • 

To  Southern  Med.  Ass'n  dues  for  7 counties. 

March  1 — Dues,  Marshall  County  $ 

March  7 — Dues.  W’hitley  County  • • • : : 

March  8 — Check  No.  14,  Mrs.  Irvin  Abell,  Treas.,  A.  M.  A.  Auxiliary  

To  A.  M.  A.  dues  for  9 members. 

March  18 — Check  No.  15,  E.  Q.  Sanford,  Agt • • 

To  traveling  expense  for  Sec. -Treas.  R.  R.  fare,  Louisville-Paducah. 

March  18 — Check  No.  16.  Louisville  Courier-Journal  . . 

To  30  conies  Feb.  21st  issue. 

March  18 — Check  No.  17  Caroline  Zaephfel 

To  tvpist  services. 

March  18 — Check  No.  18,  Mrs.  L.  L.  Washburn,  Treas.,  Marshall  Co.  Auxiliary  

To  25%  commission  on  advertisements  in  Woman’s  Auxiliary  Number  of  Journal. 

March  18 — Check  No.  19.  Mrs.  W.  R.  Parks.  Treas.,  Harlan  County.  Aux.iliary 

To  25%  commission  on  advertisements  in  Woman's  Auxiliary  Number  of  Journal. 

March  25 — Dues,  McCracken  County ■ 

March  25 — Dues.  Marshall  Countv  • 

A"ril  1— Kentucky  State  Medical  Association  • 

March  collections  from  advertisements  in  December  issue  of  Journal. 

April  1 — Dues,  Jefferson  County  

April  1 — Check  No.  20,  Mavme  Sullivan  

To  1600  second  sheets. 

April  1 — Check  No.  21.  C.  T.  Deering.  Printing  Co 

To  3 M.  stamped  envs.  & 3 M.  letterheads. 

Anril  5 — Check  No.  22,  Mrs.  Irvin  Abell,  Treas.,  A.  M.  A.  Auxiliary  

To  A.  M.  A.  dues  for  16  members. 


Anril  2? — State  at  Large  Dues  . . . 

Mrs.  L.  C.  Nell $100 

Mrs.  J.  O.  Jenkins  $1.00 

Anril  2? — Dues,  Jefferson  County  

Anril  22 — Dues,  Jefferson  County  • 

Anril  22 — Cash  for  stamps  . . 


April  28 — Check  No.  23,  Mrs.  Irvin  Abell,  Treas.,  A.  M.  A.  Auxiliary  • 

To  A.  M.  A.  Auxiliary  dues  for  5 members. 

Mav  2 — State  at  Large  Dues  * 

Mrs.  .T,  D Whitaker  $100 

Mrs.  C.  V.  Hiestand  $1.00 


6.00 

4.00 

3.50 
11.25 
23.50 

3.00 

1.50 
1.50 


3.00 

2.00 
279.33 


4 50 
3.00 


.50 

.50 


7.15 

209.85 


3.00 

1.00 


6.50 

2.50 
410.09 

1.00 


2.00 

1.00 

1.00 

2.00 


Mav  2 — Kentucky  State  Medical  Association  

April  collections  from  advertisements  in  December  issue  of  Journal. 

Mav  2 — Check  No.  24  Mrs.  Irvin  Abell.  Treas.,  A.  M.  A.  Auxiliary  

To  A.  M.  A.  Auxiliar-  dues  for  3 members. 

May  2 — Check  No.  25,  Helen  C.  Blackerby,  Treas.,  Jefferson  Co.,  Auxiliary  

To  25%  commission  on  advertisements  in  Woman’s  Auxiliary  Number  of  Journal. 

May  5 — American  Medical  Association  

Commission  on  14  subscriptions  to  Hygeia. 

Mav  5 — State  at  Large  Dues  • 

H.  M.  Meredith  $100 

Mrs.  N.  H.  Ellis  10° 


50.94 


17.50 

2.00 


7.25 

90.00 

.50 


29.75 
i .00 
1.20 
2.00 

38.86 

3.00 

32.25 


1.50 

24.77 

7.00 

2.25 

20.01 

.90 

5.00 
11.87 
11.87 


2.00 

78.75 

4.50 


.50 

1.25 


.75 

200  04 
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May  5 — Dues,  Jefferson  County  

May  5 — Dues,  Jefferson  County  • 

May  5 — Check  No.  26,  Helen  C.  Blackerby,  Treas.,  Jefferson  Co.  Auxiliary  

To  dues  for  2 members. 

Christine  Nell  • $ .50 

Dr.  L.  H.  S.  Tye  ■ 50 

May  5 — Check  No.  27,  Mayme  Sullivan  

To  3 M.  second  sheets  & 1,500  postal  cards. 

May  5 — Check  No.  28,  Mrs.  Irvin  Abell,  Treas.,  A.  M.  A.  Auxiliary  

To  A.  M.  A.  dues  for  16  members. 

May  6 — Check  No.  29  C.  T.  Deering  Printing  Co 

To  stationery  and  stamped  envelopes. 

June  7 — 'Kentucky  State  Medical  Association  

May  collections  from  advertisements  in  December  is  <o  of  Journal. 

June  7 — State  at  Large  Dues $ 

Mrs.  M.  F.  Davis. 

June  7 — Dues,  Jefferson  County ■ 

June  7 — Sale  of  Woman’s  Auxiliary  Number  Journals.  ...  

June  7 — Mountain  Flood  Fund  • 

June  9 — Check  No.  30,  W.  E.  Morrow,  Sec.,  Flood  Fund 

To  donation  to  Mountain  Flood  Relief  Fund. 

June  27 — Dues,  Jefferson  County  . 

June  27 — State  at  Large  Dues,  Mrs.  J.  S.  Brown  

June  27- — Check  No.  31,  Meffert  Equipment  Co • 

To  card  file  and  index. 

June  28 — Check  No.  32  Mrs.  P.  E.  Blackerby,  Treas.,  Jefferson  Co.  Auxiliary  


To  dues  for  3 members. 

Mary  E.  Palmer  ■ $ .50 

Mrs.  E.  L.  Dravo  50 

Mrs.  E.  L.  Henderson  • ■ 50 


6.50 

1.00 


66.70 


1.00 

2.00 

1.00 

25.00 


1.00 

1.00 


June  29 — Mrs.  Irvin  Abell,  Treas.,  A.  M.  A.,  Auxiliary 

Reimbursement  for  dues  of  Mrs.  O.  Knight,  paid  in  duplicate. 

June  29 — Check  No.  33,  Mrs.  Irvin  Abell,  Treas.,  A.  M.  A.  Auxiliary  

To  A.  M.  A.  dues  for  5 members. 

July  1 — Dues,  Daviess  County 

Julye  5 — Kentucky  State  Medical  Association  

June  collections  from  advertisements  iii  Dec.  issue  of  Journal. 

July  6 — Cheek  No.  34,  Mrs.  Irvin  Abell,  Treas.,  A.  M.  A.  Auxiliary  

To  A.  M.  A.  dues  for  23  members. 

July  7 — Check  No.  35,  Mrs.  Ernest  Sullivan,  Treas.,  Southern  Med.  Ass'n  Aux, 
To  Southern  Med.  Ass'n  dues  for  3 counties. 

July  11 — Check  No.  36,  Mrs.  Irvin  Abell,  Treas.,  A.  M.  A.  Auxiliary  

To  A.  M.  A.  dues  for  2 members. 

July  11 — State  at  Large  dues  ■ • 


Mrs.  Kobert  $1.00 

Mrs.  McNeil  • . 1.00 


.25 

11.50 

2.47 


2.00 


1.00 

18.50 

4.00 

55.75 


25.00 

8.28 

1.50 


1.25 

5.75 

3.00 

.50 


July  11 — Check  No.  37,  C.  T.  Deering  Printing  Co 18.25 

To  200  certificate  cards,  200  registration  cards  & 100  delegate  cards. 

July  11 — Check  No.  38.  Mrs.  Horace  Rivers  Treas.,  McCrac’.ien  Co.  Auxiliary  .50 

To  rebate  on  Mrs.  Reddick’s  dues. 

July  11 — State  Tax  .48 


Total  Receiptes  ■ $1212.76 

Total  Disbursements ■ $ 743.36 

Balance  on  hand,  National  Bank  of  Kentucky  • 469.40 


$1212.76  $1212.76 


REPORT  OF  THE  COUNCIL 


To  the  House  of  Delegates: 

The  attention  of  the  House  is  called  espec- 
ially to  the  report  of  the  Secretary  and  Treas- 
urer showing  that  the  net  balance  of  Sep- 
tember 1st,  1927,  is  $7,609.30  as  compared 
with  $9,146.10  in  1926,  $4,996.07  in  1925,  and 
$1,677.67  in  1924.  However,  during  the  year, 
acting  under  the  instruction  of  the  House  of 
Delegates  last  year,  the  investment  reserve  has 
been  increased  from  $3,000  to  $5,000.  This 
favorable  financial  situation  has  resulted  from 
a continuance  of  the  advertising  income  of 
the  Journal  which  lias  enabled  us  to  save  a 
small  balance  above  operating  expenses. 

The  two  major  activities  of  the  Association, 
outside  of  its  routine  organization  work,  are 
the  publication  of  the  Journal  and  the  medi- 
co-legal program  and  medical  law  enforce- 
ment. 

It  will  be  noted  that  the  income  of  the 
Journal  was  $8,237.39  and  that  the  entire 
expense  of  its  publication  was  $8,121.55 ; so 
that  it  is  self-supporting,  It  is  of  interest  to 


compare  this  with  the  cost  of  the  Journal  in 
1906 — $5,152.42— when  there  was  a deficit  of 
$1,452.72.  The  Editor  has  continued  to  com- 
ply with  the  suggestions  made  at  the  Annual 
Session  of  the  House  two  years  ago,  and  has 
not  only  published  practically  all  the  articles 
submitted  by  county  societies,  as  well  as  the 
proceedings  of  the  Annual  Session  of  the  As- 
sociation, but  also,  in  accordance  with  the  in- 
structions of  the  House  at  Frankfort  last 
year,  we  published  the  Woman’s  Auxiliary 
Number  of  the  Journal  in  December  at  a 
cost  of  $808.88  and  turned  over  to  that  or- 
ganization, in  the  success  of  which  we  are  all 
so  much  interested,  the  advertising  income  of 
that  issue,  which  was  secured  by  its  members, 
of  $1,019.28.  The  policy  of  publishing  all 
papers  submitted  by  the  county  societies  has 
possibly  been  the  best  index  we  could  have  in 
evaluating  the  improved  medical  service  to 
the  people  of  the  state.  A study  of  the  pro- 
gress of  the  profession  from  year  to  year,  as 
indicated  by  the  pages  of  the  Journal,  can 
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only  afford  gratification  to  our  thoughtful 
members.  Our  Journal  is  sometimes  criti- 
cized by  those  familiar  with  scientific  publi- 
cations because  it  is  less  selective  in  the  char- 
acter of  its  essays,  and  we  merit  and  invite 
such  criticism  because  that  is  the  intention  of 
the  profession  which  conducts  it.  The  Ken- 
tucky Medical  Journal  is  intended  to  be  a 
cross  section  of  professional  opinion  in  Ken- 
tucky for  the  month  in  which  it  is  printed. 
Viewed  from  this  standpoint  each  Journal  is 
a milestone  of  progress.  From  it  we  are  con- 
fident that  our  people  of  today  are  getting  the 
most  effective  medical  service  that  they  have 
ever  had.  This  is  not  only  no  reflection  upon 
the  profession  in  past  years,  but  it  is,  indeed, 
proof  that  our  predecessors  built  wisely  the 
great  organization  for  which  we  are  now  re- 
sponsible. 

For  the  past  six  years  the  Association  has 
cooperated  with  the  State  Board  of  Health  in 
fhe  enforcement  of  medical  practice  and  other 
health  hews.  For  the  first  two  of  these  years 
this  cooperation  cost  $2,400  a year ; for  the 
third  year  $1,500 ; for  the  fourth  year  $300 
and  the  fifth  year  $150.  Last  year  again  the 
cost  was  $150,  although  the  House  authorized 
an  expenditure  of  not  to  exceed  $1,500.  Un- 
der our  system  of  court  procedure,  the  con- 
stantly changing  county  and  commonwealth 
attorneys,  elected  under  our  political  system 
of  the  selection  of  such  law  enforcement  of- 
ficers, unfortunately  frequently  results  in  the 
selection  of  men  who  are  not  sufficiently  ener- 
getic or  competent  to  enforce  the  medical  and 
health,  or,  in  fact,  any  of  the  other  laws  of  the 
Commonwealth.  Kealizing,  as  physicians  do, 
the  special  importance  of  the  enforcement  of 
the  health  and  medical  laws,  it  is  natural  that 
our  attention  should  be  centered  especially  in 
neglect  of  their  enforcement.  In  these  sec- 
tions of  the  State  where  the  physicians  have 
joined  with  other  progressive  organizations  of 
citizens  in  the  selection  of  really  competent 
law  enforcement  officials  and  judges,  there 
has  been  no  cause  for  complaint.  Complaints 
of  evasion  of  laws  through  the  courts  come 
from  the  poorly  organized  counties  and  dis- 
tricts which  continue  to  select  their  officials  as 
rewards  for  political  service,  or  because  of  the 
predominating  influence  of  some  special  in- 
terest, and  these  conditions  can  only  be  over- 
come by  the  election  of  competent  officials. 
This  year  our  attorneys  have  assisted  in  be- 
tween two  hundred  and  fifty  and  three  hun- 
dred cases,  aided  by  the  commonwealth  and 
county  attorneys  in  many  sections  of  the 
State.  This  has  resulted  in  an  increased  num- 
ber of  convictions  for  violation  of  health  and 
medical  laws,  even  over  last  year  when  more 
convictions  occurred  in  any  year  since  1893, 
in  which  year  the  law  first  became  effective 


and  a large  number  of  quacks  were  prosecut- 
ed and  driven  from  the  State. 

We  are  able  to  report  that  careful  control 
by  the  medico-legal  committee  has  kept  the 
cost  of  attorney’s  fees  at  practically  the  same 
as  last  year,  this  item  being  $2,375  for  1927, 
as  against  $2,125  for  1926,  and  $2,625  for 
1925.  The  court  costs  and  expenses  of  the 
committee,  however,  increased  from  $305.97 
last  year  to  $562.14  this  year.  We  regret 
that  there  is  no  decrease  in  the  number  of 
outstanding  suits  and  claims  before  this  com- 
mittee. This  means  that  unjust  blackmailing 
malpractice  suits  continue  to  be  brought 
against  reputable  members  of  the  profession 
about  as  often  as  for  each  year  of  the  past 
two  decades.  The  Council  especially  com- 
mends to  your  appreciative  attention  the  very 
effective  work  of  Honorable  Fred  Forcht,  the 
General  Counsel  of  this  Committee,  who  lias 
given  so  generously  of  his  time  for  many 
years  for  a quite  nominal  remuneration.  Dr. 
J.  B.  Lukins,  the  Chairman  of  the  Committee, 
has  devoted  much  time  and  thought  to  its 
work  and  has  continued  its  service  on  the 
high  plane  set  by  his  predecessor,  Dr.  John  J. 
Moren,  who  inaugurated  the  work.  It  should 
be  clearly  understood  by  the  profession  that 
the  Association  furnished  attorneys  only  for 
the  defense  of  unjust  malpractice  suits.  It  is 
very  important  that  physicians  generally 
carefully  consider  the  character  of  such  mal- 
practice suits  as  are  being  brought  and  that 
they  read  carefully  the  decisions  of  the  courts 
published  currently  in  the  columns  of  the 
Journal  of  the  American  Medical  Association 
because  it  is  increasingly  evident  that  there 
has  not  been  a suit  decided  against  a reputa- 
ble physician  in  any  State  of  the  Union  in 
many  years  which  could  not  have  been  pre- 
vented if  the  legal  precautions,  which  should 
now  be  known  to  all  of  us,  had  been  taken  at 
the  right  time.  The  whole  subject  of  malprac- 
tice procedure  has  become  definitely  technical 
and,  in  order  to  avoid  becoming  victims  of  its 
operation,  physicians  must  acquaint  them- 
selves with  these  procedures  as  they  do  with 
the  other  complexities  of  modern  medical  eco- 
nomics. 

Again  this  year  a considerable  number  of 
physicians  have  been  convicted  in  the  State 
and  Federal  courts  for  violation  of  the  nar- 
cotic or  prohibition  laws.  Acting  on  your 
instructions  the  Council  has  preferred  charges 
against  each  of  them,  before  the  State  Board 
of  Health,  with  a view  to  the  revocation  of 
their  certificates.  The  Council  finds  that  the 
administration  of  these  quite  worthwhile  laws, 
which  are  approved  by  the  vast  majority  of 
the  physicians  of  rventucky,  has  been  made 
unnecessarily  irksome  to  the  competent,  hon- 
est, selfrespecting  members  of  the  medical  pro- 
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fession  by  their  countinued  violation  by  the 
very  small  minority  who  have  kept  right  on 
violating  the  plain  purposes  and  provision  of 
the  law.  Regardless  of  individual  opinion,  it 
should  be  understood  by  every  physician  in 
Kentucky,  and  in  every  possible  way  the  pub- 
lic should  b 3 taught,  that  under  the  Federal 
law,  narcotic  habitues  are  not  considered  as 
having  a disease  and  that  they  cannot  be 
treated  by  providing  narcotics  under  any  cir- 
cumstances. In  the  same  way  it  is  equally 
plain  that  alcohol,  in  any  form,  can  be  pre- 
scribed legally  only  for  patients  who  have  ac- 
tually been  examined  by  and  are  under  the 
treatment  of  the  physician  writing  the  pre- 
scription for  a definite  disease  in  which  such 
alcoholic  medication  is  indicated.  * The  Coun- 
cil is  informed  that  the  Federal  authorities 
are  again  makng  a check  of  prescriptions  for 
alcoholic  beverages  and  it  is  astounded  at  the 
information  that  it  is  finding  the  names  of 
prominent  physicians  signed  to  prescriptions 
containing  the  names  of  people  whom  they 
have  not  only  not  examined  but  it  has  fre- 
quently been  found  that  they  have  been  out 
of  town  at  the  time  of  issuance  of  prescrip- 
tion, and  that  in  numerous  instances  these 
prescriptions  were  filled  for  the  physicians 
themselves.  Such  a procedure  is  absolutely 
inexcusable  and  any  member  of  our  profes- 
sion who  prostitutes  the  privilege  conferred 
upon  him  by  law,  to  secure  whiskey  or  other 
alcoholic  beverages  for  social  or  other  illegal 
purposes,  deserves  no  sympathy  when  he  is 
indicted,  fined  and  imprisoned.  The  Council, 
acting  under  your  repeated  instructions  will 
continue  to  prefer  charges,  looking  to  the  rev- 
ocation of  the  right  to  practice  medicine  in 
the  State  of  every  physician  found  guilty  in 
the  State  or  Federal  court  of  the  violation  of 
either  the  Harrison  or  Volstead  Act.  It  de- 
sires to  repeat  again  that  the  officials  charged 
with  the  enforcement  of  these  laws  cannot  re- 
lax in  their  strict  construction  of  the  provis- 
ions which  seem  to  most  of  us  unnecessary, 
until  the  people  have  been  protected  from  the 
class  of  negligent  or  soft-headed  and  soft- 
hearted physicians  who  pander  to  this  trade 
and  practice  in  violation  of  the  law. 

The  membership  of  the  State  and  County 
Societies  for  the  year  continues  about  the 
same  as  for  each  of  the  past  four  years.  We 
have  called  the  attention  of  the  House  from 
year  to  year  to  the  fact  that  about  four  hun- 
dred of  our  physicians,  who  are  in  active 
practice  and  who  are  actively  interested  in 
our  work,  are  in  and  out  of  the  Association 
from  year  to  year,  and,  in  this  way,  fail  to 
keep  in  touch  with  movements  for  the  better- 
ment of  the  profession  and  the  public  health, 
and  we  again  urge  the  House  to  take  steps  at 
this  session  for  an  increasingly  strict  adher- 


ence to  business  methods  in  the  conduct  of  the 
affairs  of  the  Association,  so  that  the  mem- 
bers will  understand  that  it  is  incumbent  up- 
on them  to  pay  their  dues  and  meet  their 
other  obligations  to  the  county  and  state  so- 
cieties as  promptly  as  they  pay  their  taxes  or 
insurance.  During  the  year,  a few  physicians, 
who  have  failed  to  keep  themselves  in  good 
standing,  have  found  that  they  had  to  bear 
the  entire  expense  of  their  own  protection 
from  malpractice  suits  because  they  had  de- 
layed sending  in  their  dues.  Acting  under 
your  instructions,  members  who  become  de- 
linqiient  cannot  be  defended  for  any  malprac- 
tice suit  which  has  been  brought  prior  to  that 
delinquency.  The  Council  reports  this  again 
S/  that  the  members  in  every  county  may  be 
given  notice  that  their  dues  should  be  paid 
promptly  between  January  1st  and  April  1st. 

The  outstanding  event  in  the  medical  his- 
tory of  the  past  year  has  been  the  rapid  ex- 
tension in  the  organization  of  All-Time  Coun- 
ty Health  Departments  through  the  direct  co- 
operation of  the  County  Medical  Societies. 
Before  June  1st  of  this  year  twelve  such  All- 
Time  Departments  had  been  organized  in  var- 
ious parts  of  the  state.  During  the  spring  the 
Mississippi  Flood  Disaster  had  concentrated 
attention  of  physicians  and  the  public  gener- 
ally to  the  importance  of  these  health  depart- 
ments as  an  organized  agency  to  prevent  ill 
health  following  such  emergencies.  For  ex- 
ample, health  measures  following  the  flood 
cost  less  in  Fulton  County  where  there 
were  six  thousand  refugees  than  it  did  at 
Columbus  where  there  were  only  six  hundred. 
Similar  experiences  through  the  Mississippi 
Valley  caused  everyone  to  feel  that  such  de- 
partments should  be  organized  in  other  coun- 
ties as  rapidly  as  possible. 

About  the  first  of  June  the  worst  flood  dis- 
aster which  has  ever  happened  in  Kentucky 
occurred  along  the  north  fork  of  the  Ken- 
tucky River  and  the  Big  and  Little  Sandy 
Rivers.  The  threat  of  pestilence  following 
this  disaster  was  the  most  serious  that  has 
confronted  the  State  since  the  yellow  fever 
days.  On  June  fifth  a conference  was  called 
at  New  Orleans  which  was  attended  by  Doc- 
tors Hugh  Cumming,  the  Surgeon  General  of 
the  IT.  S.  Public  Health  Service;  John  A.  Far- 
rell, the  Medical  Director  of  the  Rockefeller 
Foundation ; W.  R.  Redden,  Medical  Director 
of  the  American  Red  Cross,  and  the  seven 
state  health  officers  in  the  flooded  states. 
From  the  reports  there  assembled  from  phy- 
sicians in  the  flooded  counties  it  was  appar- 
ent that  it  would  require  at  least  eighteen 
months  intensive  work  before  the  danger  of 
epidemic  would  be  over  in  the  affected  area 
and  it  was  recommended  to  the  states  and 
agencies  represented  at  the  conference  that  a 
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cooperative  program  should  be  worked  out  and 
jointly  financed. 

We  were  fortunate  in  Kentucky  that  the 
legal  machinery  had  been  created  by  our 
Legislature  which  made  it  possible  for  the 
organization  to  be  extended  to  the  flooded 
counties.  Too  much  credit  for  the  acceptance 
of  this  wise  plan  cannot  be  given  to  Governor 
William  J.  Fields  for  his  intelligent  leader- 
ship and  support  of  this  flan.  Upon  its  sub- 
mission to  him,  he  immediately  approved  it 
and  sigm  J the  commitments  for  the  State  of 
$2500  annually  toward  the  support  of  each 
of  the  twenty-four  new  county  health  depart- 
ments. Governor  Fields  had  previously  ap- 
proved the  state  commitment  for  ten  coun- 
ties. In  addition  to  these  All-Time  Depart- 
ments Jefferson  and  Daviess  Counties  and  the 
City  of  Paducah  are  operating  on  the  all-time 
plan,  although  not  in  exact  accord  with  the 
law. 

Immediately  upon  receipt  of  the  news  of 
the  flood,  the  State  Board  of  Health  had  mob- 
ilized its  entire  corps  of  physicians,  nurses, 
sanitary  engineers  and  inspectors  in  the  flood- 
ed area.  The  Red  Cross  paid  the  salaries  and 
expenses  of  twenty-four  County  Health 
Nurses  who  were  transferred  to  this  district 
also.  With  these  reinforcements  the  local 
physicians  started  an  active  campaign  for  ty- 
phoid inoculations,  and  followed  this  by  clean- 
ing the  water  supply  and  building  toilets. 
More  than  half  of  the  population  of  the  flood- 
ed area  was  inoculated  for  typhoid  fever. 
Following  the  thirty-day  period,  to  which  the 
Red  Cross  confines  its  emei’gency  action,  the 
State  Board  of  Health,  again  with  the  approv- 
al of  Governor  Fields,  drew  from  the  Treas- 
ury its  emergency  fund  of  $15,000  and  with 
this  money  employed  medical  students  from 
the  University  of  Louisville  to  continue  the. 
inoculation  work  under  the  supervision  of  the 
local  profession  in  each  county,  and  this  is 
continuing  up  to  the  present  time. 

In  each  of  the  flooded  counties,  immediate- 
ly following  the  disaster,  the  County  Medical 
Society  met  and  passed  resolutions  and  had 
posters  published  warning  their  people  to 
take  precautions  against  the  spread  of  dis- 
ease. It  is  noteworthy  that,  following  all  this 
work,  that  while  the  typhoid  rate  for  the  rest 
of  the  state  has  increased ; that  in  the  flooded 
area,  it  has  been  reduced  more  than  35%  be- 
low its  previous  lowest  rate.  The  Council 
feels  confident  that  this  activity  of  the  pro- 
fession will  add  to  its  prestige  and  will  gain 
for  it  greater  confidence  in  the  minds  of  the 
people  of  Kentucky  than  it  has  ever  before 
had. 

Such  activities  and  such  successes  must 
cause  each  of  our  members  to  realize  the  re- 
sponsibility which  has  been  placed  upon  his 


shoulders  and  upon  the  profession  as  a whole 
for  improvement  in  public  health.  Here  and 
there  physicians  are  heard  to  complain  that 
activities  along  modern  sanitary  lines  are  de- 
priving the  profession  of  a large  part  of  its 
natural  income.  Such  complaints  come  from 
men  who  are  unworthy  of  membership  in  our 
ancient  and  honorable  profession.  That  the 
death  rate  from  typhoid  fever  has  been  re- 
duced 60%  in  the  last  fourteen  years;  that 
diphtheria  has  been  robbed  of  its  victims  by 
the  early  and  prompt  administration  of  anti- 
toxin; that  the  death  rate  from  tuberculosis 
has  been  cut  in  half ; that  the  preventable  in- 
fectious diseases  are  constantly  decreasing 
is  a matter  in  which  every  worthy  physician 
takes  pride.  Larger  and  more  satisfactory  in- 
comes are  being  received  by  the  progressive 
members  of  the  profession  who  are  qualify- 
ing themselves  to,  and  who  are  making  sys- 
tematic physical  examinations  of  the  appar- 
ently well,  who  are  undertaking  the  dietetic 
and  hygienic  management  of  their  families, 
who  are  immunizing  their  patrons  biennially 
from  typhoid  fever  and  giving  the  children  in 
their  practice  permanent  immunization  from 
diphtheria  with  diphtheria  toxin-antitoxin, 
and  who  are  undertakng  the  sanitary  super- 
vision of  the  homes  of  the  families  in  their 
practice,  with  a view  to  seeing  that  they  are 
securing  pure  drinking  water  and  have  safe 
and  sanitary  methods  of  sewage  disposal. 
These  life  saving  services,  when  furnished  by 
competent  men,  are  of  recognized  value  to  the 
individuals  who  secure  them,  and  they  are 
paid  for  far  more  gladly  and  regularly  than 
the  mere  remedial  service  of  past  decades. 
Charts  will  be  exhibited  at  this  meeting  to 
show  continued  progress  in  public  health  and 
in  practice  in  medicine  in  Kentucky.  The 
death  rate  continues  to  be  reduced.  In  this 
connection  it  is  important  that  our  attention 
again  be  called  to  the  historic  fact  that  before 
1888  any  one  who  desired  could  practice  any 
branch  of  the  healing  art  anywhere.  The  State 
was  overrun  with  traveling  quacks  and  em- 
pirics, as  well  as  the  stationary  variety.  The 
columns  of  our  newspapers  contained  more 
columns  of  quack  advertisements  than  read- 
ing matter.  It  is  important  to  remind  our 
newspapers  and  legislators  that  before  1888 
the  death  rate  was  practically  three  times  its 
present  rate.  This  is  the  best  answer  to  those 
who  say  reduce  the  standard  of  requirements 
for  those  practicing  the  healing  art.  It  is 
important  to  remember,  also,  that  more  hos- 
pitals are  being  built,  more  effective  work  is 
being  done  by  the  profession  than  ever  before, 
and,  if  the  counties  that  are  complaining 
about  a shortage  of  physicians  will  recognize 
their  value  and  make  provisions  for  their 
proper  compensation,  and  will  at  the  same 
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time  stop  talking  about  bad  roads  and  devote 
their  time  and  money  to  the  building  of  good 
roads,  so  that  their  people  are  made  accessible, 
and  will  develop  schools  where  their  own  and 
their  physician 's  children  may  be  educated, 
they  will  find  no  difficulty  in  securing  first 
class  medical  service. 

During  the  past  year  many  more  county  so- 
cieties have  held  diagnostic  clinics  along  var- 
ious lines  than  were  reported  during  either  of 
the  three  previous  years.  This  has  been  par- 
ticularly true  in  tuberculosis  and  no  other 
factor  has  been  of  greater  assistance  in  reduc- 
ing the  sick  and  death  rate  from  this  serious 
disease  than  these  clinics.  Careful  investiga- 
tion has  shown  that  the  climate  of  Kentucky 
is  quite  as  good  as  that  of  any  other  state. 
This  has  enabled  our  splendidly  equipped  and 
conducted  State  Tuberculosis  Sanitarium  at 
Hazelwood,  in  the  suburbs  of  Louisville,  to 
be  conducted  at  a less  per  capita  cost  than 
any  other  similar  institution  in  the  United 
States.  It  is  important  for  the  medical  pro- 
fession of  Kentucky  to  realize  that  patients 
receive  at  this  institution,  at  a cost  to  each  of 
them  of  $15.00  per  week,  quite  as  good,  and 
in  many  cases  much  better  attention  and 
treatment  -than  is  given  them  at  other  sana- 
toriums  in  distant  states  at  multiples  of  this 
cost. 

We  were  able  to  report  last  year  that  the 
General  Assembly  had  recognized  the  tSate’s 
responsibility  for  its  indigent  citizens  suffer- 
ing from  tuberculosis  by  the  appropriation  of 
$10,000  for  free  beds  at  the  sanatorium.  The 
States  Board  of  Health  has  wisely,  we  think, 
made  a rule  that  application  for  free  beds 
will  not  be  considered  from  the  wealthier 
counties  which  have  cities  of  the  first  three 
classes,  because  such  counties,  through  their 
fiscal  courts  should  pay  the  bills  of  their  own 
unfortunates.  Naturally  applications  for 
these  free  beds  have  greatly  exceeded  the  ca- 
pacity of  the  institution,  and,  had  all  of  them 
been  accepted,  the  appropriation  would  have 
been  exhausted  in  its  first  month.  Twelve 
beds  have  been  set  aside  at  the  institution  and 
they  will  be  kept  filled  with  patients  who  are 
entirely  unable  to  pay  their  own  way  and 
whose  cases  constitute  a public  health  prob- 
lem. The  Council  notes  with  regret  that 
many  of  the  applications  have  been  accom- 
panied by  political  pressure  for.  patients 
whose  families  are  able  to  support  them,  and 
it  urges  us  to  pledge  the  support  of  the  pro- 
fession to  the  State  Board  of  Health  to  re- 
serve these  beds  for  the  worthy  poor. 

The  Council  cordially  approves  the  extend- 
ed activity  of  the  Kentucky  Crippled  Child- 
ren’s Commission  and  urges  county  societies 
everywhere  to  continue  their  enthusiastic  co- 
oneration,  not  only  in  the  holdir  g of  clinic . 


but  in  securing  the  consent  of  parents  for  the 
long1  continued  treatment  which  is  necessary 
for  these  unfortunates. 

Under  the  operation  of  the  Sheppard- 
Towner  law,  as  adopted  and  approved  by 
three  consecutive  sessions  of  the  General  As- 
sembly, and  as  repeatedly  approved  by  this 
Association,  numerous  clinics  for  pregnant 
women  and  young  babies  have  been  organized 
throughout  the  state.  Every  one  of  these  has 
been  held  with  the  cooperation  and  under  the 
management  of  the  county  medical  societies. 
No  work  which  has  ever  been  undertaken  by 
the  profession  has  proven  so  popular  nor  more 
profitable.  For  the  first  time  in  the  history  of 
the  state,  as  a result  of  this  systematic  cam- 
paign, increasing  numbers  of  pregnant  wom- 
en are  under  constant  medical  supervision 
and  healthy  babies  and  children  are  being 
constantly  brought  to  physicians’  offices  so 
that  tendencies  toward  diseases  may  be  re- 
cognized and  corrected.  These  activities  of 
the  profession  are  easily  the  most  important 
social  activities  for  the  betterment  of  the 
state.  We  are  improving  health  conditions 
faster  than  roads  are  being  built  or  than 
schools  are  being  adequately  and  properly 
provided  with  buildings  or  teachers.  We  have 
the  most  difficult  task  of  the  three  and  it  is 
being  done  for  less  than  a hundredth  of  the 
cost  of  these  other  activities  of  the  state  and  is 
being  done  more  adequately  and  more  rapid- 
ly. Members  of  the  profession  should  con- 
stantly be  bringing  this  to  the  attention  of 
the  public  so  that  they  will  understand  that 
we  are  interested  in  public  welfare  and  that 
we  are  making  practical  all  the  discoveries  of 
modern  science  that  have  a bearing  on  our 
health  problems,  with  a view  to  keeping  our 
people  efficient  during  their  normal  length  of 
life.  It  is  urged  that  county  societies  con- 
tinue to  hold  public  meetings  in  various  sec- 
tions of  each  county  where  the  public  may  be 
educated  in  regard  to  these  necessary  meas- 
ures, and  that  clinics  be  held  by  the  county 
societies  for  the  administration  of  prophylac- 
tic vaccines  for  the  indigent.  If  this  were 
done  actively  in  every  county,  it  would  re- 
duce our  death  rate  to  that  of  other  states  in 
the  Union  that  do  these  things.  It  should  be 
constantly  emphasized  that  good  roads  and 
good  schools  will  only  be  of  value  to  healthy 
children  and  grownups. 

The  financial  report  by  the  Secretary  and 
Treasurer  is  in  great  detail,  and  we  trust 
every  member,  especially  every  member  of  the 
House  of  Delegates  will  read  it  carefully  and 
thoughtfully. 

It  should  be  realized  by  the  members  of  the 
Association  that  the  Journal  has  been  pub- 
lished because  of  the  continued  active  sup- 
port of  our  advertisers,  and  we  desire  to  again 
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urge  the  House  of  Delegates  to  take  steps  to 
bring  the  importance  of  the  patronage  of 
these  advertisers  before  the  various  county  so- 
cieties as  advertisers  pay  for  the  publication 
of  the  Journal.  The  value  of  the  Journal 
to  every  doctor  who  reads  it  is  apparent.  This 
Association  guarantees  the  financial  integrity 
of  the  advertising  columns  of  the  Journal. 
For  these  reasons,  we  feel  we  have  a right  to 
ask  our  members  to  patronize  the  advertisers, 
or,  at  least  to  give  them  the  opportunity  to 
secure  their  patronage,  other  things  being 
equal. 

These  same  remarks  apply  to  the  exhibits 
at  the  annual  meetings.  These  exhibitors  pay 
the  expense  of  the  annual  meetings.  They 
are  carefully  selected  from  among  a much 
larger  number  of  applicants  by  a special  com- 
mittee of  this  Council  and  they  exhibit  be- 
fore us  the  various  improvements  in  medical 
and  surgical  technique  in  a way  that  would 
be  impossible  without  these  exhibitors.  The 
exhibit  this  year,  will  in  every  way,  be  the 
best  that  has  ever  been  held  by  the  Associa- 
tion. The  Council  desires  to  urge  those  in  at- 
tendance to  carefully  study  the  exhibits  and 
patronize  the  exhibitors. 

The  Council  has  been  very  much  gratified 
with  the  extension  of  the  Woman's  Auxiliary. 
Kentucky  lagged  a little  behind  the  more  pro- 
gressive southern  states  in  supporting  this 
movement,  but  since  we  did  start  we  are  rap- 
idly overcoming  the  leaders  in  the  extension 
of  its  organization.  "We  congratulate  the 
women  on  the  splendid  appearance  of  the 
Woman’s  Auxiliary  Number  of  the  (Ken- 
tucky Medical  Journal.  During  the  year 
their  active  organizations  have  rapidly  ex- 
tended subscriptions  to  Hygeia  and  have  sup- 
ported many  movements  both  to  improve 
health  conditions  and  to  bring  the  profession 
favorably  before  the  public  in  their  several 
communities.  The  Council  urges  that  in  every 
county  the  wives,  mothers  and  daughters  of 
physicians  be  organized  into  an  active  club 
that  will  be  continually  doing  things  for  the 
welfare  of  the  state. 

During.  July  and  August  of  this  year  many 
cases  of  anterior  poliomyelitis  were  reported 
to  the  State  Board  of  Health  in  the  Bluegrass 
section  of  the  state.  At  its  suggestion,  Dr. 
W.  L.  Aycock,  the  Head  of  the  Harvard — 
New  England  Commission  on  Poliomyelitis, 
was  invited  to  come  to  Kentucky  and  make  a 
study  of  the  situation.  Following  the  investi- 
gation a called  meeting  of  the  Association  was 
held  at  the  Lafayette  Hotel  in  Lexington  on 
August  14th,  which  was  presided  over  by  Dr. 
R.  Julian  Estill,  our  President-elect.  Doctor 
Aycock ’s  report  and  a splendid  discussion 
which  followed  it  helped  to  arm  the  profes- 
sion with  all  that  is  known  in  '—gard  to  this 


baffling  disease  and  again  assured  the  pub- 
lic that  the  medical  profession  in  Kentucky 
accepts  the  responsibility  for  the  health  and 
lives  of  its  citizens. 

It  is  unnecessary  for  the  members  of  the 
House  to  be  reminded  that  they  have  absolute 
control  of  all  matters  of  public  policy  which 
affect  the  practice  of  medicine  and  public 
health  in  Kentucky.  The  public  has  clothed 
us  with  responsibility  in  these  matters.  Suf- 
ficient tune  at  this  session  will  be  devoted  to 
their  consideration  to  enable  us  to  arrive  at 
the  right  conclusion  regarding  the  continua- 
tion of  our  program.  It  is  the  duty  of  the 
House  of  Delegates  to  instruct  its  officers  ex- 
actly as  how  they  want  this  done. 

Respectfully  submitted, 

R.  C.  McCHORD,  M.  D., 

Chairman. 


REPORT  OF  BUSINESS  MANAGER 
To  the  House  of  Delegates  : 

The  usual  policy  of  printing  every  article, 
report  or  material  of  any  description  contri- 
buted  by  a member  has  been  pursued.  We 
have  only  enough  articles  at  present  in  the 
office  to  fill  the  October  Journal,  and  with 
the  publication  of  that  issue  all  the  articles 
that  have  been  received  during  the  year  will 
have  been  published.  The  following  table 
shows  what  the  Journal  has  accomplished 
for  the  last  two  years. 

1926  1927 


No.  of  pages  reading  matter 520  711 

No.  of  pages  advertisements 420  454 

Editorials  51  54 

Scientific  Editorials  2 0 

Original  Articles  146  198 

County  Society  Reports  40  50 

Book  Reviews 30  32 

Official  Announcements  9 18 

News  Items 63  64 

Discussions  96  266 

Illustrations  66  65 


Our  Advertizers 

It  is  important  for  the  members  to  note 
the  advertising  income  and  the  financial  re- 
port of  the  Journal  given  in  the  Report  of 
the  Council.  It  is  our  advertisers  who  really 
publish  the  Journal  for  us  and  in  ordinary 
gratitude  we  ought  to  patronize  them. 

The  Journal  guarantees  every  product 
that  is  advertised  in  its  pages  and  no  firms 
are  accepted  unless  they  meet  the  approval  of 
the  Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association.  This 
makes  it  perfectly  safe  for  any  proposition 
that  is  advertised  in  the  Journal  to  be  accept- 
ed and  other  things  being  equal  I respectful- 
ly urge  every  member  to  give  preference  to 
hose  firms  who  are  helping  to  make  our 
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Journal  bigger  and  better. 

The  Index 

Each  year  the  Journal  publishes  a com- 
plete index  of  every  special  article  or  item, 
official  announcement,  authors  and  discus- 
sions of  articles  and  County  Society  reports, 
also  a cross  index  of  the  name  of  every  phy- 
sician who  takes  part  in  the  authorship  of  an 
article  or  discusses  the  proceedings.  Cross 
indices  are  added  to  make  easy  reference  to 
any  subject  of  the  article. 

County  Societies 

Too  few  County  Societies  have  been  send- 
ing in  their  proceedings,  altho  they  are  hold- 
ing their  meetings  regularly.  Society  reports 
are  always  given  preference  and  are  the  most 
interesting  and  valuable  part  of  the  Journal. 
The  office  equipment  for  multigraphing  let- 
ters is  available  to  any  secretary  in  preparing 
for  their  meetings  and  in  sending  out  pro- 
grams. 

Respectfully  submitetd, 

L.  H.  SOUTH,  M.  D. 

Swine  Erysipelas  in  Man. — Schaap  has  had 
three  cases  of  swine  erysipelas  in  human  beings 
in  the  last  two  years.  In  all  the  infection  could 
be  traced  to  the  slaughtering  of  a sick  hog.  The 
animal  responsible  for  the  last  two  cases  had 
been  sick  only  one  day,  and  was  thus  in  the  pro- 
dromal stage.  In  all  three  cases  cure  was  ef- 
fected by  serum  from  animals  with  the  disease. 
In  one  patient,  in  whom  the  disease  had  reached 
the  generalized  stage,  40  ec.  was  injected;  in 
the  other  two,  treated  earlier,  20  cc. 

Surgery  of  Pruritus. — Total  extirpation  of  the 
diseased  region  was  performed  successfully  by 
Kuttner  in  two  cases  in  which  the  pruritus  was 
confined  to  the  prepuce.  Others  have  applied 
the  principle  to  pruritus  ani  and  pruritus  vulvae 
with  good  results.  Interruption  of  nerve  conduc- 
tion by  injection  of  sodium  chloride  or  of  a local 
anesthetic,  by  incisions  designed  to  lift  the  skin 
from  the  subcutaneous  tissue,  by  nerve  section 
(personal  case,  pruritus  uricularis,  described  and 
illustrated)  and  by  resection  of  the  nerve  root  is 
discussed.  The  literature  contains  a number  of 
observations  of  operation  on  the  sympathetic 
for  relief  of  pruritus,  but  periarterial  sympathec- 
tomy seems  to  have  been  tried  only  once  and 
then  without  success. 


ORIGINAL  ARTICLES 


DENTAL  HEALTH  AND  ITS  RELATION 
TO  GOOD  HEALTH 

By  R.  P.  Keene,  D.  D.  S.,  Owensboro,  Direc- 
tor of  Dental  Health  of  the  State  Board 
of  Health. 

The  phase  of  health  education  I wish  to 
present  to  you  deals  with  personal  hygiene, 
and  is  specifically  known  as  Dental  Health. 
It  is  purely  an  educational  problem  and 
should  interest  all  educators,  and  those  who 
receive  education. 

The  Dental  Health  Movement  in  Kentucky 
was  begun  by  the  Kentucky  State  Dental 
Association’s  committee  on  Dental  Health,  and 
it  grew  into  proportions  and  importance  to 
merit  its  beginning,  being  embraced  by  the 
State  Board  of  Health,  it  creating  a spec- 
ial department,  known  as  the  Bureau  of  Den- 
tal Health. 

In  farming  great  changes  have  taken  place. 
We  safeguard  our  sires,  our  grains,  our  trees, 
and  are  ever  at  work  ridding  them  of  the  rav- 
ages of  disease.  Is  it  so  with  our  health  prob- 
lems? 

Only  in  the  last  decade  have  we  made 
many  improvements  in  safeguarding  health. 
We  now  have  laws  that  compel  general  clean- 
liness, especially  in  school  buildings.  But 
our  laws  do  not  embrace  the  health  of  the 
student.  It  is  my  opinion  that  instruction  in 
dental  health  belongs  in  the  school  system. 
You  may  say  that  such  instructions  should 
come  from  the  home  through  the  parent,  i 
agree  that  it  would  be  an  excellent  thing,  but 
how  many  hundreds  of  parents  know  any- 
thing at  all  about  dental  health  education? 
It  has  not  been  many  years  that  any  of  us 
have  known  much  about  it.  Since  we  cannot 
instruct  the  parent  in  the  home,  we  must  of 
necessity  begin  in  the  school. 

Dr.  Charles  Mayo,  of  Rochester,  Minnesota, 
says  that  80%  of  children’s  diseases  arise  in 
the  mouth,  nose  and  throat.  Also  that  90% 
of  deaths  that  occur  have  their  origin  in  those 
parts  of  the  body.  This  makes  us  realize  we 
must  have  scientific  dental  health.  Wrhen 
one  remembers  that  the  mouth  has  close  con- 
tact with  every  particle  of  food  we  eat,  and 
through  this  food  our  bodies  are  nourished, 
we  realize  that  the  mouth  must  be  clean  or 
it  will  be  the  distributor  of  diseases.  The 
mouth  cavity,  unlike  any  other  organ  of  the 
body,  is  under  your  complete  control.  You 
can,  if  you  will,  keep  it  clean. 

It  takes  years  to  outwit  disease.  Years  ago 
physicians  treated  diseases  after  they  devel- 
oped and  dentists  treated  teeth  after  the  con- 
dition was  established.  Now  physicians  vac- 
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einate,  innoculate  and  fight  the  disease  before 
it  is  communicated.  And  so  in  dentisti'y  we 
have  advanced  until  we  have  a new  and  logi- 
cal type  of  dentistry,  known  as  Preventive 
Dentistry,  and  we  are  surely  trying  to  teach 
the  coming  generation  the  value  of  our  teeth, 
the  relation  of  good  te  h to  good  health  and 
how  to  prevent  decay  and  its  assistant  dis- 
orders. To  the  adult  with  an  already  estab- 
lished condition  of  dental  caries  it  is  too  late 
for  preventive  dentistry  and  we  make  efforts 
to  correct  and  supply  the  loss  of  teeth,  and  re- 
lieve pain  and  suffering  by  means  of  correct- 
ive dentistry. 

The  child  should  be  taught  the  value  of  his 
teeth,  and  that  they  almost  entirely  controT 
our  digestion,  our  digestion  controls  our  blood 
supply,  and  without  the  latter  being  good,  our 
health  is  gone.  Our  efforts  must  be  centered 
on  the  child  and  on  the  very  young  child  at 
that.  The  school  is  the  logical  place  to  teach 
dental  health  and  its  relation  to  good  health 
habits.  Children  are  a very  important  factor 
in  our  coming  generation,  for  they  are  our  fu- 
ture citizens. 

There  is  one  hope  we  can  hold  out  to  this 
coming  generation  and  that  is  that  most  den- 
tal disorders  are  preventable.  An  average 
child  begins  to  get  his  permanent  teeth  at  5 
years  of  age.  They  have  been  forming  in  the 
gums  for  years,  so  you  see  one  cannot  begin 
too  early.  The  care  of  a child’s  teeth  should 
begin  with  the  pregnant  mother.  Every 
mother’s  diet  should  not  only  be  sufficient  for 
her  own  needs  but  for  those  of  her  child  as 
well.  Vegetables,  two  or  more  a day,  should 
be  green  or  leafy,  because  they  form  calcium 
from  which  teeth  structure  is  made.  Fresh 
fruits,  cereals,  such  as  whole  wheat  and 
coarse  grains,  meat,  fish,  poultry,  not  more 
than  once  a day,  eggs  occasionally,  water,  6 
glasses  daily,  milk  or  butermilk,  one  quart 
daily,  no  fried  foods,  pastries  or  stimulants. 
When  the  expectant  mother  knows  and  real- 
izes what  an  important  part  diet  plays  in  the 
life  of  her  child  our  first  battle  for  good  teeth 
is  won  and  we  are  on  the  way  to  easier  meth- 
ods. 

If  the  mother  has  had  proper  diet  and  the 
child  takes  the  advice  of  people  who  have 
studied  diet  and  health,  his  teeth  can  be 
soundly  built.  The  child  should  eat  plenty 
of  fruit,  apples  are  especially  good,  green 
vegetables,  such  as  spinach,  carrots,  celery, 
lettuce,  cabbage  and  tomatoes.  Plenty  of  milk, 
one  quart  daily,  coarse  bread,  such  as  whole 
wheat,  and  hard  cereals  that  will  give  exer- 
cise to  the  teeth  and  polish  them  also. 

Clean  the  mouth  and  teeth  on  arising,  at 
bedtime,  and  after  each  meal.  Decay  of  the 
teeth  is  caused  by  sugar,  starches,  and  par- 
ticles of  food  collecting  in  the  spaces  and  lit- 


tle grooves  between  the  teeth.  Here,  the 
ever  present  bacteria,  causes  this  to  ferment 
and  form  an  acid,  which  finally  dissolves  the 
enamel,  and  the  decay  then  reaches  the  pulp 
or  nerve.  When  decay  reaches  the  pulp  or 
nerve  the  tooth  is  practically  lost.  Sensitive- 
ness to  cold  or  hot  or  sweets,  usually  means 
decay  has  started. 

According  to  government  figures  every 
school  day  is  worth  from  $10.00  to  $40.00  pet- 
child.  Decently  surveys  have  been  made  and 
it  proves  that  it  costs  from  $25  to  $40  per  year 
to  educate  a child  in  the  grammar  school.  The 
general  average  of  pupils  who  fail  yearly  is 
40%.  Now  figure  for  yourself  the  amount  it 
costs  the  taxpayers  to  educate,  and  re-educate 
the  retarded  pupils.  You  say  what  has  this  to 
do  with  good  teeth?  If  after  making  surveys 
men  as  reliable  as  Dr.  Mayo  inform  us  that 
80%  of  children’s  disease  are  from  derange- 
ments of  teeth,  nose  and  throat,  and  90%  of 
deaths  occur  from  diseases  that  had  their  or- 
igin in  the  oral  cavity,  we  already  know  pu- 
pils are  absent  mostly  through  illness,  and  re- 
tarding is  the  result  of  illness,  we  readily  see 
what  an  important  place  good  teeth  hold  in 
general  health.  If  these  statistics  related  to 
any  other  ailment  the  country  as  a whole 
would  protect  and  demand  better  conditions. 
The  taxpayer  should  also  be  able  to  see  how 
much  could  be  saved  if  dental  health  were 
taught,  and  pupils’  mouths  had  care.  It  costs 
as  much  to  teach  a child  the  same  thing  the 
second  time  as  it  did  the  first. 

At  Andover,  Mass.,  96%  of  the  school  chil- 
dren examined  had  decayed  teeth.  Virginia 
figures  show  85%  of  her  children  have  decay- 
ed teeth,  California  spent  over  $4,000,000  to 
re-educate  60,000  pupils;  Minneapolis  spent 
$545,000  to  re-educate  14%  of  her  repeaters. 
Are  these  figures  not  astonishing?  Would  any 
any  business  man  allow  that  great  a loss  in 
his  business?  In  a recent  partial  survey  in 
Kentucky  56%  of  the  diseases  of  children  had 
their  origin  in  the  oral  cavity,  so  you  see  Ken- 
tucky also  has  an  expense  that  should  be  cur- 
tailed. 

The  task  of  cleanliness  is  not  hard.  Proper 
brushing  and  regular  visits  to  a dentist  who 
can  determine  if  your  teeth  are  staying  clean 
and  have  no  decay,  will  be  the  first  aid  to 
bettering  conditions.  He  can  and  will  cor- 
rect anything  in  its  incipiency  that  would  be- 
come a permanent  disorder. 

We  are  all  teachers.  You,  I know  realize 
the  value  of  dental  health  education.  T 
would  say  the  problem  is  for  you  to  solve. 
Will  you  do  it?  Get  busy  in  your  school. 
Have  a dental  examination.  Your  local  den- 
tists will  help  you.  See  and  prove  to  your- 
self the  need  of  dental  health  education. 
Work  out  a plan  for  yourself  or  write  us  for 
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one.  Many  schools  are  now  having  examina- 
tions semi-annually,  and  they  report  inter- 
esting things. 

In  conclusion,  I want  to  impress  upon  you, 
that  to  brush  the  teeth  and  not  brush  them 
well  is  a waste  of  time,  money  and  energy. 
The  practical  and  best  way  is  as  follows : 

Q.  What  kind  of  a tooth  brush  should  be 
used? 

A.  It  should  have  a stiff  handle  bent 
slightly  towards  the  working  end  of  bristle. 
The  bristles  should  be  hard  and  genuine  Si- 
berian, bleached  or  unbleached — unbleached 
for  hardest  usage.  The  bristles  should  be  1-2 
inch  long — six  tufts  to  the  brush  with  space 
between — covering  a length  of  about  1 1-8  in- 
ches along  the  support. 

Q.  Why  bristles  of  this  length? 

A.  So  you  can  readily  reach  the  gingival 
tissue  in  the  interproximal  spaces,  especially 
the  lingual  side. 

Q.  Why  so  hard  a brush  ? Genuine  Siber- 
ian bristle  is  very  hard,  especially  the  un- 
bleached. 

A.  A soft  brush  is  useless  as  it  will  not 
blanch  the  hard  gingival  tissue  when  pressed 
to  place  sufficiently  to  change  the  circula- 
tion. 

Q.  What  is  the  main  function  of  a brush  ? 
Judging  from  the  above  answer  it  is  not  to 
clean  teeth  but  to  do  something  else. 

A.  Its  main  function  is  to  stimulate  the 
supporting  structure  of  the  teeth. 

Q.  How  is  this  stimulation  accomplished  ? 

A.  On  labial  and  buccal,  by  pressing  the 
side  of  the  stiff  bristles  against  the  hard 
epithelium,  just  below  and  above  the  junction 
of  the  crown  and  gingiva,  while  holding  the 
bristles  in  this  bent  position  against  the  tis- 
sue, a rocking  or  vibratory  motion  with  the 
long  axis  of  the  handle  is  made  (back  and 
forth  only)  two  or  three  times  and  then  pass 
to  another  spot.  Exert  about  ten  pounds 
pressure  to  the  square  inch  while  doing  this. 
On  the  lingual,  place  about  one  half  the 
brush  endwise  in  the  mouth  and  give  plenty 
of  push  and  pull  motion  as  hard  as  you  can 
stand,  squeezing  the  tissue  up  against  the 
bone  and  teeth  straight  towards  the  inter- 
proximal crevices. 

Q.  Is  it  necessary  to  stimulate  when  den- 
tures are  worn  ? 

A.  These  same  motions  and  pressure 
should  be  applied  to  tissue  where  plates  and 
saddles  rest  because  the  pressure  of  denture 
interferes  with  circulation,  we  have  receding 
bone  tissue  and  flabby  gingival  tissue,  a roll- 
ing plate  and  tenderness  and  inability  to 
chew  hard. 

Q.  What  is  the  nature  of  this  gingival 
tissue;  is  there  not  danger  of  injury  to  it 
and  causing  recession? 


A.  The  hard  gingival  tissue  is  striated 
flat  cell  epithelium,  the  same  as  we  have  in 
the  palm  of  the  hand  and  on  the  sole  of  the 
foot.  This  method  of  stimulation  will  tough- 
en the  gingival  tissue  and  do  no  injury. 

Q.  What  is  the  normal  appearance  of 
healthy  gums  tissue? 

A.  A light,  translucent,  clear  sea  shell 
pink,  no  semblance  of  red,  purple  or  congest- 
ed tissue. 

Q.  IIow  often  should  the  gums  be  stimu- 
lated ? 

A.  Twice  each  day  going  over  all  surface 
each  time  at  least  three  or  four  times.  This 
usually  requires  about  ten  minutes,  making 
twenty  minutes  a day.  But  we  spend  more 
time  than  this  in  shaving,  shining  and  comb- 
ing. 

Q.  How  long  have  we  used  drugs  in  trying 
to  cure  pyorrhea  and  to  heal  pockets  and  to 
make  the  gingival  tissue  healthy? 

A.  Centuries,  especially  very  persistently 
and  scientifically  and  in  many  forms. 

Q.  Has  any  drug  yet  used  done  any  good 
in  any  way? 

A.  No. 


PIECE  OF  STEEL  REMOVED  FROM 
THE  EYE  WITH  MAGNET.* 

By  Claude  T.  Wolfe,  M.  D.,  Louisville. 

Patient,  0.  G.,  a male,  aged  27,  automobile 
mechanic,  from  the  interior  of  Kentucky.  On 
October  31st,  1926,  while  repairing  an  auto- 
mobile spring,  he  was  struck  in  the  right  eye 
presumably  by  a piece  of  steel  from  the  ham- 
mer he  was  using.  He  immediately  consulted 
his  physician  who  sent  him  to  a hospilal 
where  he  remained  four  days  and  was  thei» 
advised  to  consult  Dr.  J.  A.  Stucky,  of  Lex- 
ington, Ky.  Dr.  Stucky  had  several  roent- 
gen-ray pictures  made  of  the  eye,  which,  as 
you  can  see,  clearly  demonstrate  the  presence 
of  a foreign  body  in  the  posterior  portion  of 
the  eyeball.  Dr.  Stucky  referred  the  patient 
to  me  for  removal  of  the  foreign  body  Decem- 
ber 9th,  1926. 

Examination  showed  that  the  eye  was  quiet. 
A small  scar,  approximately  2 mm.  in  length, 
was  to  be  seen  at  the  sclero-corneal  junction 
at  about  five  o’clock.  There  was  slight  incar- 
ceration of  the  iris,  with  beginning  opacity 
of  the  lens,  at  a point  corresponding  to  the 
corneal  scar.  Tension  normal ; media  slight- 
ly cloudy  from  lens  opacity,  so  good  view  of 
the  fundus  could  not  be  had.  His  vision  was 
2-200  in  the  right  eve,  and  20-20  in  the  left. 

The  patient  was  immediately  sent  to  the 
Norton  Memorial  Infirmary  for  operation. 
With  the  tip  of  the  giant  magnet  in  contact 
with  the  anterior  surface  of  the  cornea,  the 

*Read  before  the  Louisville  Medico-Chirurgical  Society. 
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foreign  body  did  not  respond.  Accordingly 
sclerotomy  was  performed  between  the  ex- 
ternal  and  inferior  rectus  about  8 mm.  from 
the  cornea.  The  small  tip  of  the  giant  mag- 
net was  then  introduced  into  the  vitreous 
cavity  and  the  foreign  body  extracted  with- 
out further  difficulty.  The  object  is  a piece 
of  steel  measuring  approximately  4 mm.  in 
length  and  2 mm.  in  width. 

The  patient  remained  in  the  hospital  six 
days.  When  dismissed  December  15th,  the 
eye  was  quiet,  vision  2-200,  with  lens  opacity 
about  the  same  as  when  T first  saw  him.  I 
advised  him  to  consult  Dr.  Stucky  on  his  way 
home,  which  he  failed  to  do,  and  neither  Dr. 
Stucky  nor  I have  heard  from  him  since;  so 
no  report  as  to  the  present  condition  of  the 
eye  can  be  given.  However,  I assume  the  eye 
is  giving  him  no  trouble,  as  he  promised  to 
return  in  that  event. 

It  is  generally  agreed  that  a foreign  body 
within  the  eye  offers  an  extremely  unfavor- 
able prognosis,  and  even  though  the  object  is 
removed  the  prognosis  is  not  always  good.  I 
also  believe  the  opinion  is  practically  unan- 
imous that,  with  a foreign  body  in  the  eye 
which  cannot  be  removed,  sufficient  justifica- 
tion prevails  to  warrant  enucleation  of  the 
eye  to  avoid  injury  to  its  fellow. 

Jackson  says  the  earliest  possible  removal 
of  the  foreign  body  is  the  first  thing  to  be 
considered  in  nearly  all  cases,  and  it  usually 
should  be  done  at  any  cost,  even  to  enuclea- 
tion of  the  eye.  Even  after  the  successful  ex- 
traction of  a foreign  body  the  safety  of  an 
eye  is  not  assured,  for  in  the  majority  of 
cases  useful  vision  will  be  lost  and  the  in- 
jured eye  will  have  to  be  sacrificed  for  the 
safety  of  the  other.  Though  the  eye  seems  to 
do  well  for  a time,  it  may  become  the  site  of  a 
slow  uveitis  which,  after  weeks  or  months, 
will  destroy  it. 

In  the  event  the  foreign  body  is  non -mag- 
netizable, Wood  condemns  the  effort  to  re- 
move it  provided  it  has  remained  in  the  eye 
for  some  days  or  weeks,  believing  that  enu- 
cleation becomes  necessary  through  the  devel- 
opment of  an  iridocylitis. 

De  Schweinitz  believes  that  while  foreign 
bodies  in  the  background  of  the  eye  may  be 
tolerated  for  long  periods  of  time  with  re- 
tention of  good  vision,  they  “never  can  be 
trusted,”  as  they  are  likely  to  cause  degener- 
ative changes. 

Wurdejnann  says  that  permanent  tolera- 
tion of  a foreign  body  by  an  eye  is  so  excep- 
tional that  it  should  not  be  considered.  lie 
further  adds  that  foreign  bodies  in  the  pos- 
terior segment  of  the  eye,  if  allowed  to  re- 
main, as  a rule  not  only  destroy  the  sight  and 
cause  atrophy  of  the  globe,  but  may  result  in 


sympathetic  ophthalmitis. 

• Other  observers  report  more  encouraging 
results,  including  Snell,  whose  three  patients 
retained  useful  vision  after  several  years  had 
elapsed  following  removal  of  the  foreign  bod- 
ies. 

We  must,  therefore,  conclude  that  in  the 
majority  of  cases,  even  though  the  foreign 
body  has  been  successfully  removed,  the  prog- 
nosis  is  unfavorable,  but  that  exceptions  do 
occur,  and  it  occasionally  happens  that  the 
patient  retains  a useful  eye  that  remains  quiet 
and  in  no  way  endangers  its  fellow.  How- 
ever, an  eye  so  injured,  whether  the  p oreign 
body  is  removed  or  not,  as  Bulson  states,  is 
potentially  dangerous  throughout  the  life  of 
the  patient,  and  that  the  patient  should  be 
so  informed  in  order  to  be  on  his  guard  and 
ready  to  consult  a competent  ophthalmologist 
at  the  first  indication  of  trouble. 

DISCUSSION 

Samuel  G.  Dabney:  I have  seen  quite  a num- 

ber of  patients  with  foreign  bodies  in  the  eye, 
and  have  followed  a similar  treatment,  but  not 
exactly  the  same,  as  Dr.  Wolfe  has  described. 
Personally,  I think  it  is  not  good  judgment  to 
put  the  magnet  to  the  eye  after  a roentgen-ray 
picture  has  been  made,  as  there  is  a chance  of 
the  object  moving  from  the  location  it  original- 
ly occupied,  and  this  change  may  keep  us  from 
applying  the  magnet  to  the  best  point  if  a scler- 
al opening  is  decided  upon.  I recall  with  some 
satisfaction  that  I have  never  failed  to  remove 
a piece  of  steel  from  the  eye,  but  that  does  not 
mean  I succeeded  in  saving  every  eye. 

I was  a little  disappointed  by  the  statistics  Dr. 
Wolfe  presented  showing  that  the  most  of  these 
patients  eventually  lost  their  eyes.  So  far  as  I 
have  been  able  to  follow  them,  I think  most  of 
my  patients,  if  the  steel  was  removed  early, 
have  retained  useful  vision. 

An  interesting  case,  seen  a number  of  years 
ago,  because  the  steel  was  driven  into  the  vit- 
reous of  the  only  eye  the  man  had,  was  as  fol- 
lows: About  twenty-four  hours  before  I saw  the 
patient,  a man  aged  twenty-two  years,  a for- 
eign body  was  driven  into  the  right  eye.  The 
other  eye  had  been  completely  lost  in  childhood, 
— a shrunken  stump.  The  x-ray  men  have  be- 
come extremely  skillful  in  locating  foreign  bod- 
ies in  the  eye.  In  this  case  the  piece  of  steel 
was  far  posterior  in  the  eyeball.  The  man  was 
immediately  sent  to  the  hospital  and  under  an 
anesthetic  I made  an  incision  far  backward  in 
the  sclera  and  easily  removed  the  piece  of  steel 
with  magnet.  The  man  recovered  with  20-20 
vision  and  has  carried  that  sight  ever  since.  I 
have  seen  a number  of  these  patients  recover  af- 
ter removal  of  the  foreign  bodies  with  good 
vision. 

The  following  case  illustrates  the  necessity  of 
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good  x-ray  work:  I received  a telegram  one 

morning  from  Knoxville,  Tenn.,  merely  asking 
if  I would  be  in  the  office  the  next  day.  I an- 
swered that  i would.  The  patient,  a man  about 
twenty,  appeared  the  following  morning.  He 
said  that  a piece  of  steel  was  driven  into  his 
eye  three  or  four  days  previously  and  a Knox- 
ville oculist  wanted  to  remove  the  eye,  his  roent- 
genologist being  unable  to  find  the  foreign 
body.  It  was  five  days  after  the  accident  when 
I saw  him.  He  had  a traumatic  cataract  at 
that  time.  One  roentgenologist  located  the  for- 
eign body  far  backward  in  the  interior  of  the 
eye.  That  foreign  body  was  also  removed  with 
out  difficulty  by  means  of  a magnet,  and  after 
needling  the  cataract  the  patient  secured  vision 
of  20-40.  Some  years  afterward  I was  called 
to  Harlan,  Ky.,  to  see  a patient  in  consultation, 
and  stopped  at  Knoxville  to  see  the  boy  for  whom 
I had  removed  the  foreign  body.  He  still  had  a 
vision  of  20-40. 

Theoretically  one  might  suppose  that  removal 
of  a foreign  body  through  an  incision  in  the 
sclera  would  be  followed  by  detachment  of  the 
retina,  but  such  has  not  been  my  experience.  I 
am  aware,  however,  that  it  does  sometimes  oc- 
cur, as  well  as  late  iridocylitis. 

There  are  two  methods  of  removing  a foreign 
body  from  the  eye  with  magnet.  Professor 
Haab,  who  designed  the  large  magnet  now  in 
general  use,  still  favors  removal  through  the  an- 
terior portion  of  the  eye.  He  applies  the  mag- 
net anteriorly  and  draws  the  body  around  the 
lens  through  into  the  anterior  chamber  and  then 
removes  it.  I have  employed  that  method  only 
on  one  or  two  occasions.  In  foreign  bodies  in 
the  vitreous  I am  strongly  in  favor  of  posterior 
incision  as  soon  as  the  roentgen-ray  picture  is 
made;  the  magnet  is  then  inserted  in  the  incis- 
ion and  the  foreign  body  extracted.  I have  al- 
ways been  able  to  remove  a magnetizable  for- 
eign body  in  that  way,  but  have  not  saved  all 
the  eyes. 

I think  there  is  a chance  of  Dr.  Wolfe’s  pa- 
tient securing  improved  vision.  He  did  not  tell 
us  whether  opacity  of  the  lens  was  sufficient  to 
account  for  the  impaired  vision  of  2-200.  If 
traumatic  cataract  develops,  after  proper  need- 
ling the  patient  may  have  better  vision. 


A Simple  Preventive  Measure  Against  Tuber- 
culosis and  Infectious  Diseases  in  Children. — 

Armand-Delille  suggests  that  tuberculous  pa- 
tients should  wear  a cloth  mask  (surgical  mask) 
over  the  mouth  when  they  are  being  auscultated. 
He  believes  that  this  measure  may  save  many 
members  of  the  medical  profession  from  tuber- 
culous reinfection.  The  method  has  been  tried 
in  children  with  measles.  The  mask  was  applied 
when  the  children  were  moved  from  the  measles 
ward  to  other  parts  of  the  building  for  roent- 
genologic or  laryngologic  examination. 


TUMORS  OP  THE  NASOPHARYNX  AND 
ACCESSORY  SINUSES;  VIEWPOINT  OF 
THE  GENERAL  SURGEON.* 

By  J.  Garland  Sherrill,  M.  D.,  P.  A.  C.  S., 
Louisville. 

Certain  neoplasms  springing  from  the  naso- 
pharynx, the  accessory  sinuses,  the  tonsils  and 
contiguous  soft  structures,  interest  the  gen- 
eral as  well  as  the  rhinologic  surgeon.  In  the 
early  stages  these  growths  are  observed  by 
the  rhinologist  and  are  interesting  to  him 
throughout  the  entire  course.  They  are  only 
observed  by  the  general  surgeon  late  in  their 
course  of  development  when  their  operability 
is  problematical  and  the  necessary  surgery  is 
extensive  and  necessarily  of  the  radical  type. 
In  many  instances  tumors  which  have  been 
considered  benign  at  the  early  operation  for 
their  relief  have  recurred  and  shown  evident 
signs  of  malignancy. 

It  is  not  our  purpose  to  more  than  mention 
in  passing  the  milder  forms  of  growths  in- 
volving the  ring  of  Waldeyer  (1884),  the  so- 
called  adenoid  growths  of  childhood  which 
are  so  frequently  seen  in  the  nose  and  throat 
clinics — conditions  with  which  you  are  more 
familiar  than  the  Avriter.  These  adenoid 
growths  obstructing  the  vault  of  the  pharynx 
and  interfering  with  the  respiration  and  with 
the  development  of  the  child  are  so  familiar, 
both  in  their  pathological  and  clinical 
changes,  that  only  passing  mention  is  neces- 
sary. 

Nor  shall  we  consider  the  hypertrophied 
tonsils,  but  present  for  your  consideration 
that  less  frequent  class  of  neoplasms  which 
cause  more  serious  menace  to  life. 

The  conformation  of  the  nasopharyngeal 
structures,  the  arrangement  of  the  mucous 
membrane  extending  directly  into  the  maxi'- 
lary  antrum,  the  frontal,  the  ethmoid  and 
sphenoid  sinuses,  make  a fertile  field  for 
acute  and  chronic  infections.  Obstruction  to 
the  drainage  of  these  structures  from  inflam- 
matory swelling  and  the  prolonged  irritation 
resulting  therefrom,  would  appear  to  favor 
the  development  of  new  growths.  Up  to  this 
time,  hoAvever,  the  exact  causative  factor  in 
the  production  of  such  neoplasms  has  not 
been  determined.  G.  B.  New  states  that  in 
the  cases  of  adenofibromata  coming  under  ob- 
servation at  Mayo  Clinic,  1915  to  1919,  456 
in  number,  “A  review  of  the  histories  does 
not  furnish  any  etiologic  factor  or  factors 
that  might  determine  the  cause  of  these 
growths.  ’ ’ 

The  types  of  tumors  in  this  region  consist 
of : 

(1)  Mesoblastic  or  connective  tissue  turn- 

*Read  before  the  Louisville  Medico-Chirurgical  Society. 
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ors,  either  mature  or  immature. 

The  mature  types  of  connective  tissue  tum- 
ors are  found  as  fibromata,  angiomata  and 
myxomata.  Any  of  these  may  appear  as 
polypi.  Endotheliomaia  are  also  included  in 
this  group  since  they  arise  from  mature  mes- 
enchymal cells  lining  the  vessels. 

The  term  sarcoma  is  applied  to  the  imma- 
ture types  of  connective  tissue  growths. 

(2)  Glandular  tumors.  These  are  adenom- 
ata, which  are  benign,  and  adenocarcinomata, 
which  are  malignant  in  type. 

These  structures  resemble  the  secretory 
glands  and  are  epithelial  in  origin. 

(3)  Epitheliomata — 'which  spring  from 
surface  epithelium.  The  involvement  of  the 
nasopharynx  is  usually  secondary  from  adja- 
cent epithelial  tissue. 

The  simplest  forms  of  growths  are  recog- 
nized as  polyps.  They  spring  from  the  eth- 
moidal cells  and  are  observed  in  most  in- 
stances in  the  middle  meatus.  They  occur  at 
all  ages,  chiefly  in  adult  middle  life.  In  struc- 
tures they  have  the  appearance  of  an  edema- 
tous fibroma.  In  some  instances  they  have 
considerable  amount  of  myxomatous  tissue  in 
their  structure,  and  it  is  not  always  clear 
whether  they  should  be  classified  as  fibrous 
polyps  or  myxomatous  growths.  Apparently 
they  are  the  result  of  chronic  inflammation 
of  the  mucoperiosteum  and  bone  of  the  eth- 
moidal labyrinth,  in  other  words,  chronic  eth- 
moiditis.  A few  of  them  are  angiomatous  in 
type.  They  respond  to  radium  and  also  may 
be  relieved  by  clearing  out  the  ethmoidal  cells 
and  providing  free  drainage. 

Nasopharyngeal  fibromata  rarely  reach  the 
general  surgeon,  very  properly  being  treated 
by  the  rliinologist  or  the  radiologist.  They 
may  spring  from  any  portion  of  the  naso- 
pharynx, one  of  the  adjacent  sinuses,  or  from 
the  pterygomaxillary  fossa.  Milligan  states 
that  they  are  really  of  fibrocartilaginous  or- 
igin and  naturally  cease  to  grow  as  sutural 
lines  ossify. 

These  growths  are  relatively  rare,  occur 
most  in  males  and  in  young  individuals.  They 
vary  greatly  in  size,  grow  slowly  and  when 
large  cause  considerable  deformity.  As  a rule 
they  do  not  recur  after  thorough  removal  and 
show  no  metastasis. 

Sir  W.  Milligan  states,  “Although  naso- 
pharyngeal fibromata  are  histologically  be- 
nign in  not  producing  metastasis,  their  clin- 
ical course  may  be  described  as  almost  a ma- 
lignant one,  and  the  fact  that  many  are,  in 
parts  at  any  rate,  highly  cellular,  makes  the 
line  of  division  between  innocency  and  malig- 
nancy a very  thin  red  line.  The  exact  site  of 
origin  is  by  no  means  easily  determined,  and 
the  question  whether  they  are  pedunculated 
or  sessile  is  a point  of  much  importance,  botn 


from  a therapeutic  and  prognostic  point  of 
view.” 

Glandular  enlargement  only  follows  infec- 
tion from  obstruction  and  is  inflammatory  in 
nature.  The  growths  of  this  type  arising  an- 
teriorly are  soft,  while  those  in  the  vault  of 
the  pharynx  are  usually  of  firmer  type.  These 
tumors  are  for  the  most  part  made  up  of  firm 
interlacing  bands  of  connective  tissue. 

Chas.  J.  Adams  reports  an  unusual  growth 
blocking  the  pharyngeal  opening  of  the  left 
eustachian  tube.  It  was  attached  by  a some- 
what broad  base  well  up  on  the  tube  and 
caused  blocking  by  a ball  valve  action.  It  was 
removed  by  a snare.  The  sections  consisted 
chiefly  of  lobules  of  salivary  gland  tissue, 
separated  by  wide  bands  of  fibrous  tissue  and 
having  a narrow  band  of  lymphoid  tissue,  but 
no  lymph  follicles  in  its  structure. 

Angioma,  frequently  called  bleeding  poly- 
pus of  the  septum  is  a rare  type  of  tumor  in 
this  region.  It  is  usually  attached  to  the  an- 
terior inferior  part  of  the  septum  and  appears 
as  a small  nodular  tumor,  mottled  purplish 
red  in  color.  A few  cases  are  recorded  which 
took  their  origin  in  the  lateral  wall.  This 
structure  consists  largely  of  vascular  spaces 
with  interstitial  connective  tissue.  It  is  be- 
nign and  does  not  recur  after  complete  re- 
moval. Even  partial  removal  sometimes  re- 
sults in  shrinkage  of  the  remnant  of  the 
growth. 

Nasal  obstruction,  frequent  and  severe 
bleeding  are  the  prominent  symptoms  of  in- 
tranasal angioma.  The  diagnosis  may  be 
readily  made  by  the  site  of  the  tumor,  its 
color  and  its  tendency  to  bleed  when  touched 
with  a probe. 

True  myxoma  is  a rare  growth  which  arises 
from  embryonal  mucous  tissue,  but  certain 
fibromata  in  this  region  contain  considerable 
portions  of  myxomatous  tissue  and  are  not  in- 
frequent. It  is  sometimes  difficult  to  decide 
whether  the  myxomatous  tissue  in  a complex 
tumor  w'as  originally  a part  of  the  growth  or 
a degeneration  of  the  more  mature  tissue. 
Certain  edematous  tumors  resemble  very 
closely  the  myxomatous  growths. 

Endotheliomata.  These  tumors  spring  from 
the  endothelium  lining  the  blood  or  lymph 
vessels.  It  is  probable  that  the  endothelioma 
is  of  mesenchymal  origin.  There  is  consider- 
able difference  of  opinion  upon  this  point, 
and  according  to  Ewing  (Neoplastic  Diseases, 
1922,  P.  300,  310)  “ Embryological  data  do 
not  warrant  fundamental  distinctions  be- 
tween the  various  cells  now  commonly  group- 
ed as  endothelium  since  all  are  of  mesoderm- 
al origin.” 

The  close  relationship  of  the  endothelium 
to  the  connective  tissue  may  explain  the  re- 
semblance of  certain  endotheliomas  to  sareo- 
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ma.  On  the  other  hand  tumors  arising  from 
the  cells  of  serious  structure  more  closely  re- 
semble carcinoma.  This  latter  type  is  seldom 
seen  in  the  nasopharynx. 

Ewing  also  says,  “The  general  pathology 
of  endothelium  most  clearly  illustrates  the 
dual  tendencies  of  these  cells,  revealing  on  the 
one  hand  the  assumption  of  epithelial  quali- 
ties and  on  the  other  the  possession  of  certain 
potencies  of  connective  tissue  cells.” 

“The  endothelial  cell  in  tumors  usually  re- 
tains some  of  its  distinguishing  features  on 
which  alone  the  recognition  of  the  nature  of 
r,he  growth  may  often  be  based.  The  form  ts 
polyhedral,  often  pavement  in  type  and  oc- 
casionally cylindrical.  ’ ’ 

Some  sarcomas  are  specially  vascular  and 
may  show  neoplastic  endothelial  cells  in  close 
relation  with  the  immature  fibi*oblasts.  These 
tumors  may  not  be  differentiated  clinically 
from  sarcomata.  Before  the  diagnosis  of  en- 
dothelioma is  reached  the  evidence  should  be 
clear  and  conclusive. 

Sir  W.  Milligan  states  that  in  contrast  to 
the  rapid  and  fatal  course  of  sarcomatous 
growths  endotheliomata  are  comparatively  be- 
nign. He  records  one  case  with  several  recur- 
rences,  under  observation  just  over  five  years, 
and  in  each  recurrence  the  same  histological 
features  of  endothelioma  were  presented.  He 
considers  this  type  of  growth  suitable  for 
radium,  and  accounts  for  its  favorable  action 
because  of  the  small  amount  of  stroma  and  its 
numerous  thin  walled  vessels  and  the  fact  es- 
tablished that  the  endothelium  of  lymph  and 
blood  vessels  is  highly  radio  sensitive. 

Sarcoma.  This  class  of  tumors  appears  in 
the  young  from  eight  to  twenty  years.  It 
grows  rapidly,  is  encapsulated,  does  not  ul- 
cerate until  very  late,  but  tends  to  invade  ad- 
jacent sinuses.  It  may  be  more  correct  to 
state  that  the  growth  arises  in  one  of  the  sin- 
uses and  extends  to  the  nasopharynx.  This 
type  of  growth  causes  obstruction  and  results 
in  suppuration  within  the  sinuses.  It  is  slow 
to  produce  metastasis  and  the  cervical  glands 
only  enlarge  early  as  the  result  of  infection. 
Recurrence  is  likely  if  removal  is  incomplete. 
Radical  and  wide  extirpation  results  favor- 
ably. 

Histologically  these  tumors  are  made  up  of 
immature  connective  tissue  cells,  showing 
rapid  mitosis.  They  are  described  as  fibro- 
sarcoma, angiosarcoma  and  myxosarcoma,  de- 
pending largely  upon  the  character  of  the 
tissue  present.  Osteogenic  sarcomas  are  rare 
in  this  region.  Ewing  states  that  from  the 
choana  and  vault  of  the  pharynx  arises  the 
chondromyxoscarcoma  of  infants  and  child- 
ren. 

Adenoma.  This  is  a small  and  not  very 
important  group  of  neoplasms  consisting  of 


glandular  structure,  benign  in  type. 

Adenocarcinoma.  This  type  of  glandular 
epithelial  growth  is  somewhat  infrequent  in 
the  nares  as  a primary  affection.  It  is  more 
likely  to  arise  in  the  maxillary  sinus.  It  is 
rarely  observed  before  forty,  but  is  more  of- 
ten seen  after  that  age  than  sarcoma.  These 
tumors  may  spring  from  the  mucosa  of  the 
antrum  or  from  the  epithelial  dental  struc- 
tures, and  there  is  considerable  variation  in 
type.  These  growths  show  a persistent  ten- 
dency to  the  formation  of  asini,  which  however 
do  not  retain  their  typical  form.  Some  car- 
cinomas are  papillary  in  type  while  others 
are  composed  of  basal  cells,  in  rare  instances 
they  are  made  up  of  round  cells,  and  record- 
ing to  Ewing  these  round  cell  carcinomas 
probably  form  the  majority  of  the  so-called 
sarcomas  of  this  region.  Because  of  the  ab- 
sence of  alveolar  structure  and  definite  epi- 
thelial character  their  true  origin  is  usually 
overlooked. 

Ewing  states  that  melanoma  of  the  nares 
is  a very  rare  tumor  of  which  he  has  studied 
one  case,  reported  by  Coley,  in  which  the 
pigmentation  was  prominent  and  the  struc- 
ture carcinomatous. 

Melanotic  tumors  also  occur  as  sarcomata. 
Guggenheim  presented  a microphotograph  of 
metastatic  melanotic  sarcoma  of  the  nose  in 
which  the  cells  were  chiefly  of  the  small 
round  variety  and  there  was  some  evidence  of 
alveolar  formation. 

Carcinomata  of  the  antrum  and  naso- 
pharynx vary  very  greatly  in  their  structure 
and  their  clinical  course,  sometimes  growing 
slowly  and  again  quite  rapidly.  They  are  ex- 
tremely malignant  and  have  a marked  ten- 
dency to  recurrence  as  well  as  to  glandular 
metastasis.  They  usually  come  under  obser- 
vation after  they  have  progressed  beyond 
reasonable  therapeutic  aid. 

Epithelioma  arises  from  surfaces  lined  with 
squamous  cells  or  by  metaplasia  of  other  epi- 
thelial cells  forms  tumors  with  the  charac- 
ters of  squamous  epithelium.  The  term  epith- 
eloid  carcinoma  is  usually  employed  to  cover 
the  entire  group  of  basal  cell  and  squamous 
celled  growths.  Rarely  is  this  type  of  tumor 
found  in  this  region  as  a primary  growth. 
Usually  the  nasopharynx  and  sinuses  are  in- 
volved late  in  the  course  of  an  epidermoid 
cancer  of  the  cheek  or  buccal  cavity.  The 
course  is  progressive  and  the  outlook  unprom- 
ising. Only  very  early  and  very  wide  extir- 
pation offers  any  benefit  to  those  patients. 

The  most  important  of  these  are  the  malig- 
mant  growths,  sarcomata  and  adenocarcino- 
mata.  The  development  of  these  tumors  is 
usually  gradual,  either  springing  from  the 
mucous  membrane  or  the  subjacent  tissues. 

The  growth  pushes  forward  into  the  antrum 


September,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


509 


until  this  cavity  is  filled  and  then  it  appears 
as  a polyp  in  the  nares,  having  emerged 
through  the  nasomaxillary  foramen.  The 
sarcoma  appears  earlier  in  life,  runs  a more 
rapid  course  thai  carcinoma,  but  the  latter 
is  more  certainly  fatal. 

Other  growths  develop  from  the  ethmoid- 
al mucosa  and  similarly  appear  in  the  nasal 
fossa.  These  masses  tend  to  recur  after  re- 
moval unless  the  excision  be  of  radical  type. 
The  maxillary  growths  in  some  instances  ob- 
struct the  antrum  without  entering  the  nose. 
As  a result  the  antrum  becomes  filled  with 
tumor  tissue,  mucus  or  muco  pus,  and  by  pres- 
sure causes  absorption  of  bony  structure. 
Under  these  conditions  the  mass  appears  up- 
on the  cheek  or  palate.  Sooner  or  later  ul- 
ceration takes  place  and  further  extension  oc- 
curs. The  pressure  effects  vary  in  different 
cases.  Occasionally  extension  towaid  the  or- 
bit occurs,  interfering  with  the  lachrymal  sac 
and  in  some  cases  causing  displacement  of  the 
ball  of  the  eye.  In  these  cases  necrosis  of  the 
orbital  plate  is  usual. 

In  a few  cases  the  growths  extend  through 
the  skull,  resulting  in  pressure  upon  the 
nerves  emerging  from  the  cranial  cavity  and 
even  upon  the  brain  itself.  (New  mentions 
such  a case  in  J.  A.  M.  A.,  Vol.  79,  No.  1,  P, 
10  to  14). 

Even  the  benign  growths  may  cause  much 
disfigurement,  while  the  malignant  types  re- 
sult in  great  deformity. 

These  cases  usually  progress  to  a fatal  ter- 
mination. Symptoms:  The  clinical  picture  is 
by  no  means  typical.  Most  cases  develop 
slowly.  Some  are  first  noticed  because  of 
nasal  obstruction,  while  still  others  are  first 
evidenced  by  pain  of  a neuralgic  type,  local- 
ized in  the  teeth,  temple  or  head  which  can- 
not be  accounted  for  by  the  usual  and  sim- 
pler causative  factor.  Earache,  burning  pain 
in  the  head  covering  frontal,  temporal  and 
mastoid  regions,  have  been  noted  by  a num- 
ber of  observers.  Such  pain  is  often  attri- 
buted to  neuralgia  of  fifth  nerve. 

A few  cases  of  nasopharyngeal  tumors  have 
given  evidence  of  their  presence  first  by 
glandular  enlargement  in  the  neck.  Occas- 
ionally the  cervical  condition  masks  and  over- 
shadows the  primary  growth,  which  may  be 
entirely  overlooked.  Fixation  of  the  jaws  oc- 
curs, so  that  examination  of  the  pharynx  be- 
comes difficult  or  impossible.  Mastication  and 
swallowing  become  seriously  impaired.  The 
symptoms  presented  are  often  taken  to  be  the 
result  of  lues,  and  needless  delay  occurs  as  a 
result.  This  is  more  particularly  true  when 
lues  is  accompanied  by  a malignant  growth 
in  this  region,  since  there  may  be  a tempor- 
ary amelioration  of  the  symptoms  from  spe- 
cific medication.  Earache  and  deafness  are 


not  infrequent.  Eye  symptoms  according  to 
New  were  present  in  ten  out  of  forty-six  cases. 
Divergent  squint,  diplopia,  bulging  of  the 
eyeball  and  dimness  of  vision  have  been  ob- 
served. 

Some  of  these  growths  develop  primarily  in 
the  sphenomaxillary  fossa  and  quickly  press 
upon  the  sphenopalatine  ganglion  and  upon 
the  branches  of  the  fifth  nerve.  In  rare  cases 
the  Gasserian  may  itself  be  involved.  Such 
involvement  is  evidenced  by  neuralgic  pain 
and  later  numbness  over  the  distribution  of  the 
fifth  nerve.  It  is  difficult  at  times  to  differen- 
tiate such  a growth  from  brain  tumor.  Vas- 
cular disturbances  may  occur  from  direct 
pressure  on  the  veins,  as  bos  ophthalmos,  and 
also  by  sympathetic  nervous  involvement.  Ac- 
cording to  New,  only  thirty-eight  of  the  sev- 
enty-nine patients  presented  nasal  or  naso- 
pharyngeal symptoms,  such  as  bleeding,  or 
symptoms  of  nasal  obstruction.  Fifty-one  of 
his  seventy-nine  patients  with  malignant  dis- 
ease had  enlarged  glands  in  the  neck. 

New  claims  that  petro-maxillary  growths 
are  quite  a distinct  group  from  nasopharyn- 
geal tumors  which  usually  develop  in  Rosen- 
muller’s  fossa.  The  accuracy  of  this  obser- 
vation appears  doubtful.  According  to  New, 
in  thirty-two  cases  of  hard  fibromas  observed 
at  Mayo  Clinic  in  fourteen  years,  1910-1923, 
the  ages  of  the  patients  varied  from  10  to  31 
years.  Twenty-nirm  (90.6%)  were  under 
twenty-five.  The  activity  appeared  to  be  di- 
rectly related  to  the  age  of  the  patient.  Twen- 
ty-eight were  males,  four  females.  Duration 
was  two  to  six  years. 

The  clinical  picture  of  fibromas  is  more 
typical  (New)  than  that  of  malignant  dis- 
ease. He  says,  “They  have  a definite  life 
cycle,  starting  to  grow  about  puberty  and  con- 
tinuing active  until  the  age  of  about  twenty- 
five  years.” 

“The  tumor  is  more  amenable  to  treatment 
in  older  patients,  since  there  seems  to  be  a 
spontaneous  retrogression  after  the  age  of 
twenty-three  or  twenty-five  years.” 

Microscopically  benign ; clinically  malig- 
nant : This  type  does  not  result  in  metastas- 
is. They  may,  however,  cause  death  from 
pressure  effects. 

The  surgical  treatment  varies  in  the  type, 
location  and  extent  of  the  neoplasm.  Men- 
tion has  been  previously  made  of  simple  ade- 
noid masses  which  are  readily  handled  by  the 
scoop  or  snare.  They  may  also  be  benefitted 
by  irradiation. 

The  simple  types  of  fibroma  are  usually  re- 
lieved by  removal,  using  the  snare  or  electro 
cautery.  Some  of  these  cases,  particularly 
those  which  recur,  may  be  handled  by  a more 
radical  operation,  such  as  that  proposed  by 
Kocher  or  that  of  Moure,  as  modified  by  Vir- 
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ginius  Dabney,  or  by  the  Killian  method. 

Frequently  recurring  growths  involving 
the  maxillary  antrum  and  likewise  cysts  of 
this  cavity  may  be  readily  accessible  through 
an  incision  made  in  the  mouth  along  the  at- 
tachment of  the  upper  lip  through  the  mucous 
membrane  down  to  the  bone.  The  soft  struc- 
tures, including  the  incised  periosteum  are 
lifted  from  the  bony  attachment  and  the  wall 
of  the  antrum  exposed.  A free  opening 
through  the  bony  wall  of  the  antrum  gives 
very  good  access  to  this  cavity  and  a cyst  can 
be  readily  removed. 

Pedunculated  growths  springing  from  the 
antrum  can  also  be  handled  successfully  in 
this  way.  The  cavity  is  packed  with  gauze, 
and  closes  in  a short  time  by  granulation.  I 
have  successfully  employed  this  method  in 
cyst  (mucocele)  of  the  antrum. 

Dentigerous  cysts  may  be  treated  in  simil- 
ar way,  the  same  being  true  of  persistent 
cases  of  suppuration  of  this  cavity. 

The  malignant  types  of  tumor  require  a 
more  radical  method  of  treatment.  Both  the 
sarcomas  and  the  carcinomas  of  the  antrum 
are  essentially  fatal  maladies  and  in  order  to 
obtain  any  considerable  degree  of  safety  from 
recurrence,  surgical  attack  must  be  of  the 
most  radical  type.  Early  and  radical  remov- 
al, not  only  of  the  antrum,  but  also  of  the  en- 
tire maxilla  with  extensive  and  deep  cauter- 
ization of  the  attachments  of  the  growth  by 
the  actual  cautery  has  given  the  best  results 
in  our  hands.  Where  I have  been  induced  by 
weight  of  opinion  to  eviscerate  the  antrum 
and  depend  upon  radium,  the  results  have 
been  most  unsatisfactory. 

R.  Sonnenschein  (J.  A.  M.  A.,  V.  75,  No. 
13,  p.  860,  Sept.,  1920)  gives  a rather  com- 
plete resume  of  the  use  of  “Radium  in  the 
treatment  of  malignant  tumors  of  the  nose 
and  throat.”  He  reports  one  case  of  spindle 
and  round  celled  sarcoma  of  pharynx  which 
recovered  from  the  use  of  radium  and  was 
well  six  months  later.  2630  mgm.  hours  of 
radium  were  employed  by  means  of  needles 
and  plaques  in  this  case. 

In  addition  to  the  nasopharyngeal  growths 
requiring  radical  surgery,  cysts  of  the  frontal 
sinus  and  tumors  of  the  tonsils  must  be  con- 
sidered, since  these  conditions  often  demand 
radical  operative  measures.  Cyst  of  the 
frontal  and  also  of  the  maxillary  sinuses, 
clinically  benign,  may  cause  such  bone  des- 
truction from  pressure  and  such  disfigure- 
ment that  in  many  instances  radical  surgi- 
cal removal  becomes  necessary.  The  open  op- 
eration upon  the  frontal  or  some  modifica- 
tion will  prove  most  useful  in  these  cases.  The 
method  described  above  for  access  to  the  max- 
illary antrum  through  its  anterior  wall  under 


the  upper  lip  is  the  method  of  choice  for 
simpler  forms  of  maxillary  growths  or 
Moure’s  operation  may  be  employed.  The 
latter  is  particularly  useful  wheu  the  growth 
is  accompanied  by  ethmoid  disease  or  sup- 
puration of  the  lachrymal  sac. 

Malignant  tumors  of  the  tonsil  are  essen- 
tially fatal.  They  progress  so  rapidly  after 
coming  under  observation  and  are  often  so  ad- 
vanced when  first  seen  that  the  simplest  ex- 
amination is  made  with  difficulty.  It  is  dif- 
ficult to  open  the  mouth  sufficiently  to  correct- 
ly estimate  the  size,  consistency  or  extent  of 
the  growth.  The  most  important  point  in  the 
surgical  treatment  of  this  class  of  tumors 
lies  in  our  ability  to  make  such  neoplasms  easy 
of  access.  The  same  logic  applies  to  tumors 
of  the  tongue,  the  parotid  aud  to  submaxii- 
lary  growths.  We  have  found  malignant  tu- 
mors of  the  tonsil  to  be  made  easy  of  access 
by  following  the  method  of  Kocher.  This 
consists  in  making  a central  perpendicular  in- 
cision through  the  lower  lip,  division  of  the 
lower  jaw  at  the  median  line  and  retraction  of 
each  half  of  the  mandible  laterally.  The  ex- 
posure is  so  great  and  the  radical  removal  of 
the  growth  so  simplified  that  surprise  is  ex- 
pressed by  those  seeing  its  use  for  the  first 
time.  Healing  takes  place  with  practically  no 
deformity.  One  of  our  cases  in  which  this 
method  was  used  lived  seven  eyars  without  re- 
currence, dying  of  pneumonia. 

The  lateral  approach  through  the  neck  is 
never  so  satisfactory  as  is  that  of  Kocher. 

Some  of  the  radiologic  reports  are  encour- 
aging, and  they  may  stand  the  test  of  time. 
The  surgical  reports  in  the  malignant  cases 
are  not  flattering.  We  have,  however,  had  a 
sufficient  number  of  recoveries  to  justify  the 
most  radical  pi-ocedure.  A decision  between 
the  relative  merits  of  the  two  plans  cannot 
be  made  from  the  present  light  upon  the  sub- 
ject. 

The  writer  is  convinced  that  all  the  tumoi’s 
desci’ibed  are  best  treated  by  sui'gical  l’emoval 
when  it  may  be  safely  accomplished.  It 
should  be  complete  in  every  case.  A suspic- 
ion of  malignancy  should  demand  extremely 
radical  woi’k.  Otherwise,  the  attendant  should 
seek  some  other  method.  This  is  no  place  for 
the  timid  surgeon. 

Complete  accord  between  the  rhinologist, 
the  l-adiologist  and  the  surgeon  will  produce 
the  best  results. 
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DISCUSSIONS 

Samuel  G.  Dabney:  A case  of  fibroma  of  the 

nasopharynx  cured  by  radium  has  already  been 
reported  by  me  to  this  society.  Since  that  re- 
port twenty-three  cases  have  been  treated  in  a 
similar  way  at  the  Mayo  Clinic  (probably  more 
by  this  time)  with  excellent  results.  I believe, 
therefore,  that  the  first  treatment  to  be  tried 
in  this  disease  is  radium.  Should  it  fail,  the 
best  treatment  is  probably  “wrenching  off”  the 
growth  with  powerful  forceps.  This  treatment 
seems  both  much  more  effective,  and  much  less 
apt  to  cause  alarming  hemorrhage,  than  the  use 
of  the  snare. 

I have  seen  a few  cases  of  malignant  disease  of 
the  antrum  of  Highmore.  In  association  with  Dr. 
Sherrill  I saw  one  he  has  already  described.  An- 
other was  declared  inoperable  by  a general  sur- 
geon at  the  time  I first  saw  him.  The  most  in- 
teresting feature  of  this  case  was  the  remarkably 
slow  development,  but  the  ultimate  outcome  was 
fatal.  There  is  a strong  tendency  for  these  an- 
trum growths  to  invade  both  the  nose  and  the 
orbit. 

I have  seen  a few  cases  of  sarcoma  of  the  ton- 
sil— one  fatal  case  in  a child  under  twelve  years 
old.  Of  lymphosarcoma  of  the  tonsil  I have  also 
seen  several.  In  two  of  them  radium  produced 
brilliant  results  in  regard  to  the  disease  in  the 
throat,  but  both  patients  died  within  a year  or 
two  apparently  of  metastasis  to  the  stomach. 

In  regard  to  growths  in  the  antrum  of  High- 
more:  It  may  be  of  historical  interest  to  note 
that  transillumination  (now  one  of  our  routine 
measures  in  inflammatory  conditions  of  the  sin- 
us) was  first  used  as  a diagnostic  measure  by 
Heryng,  of  Warsaw,  in  the  diagnosis  of  tumors. 

Claude  T.  Wolfe:  Dr.  Sherrill  has  given  us  an 

excellent  paper  on  a most  interesting  subject. 
He  has  covered  the  subject  thoroughly.  For  the 


purpose  of  classification  these  tumors  are  divided 
into  the  simple  and  malignant  types.  Simple  tu- 
mors are  seen  most  often,  but  I do  not  look  up- 
on either  simple  or  malignant  tumors  as  being 
of  common  occurrence  especially  if  we  consider 
the  number  of  patients  we  see  daily.  Polyps  are 
observed  quite  frequently,  but  they  are  not  as 
common  as  we  have  been  led  to  believe.  In  the 
simple  types  of  tumors  we  have  the  ordinary 
nasal  polyp,  fibroma,  osteoma  and  cysts.  In  the 
malignant  types  we  have  sarcoma  and  endothe- 
lioma and  epithelioma. 

Nearly  all  these  tumors  produce  identical 
symptoms  in  the  beginning  stages.  In  the  very 
early  stage  there  is  no  pain  in  connection  with 
either  the  malignant  or  benign  type  of  tumors. 
One  of  the  first  symptoms  of  which  the  patient 
complains  is  nasal  obstruction,  and  this  is  usual- 
ly attended  by  a catarrhal  process  in  the  form 
of  discarge  or  infection  which  necessarily  ac- 
companies a condition  of  this  character. 

In  the  differential  diagnosis  between  malig- 
nant and  benign  tumors,  the  age  of  the  patient 
must  be  considered.  We  know  that  it  is  fortun- 
ate most  of  these  tumors  occur  in  the  antrum 
as  it  is  in  that  location  they  are  most  amenable 
to  treatment  from  a surgical  standpoint.  Sar- 
coma may  occur  in  very  young  people.  Thomp- 
son mentions  having  seen  one  in  a child  of  nine 
years  and  records  another  case  in  a child  of  four 
years.  Carcinoma  and  epithelioma  occur  in  very 
much  older  people,  and  these  types  of  tumor  of- 
fer the  least  results  so  far  as  surgery  is  con- 
concerned.  Not  often  do  we  see  any  of  these 
tumors  developing  in  children.  Nasal  polypi 
chiefly  occur  between  the  ages  of  20  and  30 
years  and  are  said  to  be  more  common  in  men 
than  in  women.  They  are  very  rarely  found  in 
the  young.  Obstruction  is  a symptom  which  is 
present  in  both  types  of  tumors.  In  the  malig- 
nant type  the  progress  of  the  tumor  is  very 
much  more  rapid  than  in  the  benign  form,  and 
there  is  greater  tendency  to  involvement  of  ad- 
jacent structures  especially  the  cervical  glands. 
There  is  always  a tendency  toward  bleeding  in 
the  malignant  type  which  is  not  a characteristic 
of  the  benign  form,  except  in  fibroma  which  may 
become  exoriated  when  of  course  bleeding  oc- 
curs The  rapidity  with  which  the  growth  de- 
velops is  very  much  more  marked  in  malignant 
than  benign  tumors,  and  pain  is  a constant  symp- 
tom of  the  malignant  type. 

As  to  the  method  of  treatment:  In  the  be- 

nign type  and  in  simple  polyps  the  best  treat- 
ment is  probably  the  snare.  A cold  wire  snare 
is  passed  around  the  tumor  and  instead  of  cut- 
ting it  away  after  the  wire  is  firmly  tightened 
we  simply  pull  the  growth  until  it  separates  en- 
deavoring to  remove  the  entire  base.  In  fibro- 
ma and  osteoma  we  have  to  depend  upon  sur- 
gery or  radium.  I saw  the  first  patient  men- 
tioned by  Dr.  Sherrill.  We  implanted  radium 


512 


KENTUCKY  MEDICAL  JOURNAL 


[September,  1927 


needles  and  the  results  were  phenomenal  to  me. 

It  seems  as  though  both  Rouge  and  Moure 
have  devised  operations  that  will  likely  supplant 
a partial  or  complete  resection  of  the  jaw,  es- 
pecially in  the  early  stage  of  malignant  tumors. 
The  Rouge  operation  is  especially  mentioned  in 
recent  literature.  These  two  operations  to  a 
certain  extent  have  superiority  over  resection, 
either  partial  or  complete,  of  the  upper  jaw.  In 
the  Rouge  operation  he  has  an  assistant  stand 
behind  and  retract  the  lip,  makes  an  incision  at 
the  junction  of  the  lip  and  gum  extending 
through  the  periosteum,  retracting  the  soft 
structures  until  he  has  the  lip  well  upward  over 
the  nose.  In  that  way  he  exposes  the  interior  of 
the  nose  sufficiently  and  avoids  the  ugly  scarring 
deformity  which  results  from  complete  or  par- 
tial resection  of  the  upper  jaw.  In  the  Moure 
operation  he  begins  the  incision  at  the  inner 
canthus  which  is  extended  downward  along  the 
side  of  the  nose  reflecting  the  soft  structures, 
cutting  through  the  nasal  bones,  and  in  this  way 
exposes  the  antrum  and  inter:or  of  the  nose  to 
practically  as  good  advantage  as  in  making  an 
incision  for  resection  of  the  jaw. 

These  tumors  offer  us  more  when  they  involve 
the  antrum.  Carcinoma  and  sarcoma  involving 
the  ethmoid  labyrinth  are  practically  hopeless 
unless  benefit  can  be  obtained  from  radium. 

Malignancy  of  the  throat  most  often  involves 
the  tonsil,  soft  palate  or  uvula.  Very  rarely  do 
we  find  malignancy  involving  the  posterior  wall 
of  the  pharynx.  I believe  in  these  cases  surgery 
should  be  undertaken  as  early  as  possible. 

As  a differential  point  we  must  distinguish 
between  syphilis  and  malignancy.  In  sarcoma 
we  do  not  find  involvement  of  the  cervical 
glands  as  early  as  in  carcinoma,  and  the  patient 
may  have  a syphilitic  process  eng-afted  upon 
malignancy  of  the  tonsil.  In  many  instances  we 
must  rely  upon  the  laboratory  to  help  make  the 
differential  diagnosis.  A positive  Wassermann 
reaction  does  not  exclude  malignancy,  because 
the  patient  may  have  syphilis  and  malignancy  at 
the  same  time.  When  doubt  exists  a small  piece 
of  tissue  may  be  removed  with  punch  forceps 
and  submitted  to  pathological  examination. 

Adolph  O.  Pfingst:  Malignant  growths  in  the 
nose  and  nasopharynx  have  always  been  of  in- 
terest to  me.  It  seems  that  sarcoma  is  a little 
more  frequent  than  epithelioma.  The  mucous 
membrane  of  the  nose  furnishes  a very  favorable 
field  for  confirmation  of  Cohnheim’s  theory  of 
cell  detachment  and  inclusion,  because  we  have 
here  three  varieties  of  epithelium.  In  the  lower 
portion  of  the  nasal  cavities  we  have  squamous 
epithelium  practically  a continuation  of  the  skin 
into  the  nose,  then  transition  into  columar,  the 
higher  in  the  nose  the  ciliated  epithelium.  Such 
transitions  of  tissues  furnish  a favorable  field 
for  tbe  development  of  malignant  growths.  Sar- 
comata that  develop  in  the  nose  and  in  the  an- 


trum are  largely  of  the  small  spindle  cell  and 
round  cell  types.  As  Dr.  Sherrill  said  they  are 
slow  in  their  development,  but  that  is  only  true 
so  long  as  they  remain  within  the  confines  of 
the  antrum.  When  they  penetrate  the  nasal 
cavity  their  growth  is  very  rapid,  especially  the 
small  round  cell  varieties.  The  large  cell  type 
which  contains  many  giant  cells  is  slower  in  its 
growth,  and  is  less  malignant  than  the  other  var- 
ieties. 

One  peculiarity  about  these  growths  that  Dr. 
Sherrill  did  not  mention  is  that  they  seldom  met- 
astacize. 

I am  sure  that  if  these  cases  would  seek  the 
help  of  the  rhinologist  earlier  and  thus  lead  to 
earlier  diagnoses  we  could  save  more  of  these 
individuals.  It  is  a difficult  problem  in  the  be- 
ginning to  make  a diagnosis.  First,  because  the 
individual  does  not  come  for  diagnosis.  Many 
people  who  have  secretion  in  the  nose,  either  bi- 
lateral or  unilateral,  do  not  pay  much  attention 
to  it.  Even  if  they  do  seek  advice  for  chronic 
unilateral  discharge,  the  chances  are  the  rhino- 
logist would  not  always  be  able  to  diagnose  an 
antral  neoplasm  readily.  However,  unilateral 
discharge  of  long  standing  which  does  not  yield 
to  suction  and  irrigation  should  certainly  arouse 
suspicion  of  a more  serious  disease  within  the 
antrum.  We  should  not  attach  too  much  import- 
ance to  transillumination.  Sometimes  the  growth 
is  very  small,  especially  epitheliomata  which  do 
not  attain  the  size  of  the  other  types,  and  in  such 
cases  we  cannot  attach  a great  deal  of  import- 
ance to  transillumination.  Then,  too,  the  bone 
of  one  side  may  be  thicker  than  on  the  other  and 
interfere  with  this  method  of  diagnosis. 

The  question  of  glandular  involvement  is  in- 
teresting. I think  Dr.  Sherrill  is  mistaken  re 
garding  enlargement  of  the  glands  on  the  side 
of  the  neck.  In  malignancy  of  the  upper  part 
of  the  nose  and  pharynx  we  find  that  the  suboc- 
cipital  and  retropharyngeal  glands  are  involved. 
These  glands  are  not  easy  of  detection.  The 
glands  below  the  angle  of  the  jaw  referred  to 
by  Dr.  Sherrill  result  from  tonsillar  disease  and 
affections  of  the  teeth.  Sarcomata  develops 
largely  from  the  periosteum  and  perichondrium 
of  the  nasal  septum.  They  also  develop  from 
the  fibrous  tissue  covering  the  turbinates.  Epi- 
theliomata develop  from  the  mucous  membrane 
of  the  antrum. 

I agree  with  Dr.  Sherrill  regarding  treatment, 
that  in  malignant  tumors  resection  of  the  super- 
ior maxilla  is  the  indication.  It  seems  to  me  that 
the  proper  method  of  procedure  would  be  a re- 
section followed  by  application  of  radium  to  de- 
stroy possible  diseased  areas  in  the  soft  tissue 
not  removed. 

L.  Wallace  Frank:  We  have  had  several  cases 

of  malignancy  of  the  soft  palate  and  tonsil. 
About  two  years  ago  we  saw  a woman  with  bilat- 
eral sarcoma  of  the  tonsil,  proven  so  microscop- 
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ically,  whom  we  treated  with  radium.  As  a test 
of  radium  it  was  not  fair  in  that  the  patient  had 
large  glandular  masses  in  the  neck.  Following 
treatment  the  patient  was  exhibited  before  a 
meeting  of  the  Jefferson  County  Medical  Society. 
The  tonsillar  tumors  and  enlarged  glands  had 
disappeared.  The  patient  died  about  twelve 
months  later  from  internal  metastasis.  Should 
such  patients  be  seen  early  and  treated  with 
radium  the  results  would  be  more  likely  per- 
manent. So  far  as  sarcoma  is  concerned  the 
primary  results  are  usually  favorable  whether 
treated  with  radium  or  the  x-ray.  In  carcino- 
matous growths,  of  the  soft  palate  or  tonsil  we 
may  eradicate  the  primary  lesion,  but  the  prob- 
abilities are  the  patient  will  develop  metastasis. 
We  believe  all  these  patients  should  have  in  ad- 
dition to  local  radium  or  diathermy  if  that  meth- 
od  is  preferred,  a surgical  operation  upon  the 
neck  with  excision  of  all  the  gland  bearing  area. 

Regarding  malignant  growths  of  the  superior 
maxilla,  we  are  of  the  opinion  that  excision  com- 
bined with  the  use  of  the  actual  cautery  offers 
the  best  results.  In  those  growths  where  the  per- 
iosteum, mucoperiosteum  and  bone  are  involved 
the  effect  of  radium  is  practically  nil.  Unless 
radium  is  used  until  the  bone  sloughs  away  no 
benefit  is  accomplished.  What  effect  radium 
will  have  on  the  adjacent  structures  such  as  the 
eye  we  do  not  know,  nor  can  we  determine  how 
deep  penetration  will  be  from  diathermy.  We 
believe  the  actual  cautery  is  the  better  proced- 
ure. When  it  comes  to  handling  malignancy  in 
this  locality  all  thought  of  cosmetic  results  must 
be  forgotten.  We  must  treat  the  pathology 
without  regard  for  the  patient.  We  must  erad- 
icate the  pathology  in  its  entirety  if  we  expect  to 
secure  favorable  results.  By  secondary  plastic 
operation  the  cosmetic  results  may  be  improved. 

Jesse  H.  Simpson:  The  conclusions  at  which 

I have  arrived  from  observation  are  along  the 
lines  emphasized  by  the  last  speaker  Tumors 
of  the  soft  parts  about  the  nose  are  best  treat- 
ed with  radium.  Tumors  that  are  confined  to 
bony  cavities  where  the  bone  is  undoubtedly  in- 
volved in  the  early  stages  cannot  be  successfully 
treated  with  radium.  They  must  be  treated  sur- 
gically. Malignant  tumors  involving  the  poster- 
ior ethmoid  and  sphenoid  are  invariably  fatal. 
The  antrum  is  the  bony  cavity  that  offers  the 
greatest  hope  for  success  so  far  as  malignant 
tumors  are  concerned. 

As  to  Dr.  Sherrill’s  methods  of  approaching 
this  part  of  the  human  anatomy,  I have  seen  him 
perform  one  or  two  operations  which  he  describ- 
ed. His  technique  was  most  skillful  and  I was  sur- 
prised at  the  beautiful  cosmetic  results  obtained 
by  his  method  of  making  the  incision. 

John  W.  Price:  I would  not  discuss  this  sub- 

ject except  for  the  fact  that  in  1914  Dr.  Louis 
Frank  was  kind  enough  to  refer  to  me  a patient 
who  had  tumor  of  the  antrum  of  Highmore.  In- 


vestigation disclosed  that  the  growth  was  a car- 
cinoma. We  performed  radical  removal  of  the 
superior  maxilla  qf  one  side,  using  the  Fergu- 
son incision  with  slight  modification,  following 
the  operation  by  free  use  of  the  actual  cautery 
to  the  edges  of  the  bone  and  soft  parts  after  the 
removal.  This  case  was  reported  before  the 
Southern  Medical  Association  a yq^tr  or  two  la- 
ter. 

The  point  I wish  to  make  is,  to  agree  with 
some  of  the  preceding  speakers  that  where  we 
have  a known  case  of  malignancy  of  the  antrum 
of  Highmore  radical  operation  must  be  consid- 
ered. I think  the  Ferguson  incision  is  perhaps 
the  one  of  choice.  The  deformity  following  the 
operation  is  infinitestimal  as  compared  with  the 
benefit  to  the  patient.  I have  a photograph  of 
a patient  upon  whom  I operated  by  this  method, 
taken  a few  weeks  afterward,  and  one  has  to 
examine  the  patient  closely  to  see  the  linear 
scar.  The  place  is  a very  favorable  one  to  make 
the  incision  and  the  tissues  heal  kindly  with 
minimal  scar.  The  deformity  following  the  op- 
eration is  so  infinitesimal  that  I think  we  may 
disregard  it  entirely  in  considering  the  opera- 
tion. I believe  the  results  are  far  more  satis- 
factory from  radical  surgery  than  from  the  use 
of  radium. 

As  regards  tumors  of  the  frontal  sinus:  I have 
had  only  one  such  patient  to  deal  with,  and  that 
was  a case  the  late  Dr.  A.  M.  Cartledge  operated 
on  in  1901.  The  woman  is  still  living.  She  has 
had  all  this  time  an  opening  of  the  frontal  sinus 
on  the  left  side.  My  recollection  is  that  the 
tumor  was  a fibroma  which  had  caused  destruc- 
tion of  the  anterior  plate  of  the  frontal  bone, 
but  there  was  no  destruction  of  the  supraorbital 
plate  and  no  involvement  of  the  eye.  The  pos- 
terior plate  was  also  involved  and  the  dura  is  ex- 
posed at  the  present  time.  This  opening  has 
been  present  for  about  twenty-six  years,  the  op- 
eration having  been  performed  early  in  1901. 
Dr.  Cartledge  performed  a secondary  operation 
with  an  effort  to  close  the  primary  defect  but  it 
was  unsuccessful.  He  removed  the  whole  front- 
al bone  and  brought  the  flaps  together,  but  there 
was  evidently  some  sloughing  because  the  open- 
ing has  never  completely  closed.  Dr.  Cartledge 
is  to  be  congratulated  upon  the  result  he  obtain- 
ed at  that  time  in  the  then  state  of  our  know- 
ledge of  surgery  and  particularly  cranial  sur- 
gery. The  patient  was  seen  by  Dr.  W.  T.  Bull, 
of  New  York,  fifteen  years  before  the  operation 
and  the  diagnosis  was  made  at  that  time  of  a 
frontal  sinus  tumor.  Dr.  Bull  remarked  that  it 
was  not  an  emergency  case  and  there  was  no 
necessity  for  immediate  intervention.  He  did 
not  believe  the  tumor  was  malignant.  The  pa- 
tient later  began  complaining  of  headache  rnd 
subsequently  the  tumor  caused  destruction  of 
the  frontal  plate.  Shortly  thereafter  she  was 
taken  to  the  hospital  and  operated  upon.  The 
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care  that  has  been  required  during  the  interven- 
ing twenty-six  years  may  be  of  some  interest. 
The  sinus  is  merely  irrigated  with  plain  tap  wa- 
ter and  thus  kept  clean.  This  is  done  every 
time  she  bathes  her  face.  For  a long  time  there 
was  some  drainage  into  the  nose  which  I think 
was  due  to  a certain  amount  of  involvement  of 
the  ethmoid.  As  time  has  gone  on  there  has  prob- 
ably been  healing  of  the  ethmoid  cells,  although 
seven  years  ago  she  had  some  nasal  polyps  which 
Dr.  Dabney  removed.  Since  these  polyps  were 
removed  she  has  had  freedom  from  symptoms, 
there  being  no  odor  and  no  discharge  from  the 
nose  or  frontal  sinus  opening. 

J.  Garland  Sherrill  (in  closing)  : While  it  is 
not  claimed  that  benign  growths  of  the  nasal 
cavieties  very  frequently  undergo  malignant 
change,  we  may  be  misled  by  the  examination  of 
a portion  of  the  tumor, — finding  it  zenign, — 
while  other  portions  of  the  same  growth  may 
show  evidence  of  malignancy.  My  experience  has 
been  that  very  few  patients  with  sarcoma  have 
glandular  involvement  in  the  neck.  I am  glad 
Dr.  Pfingst  called  my  attention  to  the  location  of 
these  glandular  enlargements  at  the  back  of  the 
neck.  Quite  a divergence  of  opinion  has  been 
expressed  by  two  prominent  observers  on  this 
subject.  Sir  W.  Milligan  says:  “Enlarged  glands 
are  never  a significant  feature  unless  there  is 
superadded  sepsis.”  Some  of  the  enlarged  glands 
may  be  due  to  suppurative  lesions.  Gordon  B. 
New  claims:  “Fifty-one  of  seventy-nine  patients 
had  enlarged  glands  of  the  neck.”  That  impress- 
ed me  as  being  a very  high  percentage  and  is  con- 
trary to  my  own  observation. 

The  principal  point  to  which  I wish  to  call  at- 
tention is  this:  In  dealing  with  malignant 
growths,  particularly  in  this  region,  the  opera- 
tive procedure  should  be  radical.  I prefer  the 
use  of  radium  following  the  removal  of  growths 
in  this  region. 

Role  of  Purification  of  Insulin  Preparations  in 
Phenomena  of  Hypoglycemia. — Chabanier,  Le- 
bert,  Lobo-Onell  and  Lumiere  assert  that  the 
morbid  phenomena  of  hypoglycemia  observed 
sometimes  in  the  course  of  insulin  treatment  oc- 
cur only  with  highly  purified  insulin.  About 
600,000  injections  of  a slightly  purified  insulin 
were  used  by  the  authors  in  diabetic  patients 
cured  of  glycosuria,  and  in  nondiabetic  patients 
with  atonic  ulcers.  Phenomena  of  hypoglycemia 
developed  in  a minimal  number  of  cases,  from 
occasional  causes.  The  relatively  high  percent- 
age of  hypoglycemia  reactions  in  the  American 
statistics  is  attributed  to  the  use  of  highly  puri- 
fied insulin.  Foreign  substances  contained  in 
the  nonpurified  insulin  seem  to  reduce  its  hypo- 
glycemia-inducing effect. 


GALVANISM  IN  THE  TREATMENT  OE 
INTERNAL  HEMORRHOIDS,  WITH 
REPORT  OE  CASE* 

By  A.  L.  Kincheloe,  Owensboro. 

It  is  indeed  a pleasure  to  me  to  have  the 
opportunity  of  presenting  to  the  Daviess 
County  Medical  Society  this  paper  for  your 
consideration,  reciting  to  you  a few  cases  and 
relating  my  experience  in  the  treatment  of  in- 
ternal hemorrhoids  by  Galvanism. 

The  history  of  hemorrhoids  antidate  the 
history  of  medicine,  and  the  first  treatment  of 
hemorrhoids  wras  by  an  application  of  an 
aqueous  solution  brewed  from  herbs,  followed 
by  dilitation  of  the  sphincter  muscle.  Un- 
doubtedly Lie  oldest  surgical  method  was  that 
of  ligature,  and  practiced  by  Hippocrates. 
For  ages  the  medical  profession  lost  sight  of 
the  rectum  as  a great  reflex  center,  and  one 
of  the  most  important  fields  for  focal  infec- 
tion, the  latter  by  reason  of  the  fact  that  the 
superior  hemorrhoidal  veins  return  the  blood 
from  the  rectum  into  the  inferior  mesenteric 
vein  and  directly  to  the  portal  circulation. 
The  middle  and  inferior  hemorrhoidal  veins 
return  the  blood  from  the  anus  and  the  cir- 
eum  anal  region  by  way  of  the  internal  iliac 
into  the  general  circulation.  The  rectum  is 
supplied  principally  by  the  sympathetic 
nerves,  hence  we  have  our  marked  reflexes. 
The  ano-rectal  region  bears  no  little  signifi- 
cance when  we  consider  reflexes  and  infec- 
tion. 

When  having  in  mind  an  object  to  be 
reached,  a goal  to  attain,  one  thing  should  be 
paramount  in  our  minds,  what  method  or 
plan  may  we  adopt  in  which  we  are  likely  to 
meet  with  the  least  resistance  and  thereby  ac- 
complish the  desired  results? 

Four  vital  points  should  be  gravely  consid- 
ered in  adopting  a remedy  for  the  ti’eatment 
of  human  ills : 

1st.  Does  it  jeopardize  the  life  or  limb  of 
the  patient? 

2nd.  Does  it  hold  out  a promise  for  cure, 
more  hopeful  than  any  other  other? 

3rd.  Is  it  safe  and  without  any  untoward 
sequalae  ? 

4th.  Does  it  cause  undue  pain  and  dis- 
turb the  patient’s  daily  routine  too  effective- 
ly? 

All  of  these  may  be  answered  in  the  affirm- 
ative as  regards  Galvanism  in  the  treatment 
of  internal  hemorrhoids. 

The  question  has  many  times  been  asked, 
“Will  they  return  after  the  treatment  of  Gal- 
vanism?’’ I answer  you  thus,  has  there  ever 
been  a remedy  since  Galen  or  Hippocrates 
used  in  which  we  could  promise  our  patient 
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that  he  would  never  have  hemorrhoids  again  ? 
If  so  I am  densely  ignorant  of  such.  I know 
that  some  good  surgeons  have  a rather  clever 
way  of  advising  the  patient  that  the  very  best 
way  is  to  go  to  the  hospital  and  have  the 
hemorrhoids  taken  out  by  incision  and  then 
he  will  never  have  any  trouble.  I asked  a 
very  good  surgeon  friend  of  mine  if  he  could 
operate  for  hemorrhoids  and  give  the  patient 
an  absolute  assurance  that  he  would  never 
have  them  again.  He  said  he  could,  and  I 
asked  how,  and  he  replied  he  would  excise 
all  of  the  blood  vessels.  I decided  at  this  time 
I would  not  let  him  operate  as  I preferred  a 
little  circulation  around  the  rectum.  Do  you 
you  think  this  good  surgery?  Just  so  long  as 
you  have  hemorrhoidal  blood  vessels  you  may 
have  hemorrhoids,  whether  you  are  treated  by 
Galvanism,  surgery,  injection  or  any  other 
method,  but  you  are  not  likely  to  have  after  a 
proper  treatment,  because  the  patient  has,  or 
at  least  should  have  learned  to  observe  bet- 
ter the  laws  governing  the  cause  of  such  ail- 
ments. Similar  causes  produce  like  effects. 
This  is  true  in  regard  to  the  laws  of  science, 
is  it  not?  The  same  condition  under  an  un- 
favorable environment  may  cause  a return, 
not  of  these,  but  new  ones.  But  we  can  hon- 
estly tell  our  patients  that  under  proper  ob- 
servance of  the  laws  of  health  he  will  never 
have  a recurrence. 

Does  surgery  insure  an  immunity?  You  can 
not  honestly  answer  this  in  the  affirmative. 

Does  Galvanism  insure  an  immunity?  No. 

Does  any  other  method  insure  an  immun- 
ity? Not  that  we  know  of.  I can  honestly 
tell  you  that  where  the  patient  has  followed 
the  treatment  rigidly  I have  had  no  com- 
plaint. However,  I have  observed  a number 
of  cases  of  hemorrhoids  in  patients  who  have 
been  previously  operated,  and  one  especially, 
a very  bad  case  of  internal  and  protruding 
hemorrhoids  who  had  been  operated  twenty 
years  previous.  I treated  him  probably  five 
or  six  times  in  as  much  as  he  had  a very  bad 
case,  some  of  them  fibrinous ; he  lives  today  a 
witness  for  Galvanism. 

Before  entering  into  a discussion  of  the 
treatment  of  hemorrhoids  let  us  find  a defin- 
ition : A benign  tumor  caused  by  a varicosity 
of  the  vein  or  capillary  blood  vessels,  thereby 
produeinug  vesical  stasis,  hyper-alkalinity, 
pain,  inflammation  and  swelling.  Here  we 
have  the  pathology  that  exists  in  hemorrhoids, 
and  is  due  to  some  vasomotor  disturbance, 
causing  a stasis  or  an  incomplete  circulation. 
Then  in  order  to  relieve  this  condition,  would 
you  seek  to  destroy  a part  of  the  circulation, 
or  woidd  it  be  good  judgment  to  establish  a 
normal  circulation  which  we  are  able  to  do 
by  the  Galvanic  current,  the  object  para- 


mount in  the  procedure  is  to  bring  about  a 
wholesome  and  healthful  condition  of  the  cir- 
culation. 

The  walls  of  the  blood  vessels  are  composed 
of  involuntary  muscular  fibres,  and  are  sup- 
plied by  the  vasomotor  nerves,  which  control 
the  involuntary  fibres.  The  positive  poll  of 
the  galvanic  current  sedates  the  vasomotor 
nerves,  constricts  the  blood  vessels  and 
shrinks  or  starves  the  tumor.  The  positive 
pole  carries  an  acid  medium.  The  blood 
stream  is  alkaline  tnd  by  introducing  the 
acid  medSium  it  neutralizes  the  alkalinity, 
therefore  destroys  bacteria,  reduced  inflam- 
mation and  aborts  pain.  The  positive  pole 
carries  an  oxygen  medium  and  serves  to 
build  up  or  construct  a new  and  healthful 
tissue.  When  we  treat  a hemorrhoid  by  Gal- 
vanism we  are  not  only  looking  after  a small 
circumscribed  area  but  are  helping  to  re- 
construct the  tissue  throughout  the  ano-rec- 
tal  region. 

I have  observed  that  after  the  treatment 
of  a given  hemorrhoid  as  many  as  two  of  its 
life  long  companions  vanish  like  a dream, 
caused  by  the  action  on  the  vasomotor  fibers. 
In  some  cases  of  not  long  standing  two  or 
three  treatments  suffice  to  make  them  disap- 
pear. However,  it  is  not  good  practice  to  dis- 
continue observations  in  these  cases  for  more 
reasons  than  one. 

In  Galvanism  I think  we  have  one  of  the 
very  best  remedies  for  internal  hemorrhoids, 
and  I think  a very  conservative  one.  It  is  not 
altogether  an  easy  procedure  and  requires 
some  skill,  perseverance  and  patience  to  exe- 
cute it  properly.  It  certainly  can  not  be  done 
in  a careless  and  indifferent  manner.  If  every 
case  was  just  a plain,  uncomplicated  and  sim- 
ple case  of  internal  hemorrhoids  it  would  in- 
deed be  easy,  but  we  so  often  meet  with  fis- 
sures, tags,  ulcers,  rigid  sphincters,  polypi, 
hyper-sensitive,  nervous  systems,  and  other 
conditions  that  add  to  the  burden. 

Personally  I am  quite  sure  that  Galvanism 
is  as  effective  in  the  treatment  of  internal 
hemorrhoids  as  surgery,  and  has  many  ad- 
vantages over  any  radical  operation  in  that 
there  is  no  danger  of  hemorrhage,  attended 
with  practically  no  pain  in  uncomplicated 
cases,  no  slough,  no  protrusion  after  the  first 
one  or  two  treatments.  The  results  are  pro- 
duced by  chemical  changes  in  the  hemorrhoid 
and  not  by  burning  or  cauterizing  as  we  may 
suppose.  There  is  no  destruction  of  tissue, 
hence  no  danger  of  infection. 

This  treatment  in  conservative  hands  is  ef- 
fective in  the  old  and  infirm  and  will  give 
positive  results  in  these  cases,  whereas  they 
may  drag  out  a miserable  existence  through- 
out the  remainder  of  their  lives.  Don’t  you 
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think  that  this  class  of  cases  at  least  should 
have  the  advantage  of  a trial  of  Galvanism? 
This,  if  no  other  reason  should  commend  it  to 
the  profession.  And  then  if  it  is  good  for 
the  aged  and  infirm,  why  not  for  all? 

As  far  as  I know  we  have  no  recorded 
cases  of  mortality  by  the  Galvanic  treatment. 
If  any  one  knows  of  a case  I would  like  to 
have  it.  I have  not  had  a sequelae  of  any 
consequence.  Had  one  case  of  post  operative 
hemorrhage,  which  recovered. 

1 am  asking  you  to  allow  me  to  give  you  a 
report  on  560  cases  as  reported  by  Penning- 
ton, of  Chicago,  and  taken  from  the  records 
of  St.  Mark’s  Hospital.  This  report  was 
made  in  the  National  Medical  Journal  a few 
months  ago.  536  were  perforated  by  the  liga- 
ture method,  15  by  clamp  and  cautery  and  9 
by  the  Whitehead  method.  There  were  two 
deaths  from  broncho-pneumonia,  58  cases  of 
constriction,  52  of  tags,  6 of  fistula,  5 of  sec- 
ondary hemorrhage,  2 of  submucous  abscesses 
and  one  of  fissure.  The  stay  in  the  hospital 
was  ten  days  for  the  clamp  and  cautery,  21 
for  the  ligature,  26  for  the  Whitehead  meth- 
od. 

In  the  Mayo  Clinic  Buie  reports  the  patient 
remains  in  bed  for  four  days.  Digital  ex- 
amination is  made  occasionally  during  the 
second  week  and  the  patient  can  be  dismissed 
permanently  in  some  twelve  to  fifteen  days. 
1 ask  you  to  contrast  this  with  the  .slight  in- 
convenience of  coming  to  the  office  say  six 
or  eight  times  at  the  most.  In  the  meantime 
suffering  but  little  pain,  and  comparatively 
no  loss  of  time  and  no  hospital  bill.  No 
sloughing,  no  scars,  no  danger  of  hemorrhage, 
no  constriction,  no  incontinence,  no  untoward 
sequalae.  I have  had  a good  many  grateful 
patients  who  are  proud  to  know  that  they  are 
cured,  and  I believe  that  they  will  tell  you 
that  they  appreciate  what  I have  done  for 
them. 

Pennington  estimates  that  about  10%  of 
the  patients  referred  to  him  have  been  operat- 
ed. Some  of  them  two  or  three  times. 

As  to  the  injection  method  I will  say  that 
my  experience  has  been  limited.  I do  not 
think  that  it  deserves  the  condemnation  that 
it  has  received  at  the  hands  of  some  members 
of  the  profession.  Tirrell,  of  Richmond,  has 
used  it  in  many  cases  with  gratifying  results, 
and  speaks  of  it  very  highly.  My  objection  to 
it  is  that  you  sometimes  get  a slough,  and  I 
am  not  fond  of  a slough  in  the  rectum.  We 
avoid  this  by  Galvanism. 

I wish  to  recite  to  you  a few  of  the  cases 
that  I have  treated  that  may  be  of  interest: 

Case  No.  1,  had  hemorrhoids  about  a year. 
Disposition  to  bleed  and  protrude,  considera- 
ble loss  of  weight  and  unable  to  earn  a living. 


Given  treatment  by  Galvanism  June  21st, 
28th,  and  July  8th,  1926.  Returned  July  15th 
for  inspection,  dismissed  cured.  Since  this 
time  has  gained  his  normal  weight  and  has 
no  trouble. 

Case  No.  2,  retired  farmer,  71  years  of  age, 
has  had  hemorrhoids  50  years.  Scarcely  able 
to  come  to  the  office.  Examination  revealed 
marked  case  of  internal,  prolapsing  hemor- 
rhoids of  the  fibrinous  type,  with  marked 
erosions.  Gave  Galvanism  over  a long  period 
of  time,  three  months,  on  account  of  the  na- 
ture and  long  standing  of  the  case.  At  the 
end  of  this  time  pronounced  cured. 

Case  No.  3,  male,  54  years,  farmer,  has 
had  hemorrhoids  for  ten  years.  Stated  to  me 
that  during  last  summer  he  had  to  keep  one 
hand  in  the  lapel  of  his  shirt  while  sucking 
tobacco,  which  he  used  to  keep  his  hemor- 
rhoids replaced.  This  patient  had  a post  anal 
ulcer,  and  the  first  treatment  gave  him  a good 
deal  of  pain,  'but  he  returned  in  due  time, 
took  the  second  treatment,  and  said  that  the 
first  treatment  was  worth  $1,000.  Hemor- 
rhoids never  protruded  after  the  first  treat- 
ment. 

Case  No.  4,  male,  47,  had  hemorrhoids  for 
25  years.  Had  done  no  work  for  more  than 
a year.  After  first  treatment  never  protrud- 
ed, and  after  five  treatments  was  dismissed 
cured. 

Case  No.  5,  laborer,  74  years,  had  hemor- 
rhoids and  constipation  20  years.  Examina- 
tion showed  large  protruding  and  strangulat- 
ed hemorrhoids.  Incised  and  removed  the 
clot  and  in  five  days  removed  external  hem- 
orrhoids. Returned  in  ten  days,  gave  Gal- 
vanism for  internal  hemorrhoids.  Never  sa\> 
him  again,  but  his  son  informed  me  that  he 
had  perfect  results,  which  I doubted.  The 
above  case  is  a father  of  case  No.  4.  They 
were  both  very  grateful  patients. 

Let  us  make  mention  here  that  I have  never 
treated  but  one  case  of  hemorrhoids  in  a pa- 
tient that  did  not  give  a history  of  same  in 
one  or  both  parents.  I am  persuaded  that 
this  ailment  is  hereditary. 

Case  No.  6,  male,  71  years,  farmer,  was  op- 
erated for  hemorrhoids  20  years  previous. 
Examination  showed  mass  of  large  marginal 
and  internal  hemorrhoids.  Patient  looked 
bad  and  felt  bad,  I am  quite  sure.  Was  not 
able  to  work  all  day  without  stopping  to  rest. 
Gave  him  four  or  five  treatments,  and  he  was 
instructed  to  return  in  three  months  for  in- 
spection. After  my  recovery  from  a long 
spell  of  sickness  I had  a very  grateful  letter 
from  him  in  which  he  stated  that  he  was  feel- 
ing like  a boy,  and  wanted  to  thank  me  for 
what  I had  done  for  him. 

I have  recited  to  you  these  cases,  not  in  de- 
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tail,  but  in  fact,  and  I want  to  assure  you 
that  there  is  nothing  that  adds  more  charm 
to  life  than  to  see  and  feel  that  you  have  been 
able  to  relieve  the  suffering.  And  I want  to 
take  this  opportunity  to  thank  the  good  doc- 
tors of  Owensboro  and  Daviess  County  for 
the  many  kindnesses  shown  nte,  and  will  say 
that  if  1 can  only  prove  myself  worthy  of  the 
trust  by  relieving  the  many  sufferers  from 
this  malady,  then  I shall  think  your  efforts  in 
saving  my  life  have  not  been  in  vain. 

OTITIS  MEDIA,  CHRONIC  PURULENT.* 
By  Hugh  H.  Richeson,  M.  D.  Louisville. 

This  condition  has  been  defined  as  a dis- 
charge from  the  middle  ear  which  has  existed 
either  continuously  or  at  frequent  intervals 
for  more  than  three  months.  All  physicians 
have  patients  that  have  discharging  ears  and 
impaired  hearing  due  to  this  condition,  but 
many  of  the  patients  do  not  want  treatment 
or  give  little  thought  to  it,  until  the  discharge 
'becomes  more  profuse  and  has  a bad  odor. 
This  is  especially  true  in  the  clinics,  where  the 
treatment  is  not  carried  out  in  the  acute 
stage.  This  leads  one  to  think  of  the  causes 
of  these  chronic  discharging  ears.  Kerrison 
says  that  about  twenty  per  cent  of  these  cases 
are  due  to  the  exanthemata,  such  as  scarlet 
fever,  measles  and  diphtheria.  These  patients 
have  their  resistances  lowered  by  these  dis- 
eases and  the  middle  ear  is  infected  and  re- 
mains so  for  several  weeks.  During  this  time 
many  drum  membranes  rupture  spontaneous- 
ly and  others  are  incised,  and  the  canals  are 
irrigated,  but  with  their  lowered  resistance 
and  many  times  an  insufficient  opening  in  the 
tympanic  membrane  the  mastoid  cells  become 
involved,  also  the  epitympanic  space  contain- 
ing the  ossicles.  The  symptoms  may  subside, 
the  discharge  become  less  or  only  a slight 
amount  in  the  canal,  but  the  infection  is  in 
these  cells  or  the  epitympanic  space  which 
prevents  the  perforation  in  the  drum  from 
healing.  The  necrosis  continues  but  there  is 
no  pain  over  the  mastoid  nor  headaches  and 
thus  the  family  and  patient  give  little 
thought  to  it,  thinking  that  it  will  soon  be 
alright. 

Now  in  the  adults  the  development  of  a 
chronic  otitis  media  is  not  as  frequent;  but 
r ost  of  them  develop  after  influenza,  pneu- 
monia, typhoid  and  added  to  these  are  tuber- 
culosis, syphilis  and  diabetes,  which  lower  the 
resistance  and  the  recuperative  power.  Fre- 
quently in  these  last  named  patients,  there 
will  be  a discharge  without  any  acute  symp- 
toms. These  patients  will  give  little  though) 
to  the  condition  until  an  acute  exacerbation, 
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which  in  the  majority  of  cases  there  is  an  in 
crease  in  the  discharge,  pain  and  swelling 
over  mastoid,  headache,  increased  tempera- 
ture and  the  hearing  more  impaired.  These 
cases  are  not  difficult  to  diagnose,  as  they 
simulate  an  acute  mastoid,  but  the  slow  des- 
truction that  has  been  going  on  in  the  mas- 
toid makes  the  condition  more  grave  than  the 
simple  acute  mastoid. 

The  complications  which  one  should  look 
for  are  sinus  thrombosis,  this  is  the  most  com- 
mon in  childhood,  brain  abscess,  involvement 
of  the  inner  ear,  blood  stream  infection,  which 
is  more  common  in  the  sinus  involvement,  and 
meningitis.  When  these  complications  arise 
with  the  external  symptoms,  they  are  antici- 
pated, but  they  may  arise  without  any  ex- 
ternal evidences.  There  may  not  be  any  dis- 
charge or  sagging  of  the  posterior  superior 
canal  wall.  The  only  symptoms  are  pain  in 
the  head,  increased  temperature,  say  101°  to 
104° ; perhaps  stiffness  of  the  neck,  dizziness 
and  vomiting.  All  of  the  symptoms  may  not 
be  present  at  the  same  time  but  any  one  or 
two  are  very  serious.  These  symptoms  may  be 
confused  and  not  be  attributed  to  the  ear,  but 
to  neuralgia,  a cold,  or  indigestion. 

The  importance  of  some  procedure  that  will 
stop  this  chronic  otorrhea  is  recognized  as  is 
stated  by  Ballinger,  “Life  Insurance  Com- 
panies have  justly  refused  policies  to  persons 
affected  with  chronic  otorrhea,  and  have 
granted  them  when  an  aural  surgeon  of  re- 
pute has  made  a written  satement  that  they 
were  cured  by  the  radical  operation.” 

In  order  to  give  a prognosis  and  institute 
proper  treatment  much  depends  upon  the 
amount  and  character  of  discharge,  the  posi- 
tion and  extent  of  the  perforation,  and  the 
x-ray  examination  of  the  mastoid.  If  there  is 
a discharge  that  has  an  odor,  one  would  at 
once  think  of  bone  destruction  which  has  been 
going  on  for  some  time  in  the  epitympanic 
space  and  also  in  the  mastoid  cells.  If  the 
perforation  in  the  drum  membrane  is  in  the 
lower  posterior  quadrant  and  the  discharge 
has  no  odor,  one  can  expect  good  results  bv 
therapeutic  measures  and  care  to  the  nose  and 
nasopharynx. 

Many  cases  of  otorrhea  in  the  young  that 
have  existed  from  several  months  to  one  or 
two  years  have  been  cured  of  this  discharge 
by  the  removal  of  the  tonsils  and  adenoids, 
after  which  the  perforation  healed.  If.  how- 
ever, the  perforation  is  in  the  upper  poster- 
ior quadrant  and  extending  to  the  annulus 
tympanicus  or  the  attachment  of  the  tympan- 
ic membrane,  which  shows  that  there  is  ne- 
crosis of  the  ossicles.  Often  when  this  condi- 
tion has  existed  for  some  time  there  are  gran- 
ulations coming  from  the  middle  ear,  as  well 
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as  cholesteatoma.  When  one  has  this  type  of 
ear  there  is  little  that  can  be  done  except  a 
radical  mastoidectomy. 

The  x-ray  is  very  valuable  in  diagnosing 
the  amount  of  involvement  as  well  as  the  re- 
pair that  has  gone  on  in  the  mastoid  cells, 
whether  one  has  a pneumatic  or  a sclerosed 
type  of  mastoid,  whether  there  is  a large  cell 
either  in  the  tip  or  in  the  zygomatic  cells  that 
has  remained  during  this  process  of  destruc- 
tion and  repair.  Also  the  x-ray  is  valuable 
in  determining  the  position  of  the  lateral  sin- 
us, so  much  so  that  if  the  sinus  is  far  for- 
ward and  the  mastoid  is  of  the  sclerosed  type, 
the  operator  knows  that  the  cavity  will  be 
small  and  he  can  guard  against  exposing  the 
sinus  or  perhaps  injuring  it. 

If  the  local  treatments  do  not  give  results, 
one  can  assure  the  patient  that  an  operation  is 
necessary.  Now,  there  are  mainly  two  types 
of  operations  that  have  given  the  best  results, 
the  modified  radical  and  the  radical  mastoid- 
ectomy. It  depends  upon  the  amount  of  path- 
ology found  in  the  middle  ear  and  mastoid 
cells  that  will  lead  one  to  decide  which  type 
of  operation  to  do.  If  there  are  no  polyps  in 
the  canal  and  the  posterior  canal  wall  is  not 
involved,  when  the  hearing  is  not  greatly  im- 
paired, and  the  patient  is  young,  good  results 
have  been  obtained  by  the  modified  radical 
This  operation  has  been  done  by  Jenkins  of 
England  and  reported  cases  in  the  British 
Journal.  He  gives  about  thirty-eight  cases 
operated  in  this  manner  with  very  good  re- 
sults. He  is  careful  to  remove  the  incus,  af- 
ter the  adhesions  in  the  aditus  ad  antrum 
have  been  removed.  He  has  found  that  of 
the  thirty-eight  incuses  removed  only  four 
had  no  pathology.  He  states  that  he  advises 
the  patients  that  a I'adical  operation  might 
have  to  be  done  later. 

In  going  over  a very  limited  amount  of  the 
literature  on  this  subject,  it  seems  that  the 
radical  operation  is  the  one  of  choice,  espec- 
ially when  there  is  a history  of  a discharge 
over  a period  of  years,  and  the  physical  and 
x-ray  findings  show  an  extensive  involvement; 
not  an  involvement  of  tip  or  the  cells  over 
the  sinus  especially  because  as  stated  before 
these  cells  may  have  undergone  repair  and  be 
sclerosed,  but  in  the  antrum  and  vault,  and 
also  the  adjacent  cells. 

The  radical  operation  as  was  first  done  by 
Ballance  of  England  and  Dench  in  this  coun- 
try, has  given  good  results.  The  main  points 
in  this  operation  are  the  removal  of  all  dis- 
eased tissue  and  a more  thorough  aeration  of 
the  cavity,  this  is  obtained  by  the  large 
meatal  flap  and  the  taking  down  of  the 
bridge,  throwing  the  middle  ear  cavity  into 
the  external  ear.  Great  care  must  be  exer- 
cised in  taking  down  the  posterior  bony  canal 


wall,  when  one  remembers  that  the  facial 
canal  follows  the  canal  wall  in  the  lower  seg- 
ment just  beneath  the  attachment  of  the  tym- 
panic membrane,  other  landmarks  and  dan- 
ger points  are  the  horizontal  semicircular 
canal  and  the  round  window  containing  the 
footplate  of  the  stapes.  When  all  diseased 
tissue  has  been  removed  and  the  mouth  of  the 
eustachian  tube  has  been  curetted,  so  that  it 
will  be  closed  by  adhesions  to  prevent  a tubal 
discharge,  and  the  blood  is  removed  from  the 
Cavity  and  Thiersch  grafts  are  applied  to  the 
cavity,  care  being  taken  to  remove  all  the 
fluid  under  the  grafts  by  tube  and  mouth  suc- 
tion. These  grafts  are  held  in  place  by  small 
pledgets  of  cotton  with  strings  attached,  then 
the  cavity  is  packed  with  plain  gauze.  The 
pledgets  are  removed  on  the  fifth  day,  and 
about  the  eighth  or  tenth  day  a small  dress- 
ing is  applied  to  the  posterior  incision  and  the 
canal  left  open  and  irrigated. 

The  above  method  is  used  by  Dench.  The 
after  treatment  is  very  important,  but  when 
the  skin  grafts  dermatize,  the  cavity  will  re- 
main dry  and  one  does  not  have  the  granula- 
tions that  would  be  otherwise.  Of  course  this 
large  cavity  will  need  to  be  irrigated  from 
time  to  time  to  remove  the  accumulations  of 
outside  debris. 

DISCUSSION 

Samuel  G.  Dabney:  I have  enjoyed  Dr.  Rich- 

eson’s  paper  and  think  he  has  given  us  a very 
good  resume  of  the  subject  of  chronic  suppur- 
ation of  the  middle  ear.  I was  particularly  in- 
terested in  what  he  said  about  the  different  var- 
ieties of  chronic  middle  ear  suppuration.  As  we 
know  the  prognosis  depends  a great  deal  upon 
the  site  of  the  perforation.  I think  he  might 
have  emphasized  that  point  a little  more,  but  he 
mentioned  it.  The  importance  of  this  was  for- 
cibly impressed  upon  my  mind  some  years  ago 
by  the  case  of  a man  with  chronic  middle  ear 
suppuration  who  was  sent  to  me  by  an  insur- 
ance company.  They  stated  in  the:r  letter  that 
they  never  accepted  a risk  in  which  the  perfora- 
tion was  in  the  attic,  that  if  I found  this  man 
had  a perforation  in  the  attic  in  the  posterior 
part  of  the  drum  membrane  he  would  be  reject- 
ed. Fortunately  he  had  no  such  perforation. 
That  shows  the  gieat  importance  they  place  on 
the  situation  of  the  perforation,  even  disregard- 
ing the  presence  of  polyps,  etc  . Perforation  in 
the  anterior  and  lower  part  of  the  drum  mem- 
brane attended  by  an  occasional  discharge,  with 
free  drainage  and  without  other  symptoms  or 
complications,  is  not  according  to  modern  ideas 
a contraindication  for  insurance. 

I think  the  pendulum  has  swung  backward 
somewhat  in  the  treatment  of  chronic  middle  ear 
suppuration.  I do  not  believe  there  are  as  many 
radical  mastoidectomies  perofrmed  now  as 
twenty  years  ago,  and  chronic  suppuration  of  the 


September,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


519 


middle  ear,  involving  the  lower  part  only,  with 
free  drainage  and  without  symptoms  or  compli- 
cations, is  not  necessarily  regarded  as  serious. 
I believe  it  was  Wilde  who  some  time  ago  form- 
ulated the  dictum  that  one  never  knows  when, 
where,  or  how  suppuration  of  the  middle  ear 
will  end.  I think  that  statement  was  too  broad, 
because  he  should  have  made  some  classification 
of  the  suppuration  as  to  the  site  of  perforation, 
the  character  of  the  discharge,  etc.  A perfora- 
tion that  involves  the  marginal  posterior  portion 
of  the  drum  membrane  is  always  likely  to  be  ac- 
companied by  bone  disease,  and  of  course  the 
most  serious  form,  as  I have  already  mentioned, 
is  where  the  perforation  involves  the  attic  and 
particularly  the  posterior  quadrant. 

In  regard  to  the  odor:  It  should  be  borne  in 

mind  that  odor  is  often  the  result  of  lack  of 
cleanliness.  It  is  only  when  the  odor  persists 
after  thorough  cleansing  that  it  indicates  dis- 
ease of  the  bone. 

Tuberculosis  of  the  middle  ear  is  more  com  • 
mon  than  we  are  apt  to  think.  It  is  character- 
ized in  the  main  by  a painless  course  and  fre- 
quently by  early  bone  complications,  and  there 
is  apt  to  be  more  than  one  perforation  in  the 
drum  membrane.  The  tubercle  bacillus  is  fre- 
quently difficult  to  find,  often  it  is  not  found  in 
the  discharge  from  the  ear,  but  the  clinical  symp- 
toms are  generally  sufficiently  characteristic  to 
warrant  that  diagnosis. 

A word  or  two  about  the  roentgen-ray:  It 

does  not  seem  to  me  that  the  x-ray  is  of  the 
same  value  in  chronic  suppurations  of  the  middle 
ear  as  it  is  in  the  acute  forms.  In  the  vast  ma- 
jority of  cases,  at  least  those  with  which  I am 
familiar,  the  report  of  the  roentgenologist  shows 
sclerosis  of  the  mastoid  cells.  While  I do  not 
wish  for  a moment  to  discredit  the  value  of  the 
roentgenologist’s  report,  as  a matter  of  fact  we 
already  know  there  is  sclerosis  of  the  mastoid 
cells,  because  there  is  always  more  compact  bone 
in  cases  of  long  standing  suppuration  of  the 
middle  ear.  So  it  does  not  add  very  much  to 
our  knowledge.  I do  not  believe  the  roentgen- 
ray  enables  us  to  differentiate  between  choles- 
teatoma of  the  mastoid  antrum  and  sclerosis. 

I had  the  pleasure  of  seeing  a case  in  consul- 
tation some  years  ago,  an  operative  case  in  which 
a large  cholesteatoma  was  found,  but  my  impres- 
sion is  that  the  roentgen-ray  report  merely  show- 
ed sclerosis.  Operation  disclosed  complete  ob- 
literation of  the  mastoid  cells  by  cholesteatoma. 
If  the  roentgen-ray  could  make  that  distinction 
for  us  it  would  be  a very  valuable  asset  in  the 
diagnosis. 

The  essayist  might  have  elaborated  a little 
more  on  the  medical  treatment  of  chronic  mid- 
dle ear  suppuration.  He  passed  almost  immed- 
iately to  the  surgical  treatment.  A certain  pro- 
portion of  cases,  particularly  those  in  which 
there  is  good  drainage,  and  where  there  is  no 


existing  bone  disease,  are  cured  by  persistent 
cleanliness  and  the  use  of  various  drums. 

Charles  K.  Beck:  I enjoyed  the  paper  very 

much.  Chronic  middle  ear  suppuration  is  of 
great  importance  to  the  whole  profession,  not  to 
those  of  us  only  who  are  specialists.  These  cases 
are  frequently  passed  over  too  lightly,  especially 
by  the  family  physician  and  the  pac.ents  them- 
selves, whereas  we  know  they  are  serious  and 
attended  by  a great  deal  of  danger. 

An  important  point  has  been  emphasized  by 
Ur.  Dabney  and  was  also  mentioned  by  the  es- 
sayist, that  is  the  location  of  the  perforation; 
but  the  patient  and  the  family  physician  do  not. 
know  of  this  fact,  and  so  long  as  no  harm  ;s  ap- 
parently being  done  they  are  not  inclined  to 
look  upon  it  as  being  serious.  All  these  patients 
should  be  carefully  examined  and  repeatedly  if 
necessary.  In  the  majority  of  cases  where  pain 
persists  for  quite  a long  time  either  the  perfora- 
tion in  the  drum  is  not  sufficient  for  good  drain- 
age, or  there  has  been  lack  of  cleanliness  as  Dr. 
Dabney  has  mentioned  and  the  ear  has  not  been 
kept  as  clean  and  open  as  it  should  be,  or  there 
has  been  involvemenut  of  structures  beyond  the 
middle  ear,  the  mastoid  or  attic  When  the  dis- 
ease has  extended  there  it  should  be  dealt  with 
in  a radical  way,  so  as  to  remove  the  danger  that 
is  hanging  over  the  patient  like  the  sword  of 
Damocles. 

Edmond  D.  Wells:  I have  enjoyed  Dr.  Riche- 

son’s  paper,  but  do  not  believe  everything  he  hac 
to  say.  I believe  it  is  rather  rare  that  a pa- 
tient with  chronic  otitis  media  need  undergo  A 
radical  operation.  Oftentimes  when  patients  are 
subjected  to  radical  mastoidectomy,  we  have 
“fallen  down”  on  the  diagnosis,  and  I believe 
this  frequently  happens  in  chronic  suppurations 
of  the  middle  ear. 

One  point  upon  which  I wish  Dr.  Dabney  had 
spoken  is  the  advisability  of  irrigating  the  ear. 
I think  irrigation  of  the  ear  does  a great  deal 
of  harm,  and  if  a man  understands  the  anatomy 
of  the  ear  I believe  he  will  agree  with  me. 

Another  important  point  in  making  the  exam- 
ination is  to  see  that  drainage  and  ventilation  are 
free.  If  there  is  any  obstruction  to  drainage 
and  ventilation  the  canal  should  be  cleansed  by 
using  oil  and  alcohol  with  menthol.  If  that  is 
done  and  the  strength  of  the  alcohol  gradually 
increased,  good  drainage  is  secured,  ventilation 
is  improved,  and  possibly  a mastoid  operation 
can  thus  be  avoided. 

Oscar  O.  Miller:  I would  like  to  ask  Dr.  Riche- 
son  whether  he  has  had  any  experience  in  treat- 
ing chronic  otitis  media  with  the  Kromayer 
lamp?  At  Waverly  Hills  we  see  quite  a number 
of  chronic  discharging  ears  in  adults  that  do  not 
yield  to  the  ordinary  methods  of  treatment.  We 
have  had  two  patients  recover  where  we  were 
able  to  reflect  sunlight  into  the  ear.  I have 
wondered  whether  the  Kromayer  light  as  been 
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used  for  this  purpose  and  with  what  results. 

Hugh  H.  Richeson  (in  closing)  : As  to  the 

value  of  the  roentgen-ray  in  chronic  middle  ear 
suppurations:  The  roentgenologist  usually  re- 

ports sclerosis  of  the  mastoid,  but  sometimes  he 
says  there  is  a cavity  far  posteriorly  as  an  air 
space  is  noted.  I recall  that  Dr.  Bass  operated 
upon  a patient  a few  months  ago  where  the  x-ray 
showed  a dark  shadow.  Operation  disclosed  a 
cavity  which  had  become  walled  off. 

So  far  as  cholesteatoma  is  concerned:  I am 
not  an  expert  in  reading  roentgenographic  films, 
but  I suppose  cholesteatoma  would  show  as  a 
cavity. 

No  doubt  many  patients  with  chronic  otitis 
media  are  operated  upon  that  should  not  be,  and 
maybe  some  should  that  are  not.  As.  Dr.  Dab- 
ney has  said,  the  site  of  the  perforation  must 
be  determined  in  estimating  the  prognosis.  Not 
infrequently  patients  are  admitted  to  the  hos- 
pital with  a chronic  discharging  ear,  with  the 
neck  and  back  stiff,  with  fever,  and  operation 
discloses  meningitis.  When  sinus  thrombosis  de- 
velops there  is  not  much  chance  of  saving  life. 

As  to  irrigating  the  ear:  If  there  is  a good 
sized  opening  in  the  drum,  especially  in  the  low- 
er quadrant,  and  the  canal  can  be  kept  clean 
without  irrigation,  that  is  probably  the  best  plan 
of  management.  If  the  patient  is  a child  and 
difficulty  is  experienced  in  keeping  the  canal 
clean,  irrigation  with  boric  acid  solution  is  ad- 
visable. If  there  is  a narrow  perforation  in  the 
tympanum  and  the  mastoid  is  filled  with  debris, 
it  is  hardly  advisable  to  irrigate  as  no  benefit  is 
likely  to  be  accomplished.  It  would  be  better  in 
such  cases  to  perform  mastoidectomy. 

I have  never  used  the  Kromayer  lamp  in  the 
manner  suggested  by  Dr.  Miller,  but  believe  it 
would  be  of  benefit. 


Bleeding  Nipple. — Kopp  analyzes  twenty-two 
cases  of  bleeding  nipple.  Pathologic  examina- 
tion was  made  in  twenty,  and  showed  that  in 
nine  the  cause  was  intracanalicular  papilloma,  in 
nine  others  chronic  cystic  mastitis,  in  one  a com- 
bination of  the  two,  and  in  one  precarcinoma. 
In  sixteen  the  secretion  from  the  nipple  was  the 
only  symptom.  In  nearly  all  it  resembled  ven- 
ous blood  in  appearance;  in  some  the  discharge 
had  at  first  been  serous,  and  had  gradually  be- 
come bloody.  He  does  not  approve  of  conserva- 
tive treatment,  but  he  does  not  believe  that  the 
typical  radical  operation,  as  for  carcinoma,  is 
necessary,  unless,  of  course,  carcinoma  is  sus- 
pected. In  younger  women,  if  swelling  is  ab- 
sent, he  exposes  the  posterior  surface  of  the 
mammary  gland  by  a latero-inferior  incision, 
and,  according  to  the  information  obtained  by 
inspection  and  palpation,  performs  either  partial 
extirpation  or  subcutaneous  enucleation  of  the 
gland.  In  older  patients,  he  advises  removal  of 
the  entire  breast. 


A MASTOID  CASK* 

By  Walter  Dean,  M.  D.,  Louisville. 

As  an  introduction  to  this  case  report,  let 
me  tell  you  that  it  is  the  consensus  of  opinion 
of  Kerrison,  Gleason  and  Philips  of  this  coun- 
try, Dan  McKenzie  of  London,  and  Alexander 
of  Vienna,  that  many  or  most  cases  of  acute 
suppurative  mastoiditis  will  get  well  with 
good  ear  function  without  operative  invasion 
of  the  mastoid,  if  intelligent,  diligent  care  is 
used  in  the  conservative  treatment. 

This  presupposes  that  the  drum  has  either 
opened  spontaneously  or  has  been  incised ; 
that  the  opening  is  at  all  times  sufficiently  pa- 
tent and  that  the  force  from  behind  and  our 
suction  from  the  front  succeeds  in  keeping 
active  and  sufficient  drainage  from  the  mas- 
toid cells  into  the  antrum,  through  the  aditus 
into  the  tympanic  cavity,  through  the  perfor- 
ation into  the  canal  and  the  outside  world. 

If  granulations,  polypi  or  inflammatory 
swelling  any  place  along  the  route  stops  the 
flow,  operation  to  the  mastoid  is  imperative. 
If  the  resistance  of  the  patient  is  lowered  by 
fulminating  scarlatina,  measles,  diphtheria  or 
influenza  to  the  point  that  further  toxemia  is 
unbearable,  mastoid  drainage  must  be  im- 
proved by  mastoidectomy. 

It  is  interesting  to  note  that  we  often  find 
one,  two  or  three  plus  albumin  in  our  suppur- 
ative mastoid  cases.  The  pathology  in  the 
mastoid  cells  themselves  is  usually  the  decid- 
ing point. 

I believe  that  pus  from  the  suppurative 
middle  ear  usually  enters  the  antrum  and  the 
contiguous  mastoid  cells.  This  infection  is 
usually  wider  than  it  is  deep.  The  mucous 
membrane  is  hvperaemic  and  there  is  round 
cell  infiltration.  Pus  is  thrown  off  in  quan- 
tities. If  the  infection  is  not  too  virulent,  the 
resistance  too  low,  or  the  mechanics  of  the 
mastoid  too  defective,  these  cases  will  drain 
themselves  clean  through  the  middle  ear. 
Even  if  limited  caries  occur,  resolution  can 
take  place  spontaneously. 

Necrosis  and  osteomyelitis,  of  course,  de- 
mand mastoidectomy.  Middle  ear  abscess 
causes  higher  temperature  than  uncomplicat- 
ed acute  mastoiditis.  If  the  temperature  re- 
mains high  five  or  six  days  after  the  drum  is 
correctly  opened,  either  there  is  a compilcated 
mastoid,  pneumonia,  nephritis,  or  some  other 
remote  complication.  In  uncomplicated  mas- 
toiditis the  temperature  does  not  exceed  100'' 
to  101°  F.  Prolonged  pain,  when  intense  over 
the  mastoid  region,  justifies  mastoidectomy. 
Insomnia  is  a grave  symptom  too.  Tenderness 
prolonged  over  one  week  after  the  drum  opens 
is  a serious  symptom.  Edema  over  the  mas- 
toid region  is  conclusive  indication  that  con 
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servatism  is  no  longer  conservative.  Edema 
of  the  posterior-superior  canal  wall  is  patho- 
gnomonic of  serious  mastoiditis. 

To  recapitulate : when  the  following  symp- 
toms persist  over  a week  it  is  wise  and  often 
imperative  to  open  the  mastoid.  These  symp- 
toms are  temperature  over  101°  F.,  intense 
pain,  tenderness  and  edema  of  the  canal  or 
mastoid  region.  The  lateral  sinus  may  be  in- 
fected early  either  from  its  contributory  veins 
or  by  direct  invasion.  Septic  temperature  in- 
dicates the  condition,  and  leucocytosis  proves 
it. 

Mastoidectomy  only  has  a mortality  of  one 
or  two  percent  in  1 rained  hands.  Why  it  is 
so  feared,  1 do  not  know.  We  are  often  called 
upon  to  treat  our  mastoiditis  cases  conserva- 
tively longer  than  we  wish  to.  Some  of  us  be- 
ing ever  on  the  alert  and  anxious  lest  a com- 
plication arise,  still  treat  our  cases  conserva- 
tively longer  than  we  used  to. 

The  following  is  a case  in  point.  Miss  E. 
came  to  me  on  Jan.  12,  1927,  with  an  unrup- 
tured middle  ear  abscess  and  an  abscess  of 
the  right  maxillary  antrum,  both  complica- 
tions of  influenza.  I incised  the  drum  uuder 
local  anesthesia  and  punctured  and  irrigated 
the  antrum.  Temperature  was  then  100°  F. 
The  next  day  temperature  was  100.6°  F.  The 
ear  was  draining  serosangineous  exudate  pro- 
fusely. I irrigated  the  antrum.  Tenderness 
over  the  mastoid  antrum  was  intense.  Pain 
was  severe,  temperature  100.2°.  Patient  re- 
ported a chill  followed  by  sweats  in  the  night. 
The  leucocyte  count  was  10,000.  This  exclud- 
ed infection  of  the  vein  as  did  the  absence  of 
septic  temperature. 

As  the  mastoid  tenderness  was  intense  on 
the  fifth  day,  the  mastoid  was  x-rayed.  Re- 
port showed  the  mastoid  cells  on  this  side 
were  blurred ; that  there  was  evidence  of  in- 
creased density  of  the  'bone,  and  that  some 
cell  wall  destruction  had  taken  place.  I de- 
cided to  continue  suction  to  the  ear  and  cathe- 
terization of  the  Eustachian  tube,  giving  the 
middle  ear  two  sources  of  drainage.  At  the 
end  of  two  weeks  the  temperature  still  ranged 
between  100  and  101,  tenderness  was  marked 
but  the  discharge,  though  copious,  was  con- 
stant and  pain  had  almost  subsided.  On  the 
nineteenth  day,  temperature  had  gradually 
subsided  to  99°.  Tenderness  had  almost  dis- 
appeared. The  discharge  had  changed  from 
muco-purulent  to  almost  pure  mucus.  On  the 
twenty-fifth  day  the  temperature  was  normal, 
no  tenderness.  The  perforation  persisted  but 
suction  withdrew  no  exudate  and  catheteriza- 
tion of  the  tube  did  not  either.  Five  days  af 
ter,  the  perforation  closed  an  the  hearing  was 
almost  normal.  A week  later  the  hearing  was 
20-20  voice,  the  drum  looked  catarrhal  but 
the  scar  in  the  drum  could  not  be  seen. 


These  are  sick  looking  patients.  1 do  not 
seem  to  have  conveyed  in  the  foregoing  how 
tremendous  this  patient’s  discharge  was,  how 
tender  her  mastoid  was  or  how  much  spon- 
taneous pain  she  suffered.  She  is  one  of  many 
such  cases  1 have  had  the  pleasure  of  carry- 
ing through  to  resolution  by  early  myringo- 
tomy, suction,  and  metriculous  care  of  the  ex- 
ternal canal. 

The  responsibility  is  very  heavy. 

AN  UNUSUAL  CASE  OF  TRANSVERSE 
POSITION.* 

By  W.  T.  McConnell,  M.  D.,  Louisville. 

Mrs.  Lydia  Boyd,  patient,  was  admitted  to 
white  obstetrical  ward  of  the  Louisville  City 
Hospital  at  1 :15  a.  m.,  October  15,  1926.  She 
had  not  been  seen  by  any  of  our  staff  before 
admittance  to  the  hospital.  She  was  a well 
nourished  white  woman,  forty  years  old, 
weighing  about  190  pounds.  Gave  a bistory 
of  having  given  birth  to  ten  normal  children, 
all  living  at  the  present  time.  When  admit- 
ted she  was  passing  large  clots  of  blood  and 
was  very  weak.  Had  been  in  labor  about  one 
week,  passing  considerable  blood  all  this  time. 
Pulse  was  thready  and  rapid ; volume  so  poor 
that  pulse  could  only  be  felt  with  difficulty. 

Examination  showed  an  arm  protruding 
from  the  vagina.  No  fetal  heart  could  be 
heard.  Pains  had  ceased  several  hours  prev- 
iously, but  uterus  felt  hard  and  firm. 

Morphine  (gr.  1-4)  wrns  given  upon  admit- 
tance. Patient  was  taken  to  the  delivery 
room  at  2 a.  m.  and  given  1,750  c.c.  normal 
saline  by  hypodermoclysis.  Caffein  and  sod- 
ium benzoate  and  adrenalin  w7ere  administer- 
ed hypodermically. 

Under  ether  anesthesia  a manual  examina- 
tion showed  child  in  a transverse  position, 
tightly  locked  in  the  uterus,  cord  non  pulsat- 
ing, the  placenta  completely  separated  from 
the  uterine  wall,  and  the  uterus  firmly  con- 
tracted about  the  body  of  the  child. 

A podalic  version  -was  accomplished  with 
considerable  difficulty,  and  breach  extraction 
begun.  When  the  shoulders  and  arms  had 
been  delivered,  it  was  apparent  that  the  head 
was  firmly  held  in  the  body  of  the  uterus  by 
a tonic  contraction  of  the  lower  segment  of 
the  uterine  muscle.  The  placenta  and  mem- 
branes had  been  expelled  with  the  torso.  Mod- 
erate traction  upon  the  body  of  the  child  was 
made,  whereupon  the  uterus,  tubes  and  ovar- 
ies, with  the  head  still  in  the  uterus,  tore 
through  the  vaginal  vault,  and  were  extruded 
en  masse  from  the  vagina.  With  all  the  above 
named  viscera  lying  completely  exposed  upon 
the  table,  attached  only  by  the  broad  liga- 
ments on  either  side,  it  was  still  impossible  lo 
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extract  the  head  from  the  uterus.  A suboc- 
cipital  craniotomy  was  done  and  another  un- 
successful attempt  made  to  free  the  head.  The 
lower  segment  of  the  uterine  muscle  was  theu 
divided  and  the  head  released. 

Long  clamps  were  then  applied  to  the  broad 
ligaments  just  distal  to  the  tubes  and  ovaries 
and  the  uterus  and  adexa  removed.  The 
stumps  of  the  broad  ligaments  were  then  tied 
off  with  a continuous  suture,  then  sutured 
firmly  together  and  returned  to  the  abdominal 
cavity. 

The  vaginal  tear  was  closed  with  three  sec- 
tions of  continuous  suture,  a cigarette  drain 
being  used  in  the  wound.  Chromic  catgut 
number  two  was  used  in  the  entire  operation. 
The  suturing  of  the  vaginal  wound  was  very 
difficult  because  of  the  necrotic  condition  of 
the  tissues.  The  vaginal  wall  was  so  friable 
that  it  could  not  be  drawn  down  to  the  vulvar 
opening,  and  the  work  had  to  be  done  inside 
the  vagina.  The  tear  extended  for  about  20 
cm.  beginning  in  the  lateral  wall,  extending 
through  the  vault,  and  down  into  the  opposite 
lateral  wall. 

The  patient’s  condition  during  the  entire 
procedure  was  very  grave,  especially  in  the 
latter  part,  when  she  went  into  profound 
shock.  The  Trendelenberg  position,  caffein, 
strychnine,  adrenalin,  pituitrin,  and  saline 
were  used  as  restoratives.  Before  she  was  re- 
moved from  the  table  a transfusion  of  500  ee. 
of  citrated  blood  from  her  husband  was  given, 
it  being  necessary  to  cut  into  her  vein.  By 
the  time  she  was  put  to  bed  she  had  regained 
consciousness  and  her  general  condition  was 
greatly  improved.  Her  feet  were  elevated  for 
about  twenty-four  hours,  after  which  she  was 
put  in  the  Fowler  position. 

She  made  an  uneventful  recovery  until  the 
tenth  day  when  vaginal  examination  showed  a 
small  recto-vaginal  fistula ; although  no  fecal 
material  had  passed  from  the  vagina  there  had 
been  a small  amount  of  foul  discharge.  In- 
stallations of  balsam  peru  and  castor  oil  were 
then  given  daily  into  the  rectum  and  vagina 
and  on  the  seventeenth  day  the  fistula  was 
found  to  have  disappeared  completely. 

During  the  entire  convalescence  her  temper- 
ature ran  from  normal  to  100°  F„  only  one 
time  going  to  101°.  She  had  no  abdominal 
distention  or  tenderness,  and  her  bowels  and 
kidneys  acted  normally  throughout.  She  was 
discharged  from  the  hospital  on  the  seven- 
teenth day,  November  the  first,  1926,  in  splen- 
did condition;  the  vaginal  wound  had  com- 
pletely healed. 

The  accident  that  happened  during  extrac- 
tion was  eidently  due  to  the  extensive  pres- 
sure necrosis  in  the  vaginal  vault,  produced 
by  such  exceedingly  prolonged  labor. 


DISCUSSION 

Edward  Speidel:  Dr.  McConnell  is  to  be  con- 

gratulated on  the  result  secured  in  the  case  re- 
ported. This  is  a sample  of  the  desperate  cases 
that  are  sometimes  admitted  to  the  Louisville 
City  Hospital,  and  we  are  often  surprised  that 
the  patients  recover.  Of  course  this  was  an  ex- 
treme case.  Transverse  presentations  occur 
most  frequently  in  multipara,  and  especially  in 
women  who  have  given  birth  to  a number  of 
children  in  quick  succession.  This  woman  was 
the  mother  of  ten  children,  this  being  the 
eleventh.  She  was  fortunate  in  having  a roomy 
pelvis  and  a roomy  vagina  through  which  man- 
ipulations could  be  performed  more  readily  than 
otherwise  would  have  been  possible.  Had  the 
patient’s  condition  permitted,  the  proper  proced- 
ure in  this  case  would  have  been  vaginal  Caesar- 
ean section.  It  is  not  an  easy  matter  to  perform 
craniotomy  on  the  after  coming  head  in  an  ex- 
treme case  of  this  kind.  The  tissues  are  edema- 
tous and  injury  might  be  done  to  the  intestine, 
urinary  bladder,  vaginal  wall,  etc.  Moreover,  ap- 
plication of  the  cranioclast  in  such  a case  is  an 
exceedingly  difficult  proposition. 

Dr.  McConnell  is  to  be  congratulated  that  his 
patient  recovered  after  all  this  manipulation. 

Harry  A.  Davidson:  There  is  not  much  to  be 

added  to  what  has  already  been  said  about  the 
case  reported.  The  most  remarkable  feature 
about  the  case  is  that  the  patient  did  not  have 
septicemia  after  all  the  manipulations  described. 
It  is  difficult  to  understand  how  the  woman  could 
be  in  labor  for  a week,  and  probably  she  had 
been  examined  a number  of  times  before  admis- 
sion to  the  hospital,  and  escape  septic  infection. 

The  woman  made  a remarkable  recovery  and 
Dr.  McConnell  is  to  be  congratulated  on  his 
management  of  the  case. 

W.  T.  McConnell  (in  closing)  : In  regard  to 

vaginal  Caesarean  section  in  the  case  reported: 
After  the  uterus  escaped  and  was  lying  on  the 
table,  of  course  it  was  outside  the  vagina,  and 
the  operative  procedure  adopted  was  the  only 
one  to  be  considered.  Traction  made  upon  the 
body  of  the  child  was  very  slight;  the  vaginal 
tissues  were  very  necrotic  and  there  was  little 
resistance.  After  the  uterus  and  adnexa  were 
extruded  of  course  vaginal  Caesarean  section 
was  out  of  the  question. 

As  to  the  likelihood  of  sepsis  in  this  case:  I 

think  if  the  uterus  had  been  returned  to  the 
abdominal  cavity  the  woman  without  doubt 
would  have  died  from  sepsis.  The  reason  she 
did  not  have  infection  is  because  the  uterus  and 
adnexa  were  removed.  It  is  quite  probably 
many  vaginal  examinations  had  been  made  be- 
fore the  patient  was  admitted  to  the  hospital. 
According  to  the  history  one  arm  of  the  child 
had  been  in  the  vagina  for  about  a week  before 
the  woman  came  to  the  hospital. 

I thank  the  gentlemen  for  their  discussion.  , 
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EMPYEMA:  REPORT  OF  FIVE  CASES 
TREATED  BY  A SIMPLE  BUT  EFFIC- 
IENT METHOD* 

By  E.  E.  Butler,,  M.  D.,  Louisville. 

In  reporting  these  cases  it  is  not  my  inten- 
tion to  claim  anything  new  or  to  attempt  to 
show  that  the  method  used  is  superior  to  oth- 
er methods.  When  the  Chairman  of  the  Com- 
mittee on  Case  Reports  and  Specimens  tele- 
phoned me  recently,  and  asked  that  I present 
a case  report  to  this  society,  I thought  of 
these  cases  and  agreed  to  present  them. 

In  the  cases  I am  reporting  the  results  ob- 
tained were  excellent,  while  the  operative  pro- 
cedure was  very  simple  and  did  not  require 
surgical  experience.  Prior  to  the  use  of  this 
method  it  was  my  custom  to  refer  cases  of 
empyema  to  a surgeon  for  rib  resection  and 
drainage.  The  following  case  reports  will 
show  how  I happened  to  make  use  of  this 
method. 

Case  No.  1. — Wm.  K.,  aged  19  years,  white, 
male,  unmarried.  I was  called  to  see  this  pa- 
tient at  about  3 a.m.  January  23rd,  1922.  The 
history  obtained  was  as  follows : Cold  of  two 
to  three  days  duration,  severe  chill  followed 
by  a rise  in  temperature  to  102.6°. 

Examination  of  patient  at  bedside : pulse 
130,  temperature  102.6°,  respiratory  rate  28, 
flushed  face,  anxious  expression,  dyspnea,  dr;,* 
harrassing  cough.  Physical  findings : slight 
dullness  over  middle  and  lower  portions  of 
right  lung  anteriorly  and  posteriorly.  Faint 
breath  sounds  and  an  occasional  fine  rale 
over  the  same  area.  Abdomen  not  remarkable. 
The  temperature  remained  high  (102.6  to 
104°)  for  eight  or  nine  days  when  it  became 
lower  ranging  from  100.2  to  102  degrees.  The 
pulse  and  respiratorv  rates  increased  about 
the  tenth  day  and  patient  began  to  have  mark- 
ed sweats.  Loss  of  weight  and  strength  was 
rapid  and  it  became  evident,  that  some  serious 
complication  had  developed.  After  careful 
physical  examinations  I decided,  on  the  fif- 
teenth day,  that  empyema  was  the  complica- 
tion. I suggested  removal  to  a hospital  which 
was  refused  by  the  patient.  He  was  so  very 
weak  that  he  seemed  to  have  lost  all  hopes. 
Consent  was  obtained  to  an  exploratory  punc- 
ture. This  was  made  under  novocain  anes- 
thesia with  a 20  cc.  luer  syringe  and  large 
bore  needle.  The  site  of  puncture  was  be- 
tween the  eighth  and  ninth  ribs  below  the 
anode  of  the  scapula  on  the  right  side  poster- 
iorly and  was  made  without  apparent  pain  to 
the  patient.  A moderately  thin,  pinkish  gray 
fluid  was  obtained. 

A surgeon  was  called  in  consultation  and 
it  was  decided  to  attempt  to  insert  a rubber 
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tube  for  drainage,  'but  not  to  attempt  a rib 
resection  on  account  of  the  unfavorable  con- 
dition of  the  patient.  A rubber  tube  was  in- 
serted, under  local  anesthesia,  but  drainage 
failed  to  take  place  and  after  several  hours  1 
removed  the  tube.  It  was  then  that  I decided 
to  insert  a trocar  and  introduce  a small  male 
catheter.  The  lumen  of  the  outer  end  of  the 
catheter  is  kept  clamped  in  order  to  prevent 
collapse  of  the  lung.  A 50  cc.  luer  syringe 
was  attached  to  the  outer  end  of  the  catheter, 
clamp  removed  and  pus  withdrawn.  At  the 
first  drainage  about  500  cc.  of  pus  was  with- 
drawn. The  temperature  and  sweats  promptly 
subsided.  The  drainage  was  repeated  daily 
and  after  a week’s  time  patient  was  very 
greatly  improved.  Temperature  and  sweats 
had  ceased  and  he  had  gained  in  strength.  The 
pulse  and  respiratory  rates  became  lower. 

After  about  two  weeks  time  I decided  to 
introduce  sterile  normal  salt  solution  through 
the  tube  in  order  to  irrigate  the  cavity.  The 
pus  was  withdrawn  after  which  an  equal 
amount  of  salt  solution  was  introduced.  This 
procedure  was  carried  out  several  times  un- 
til the  salt  solution  returned  clear.  On  sev- 
eral occasions  a weak  solution  of  dibromine 
was  used  instead  of  the  salt  solution.  The 
patient  rapidly  gained  in  strength  and  after 
six  weeks  the  drainage  had  almost  ceased. 
About  this  time  the  tube  was  accidently  re- 
moved while  the  patient  slept.  1 decided  not 
to  reinsert  the  tube  thinking  it  unnecessary. 
However,  after  five  or  six  days  it  became  evi- 
dent that  the  tube  would  have  to  be  reinsert- 
ed. This  was  done  and  the  pus  evacuated  and 
cavity  irrigated  every  other  day  for  two 
weeks.  At  the  end  of  this  time  drainage  was 
negligible  and  it  was  with  difficulty  that  the 
fluid  was  forced  into  the  cavity.  The  tube 
was  withdrawn  and  the  site  of  the  puncture 
healed  in  a few  days.  For  several  months  af- 
terward the  right  side  of  the  chest  was  notice- 
ably flattened,  but  this  defect  has  since  van- 
ished. Patients’  weight  before  illness  was  138 
pounds,  during  convalescence,  98  pounds,  and 
at  present  145  pounds. 

Case  No.  2. — Mrs.  E.  A.  H.,  white,  aged  42, 
mother  of  two  grown  daughters.  Had  been 
ill  four  to  five  weeks  and  under  care  of  an- 
other physician  Her  husband  came  to  my  of- 
fice and  informed  me  that  he  had  been  re- 
ferred by  one  of  my  patients  who  had  a sim- 
ilar condition  to  that  of  his  wife’s.  The  pa- 
tient who  referred  this  man  to  me  was  the 
young  man  in  case  No.  1 who  was  then  at 
work  in  a Quaker  Maid  store.  The  husband 
stated  that  the  physician  attending  his  wife 
had  decided  there  was  pus  in  the  pleural  cav- 
ity, and  had  made  an  exploratory  puncture, 
but  had  failed  to  locate  the  pus  nvity.  lie 
further  stated  that  the  physician  desire"  to 
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remove  his  wife  to  a hospital  where  an  x-ray 
examination  could  be  made  to  determine  the 
exact  location  of  the  pus  and  where  an  oper- 
ation could  be  performed.  This  man  was 
financially  unable  to  send  his  wife  to  a pri- 
vate hospital  and  he  either  had  to  send  her 
to  the  City  Hospital  or  to  employ  another 
physician. 

Examination  of  the  patient  revealed  a ty- 
pical case  of  empyema  on  the  left  side  pos- 
teriorly. Without  difficulty  exploratory  punc- 
ture revealed  the  pus  cavity  and  it  was  evac- 
uated by  the  method  previously  described. 
This  patient  did  not  apparently  have  a severe 
infection  for  she  was  not  in  a very  weakened 
condition  when  I saw  her.  She  made  a rapid 
recovery,  drainage  ceasing  in  three  weeks. 

Case  No.  3. — J.  S.,  aged  4 years,  white,  fe- 
male. Lobar  pneumonia  entire  right  lung 
with  crisis  on  fifth  day.  Elevation  of  temper- 
ature accompanied  by  sweats  began  about  the 
eighth  day.  In  this  case  it  appeared  that  an 
extension  of  the  pneumonia  had  taken  place 
in  the  left  lung.  However,  there  were  no  phy- 
sical findings  to  confirm  this  suspicion.  X-ray 
examination  revealed  evidence  of  fluid  at 
base  of  right  lung  which  was  confirmed  by 
exploratory  puncture.  This  patient  made  an 
uneventful  recovery  in  six  weeks. 

Case  No.  4. — J.  C.  B.,  white,  male,  aged  48 
years.  Influenza  lasting  about  six  to  eight 
days  after  which  patient  was  up  about  the 
house  for  a few  days  when  he  began  to  have 
dyspnea.  Temperature  ranged  from  99.2  to 
102.6  degrees,  chilly  sensations  and  profuse 
sweating  at  intervals. 

Physical  findings  : Excursion  of  right  side 
of  thoracic  wall  somewhat  limited,  impaired 
resonance  over  upper  portion  of  right  side  an- 
teriorly and  posteriorly  while  dullness  was 
present  over  lower  half  of  right  lung  anter- 
iorly and  posteriorly.  Absence  of  breath 
sounds  over  lower  portion  of  right  lung  an- 
teriorly and  posteriorly.  Blood  count:  Leu- 
cocytes per  cu.  mm.,  26200;  polymorphonuc- 
lear leucocytes  88%  ; lymphocytes  12%.  Urine 
examination : specific  gravity,  1026 ; albumin 
present.  Microscopical  report  shows  many 
fine  granular  casts.  This  patient  made  an  ex- 
cellent recovery  following  catheter  drainage. 

Case  No.  5 — Master  T.,  white,  age  3 years. 
Measles  in  April,  1926,  duration  two  weeks. 
Child  did  not  seem  to  gain  in  strength  after 
this  illness  but  continued  to  have  a cough  for 
many  weeks.  He  was  again  ill  with  symptoms 
of  bronchitis  on  June  10th,  1926.  'Child  con- 
tinued to  ha^e  fever  and  cough.  On  June 
1 9th  I had  his  mother  bring  him  to  my  office 
where  under  the  fluoroscope  I determined  that 
the  left  pleural  cavity  contained  fluid.  It  was 
not  my  opinion  that  this  fluid  was  purulent 
and  I strapped  the  left  side  with  adhesive  in 


the  hope  of  getting  absorption.  Slight  im- 
provement was  noted  for  a few  days  after 
which  symptoms  became  more  pronounced. 
Flouroscopic  examination  was  repeated  on 
July  6th,  and  this  time  revealed  the  lung  al- 
most completely  collapsed  by  the  pressure  of 
the  fluid.  On  the  same  day  I did  a paracen- 
tesis and  withdrew  about  150-200  cc.  thin  sero- 
purulent  fluid.  This  puncture  was  made  on 
the  left  side  posteriorly  just  below  the  angle 
of  the  scapula.  In  this  case  drainage  was  con- 
tinued three  weeks  when  the  catheter  was 
withdrawn.  Fluoroscopic  examination  four 
weeks  later  showed  the  lung  fields  to  be  en- 
tirely clear. 

DISCUSSION 

D.  P.  Hall:  Dr.  Butler  is  to  be  congratulated 

on  the  splendid  results  he  secured  in  the  five 
cases  reported.  He  was  lucky  in  one  way,  5.  e., 
that  he  did  not  have  more  virulent  infection. 

A method  similar  to  the  one  described  by  Dr. 
Butler  was  devised  by  Dr.  Arvine  Mozingo,  oi 
Indianapolis,  Indiana,  and  reported  in  1919.  It 
was  employed  extensively  during  the  war  in  em- 
pyema cases  following  pneumonia.  The  method 
was  then  described  as  “Mozingo’s  closed  meth- 
od.” I believe  he  has  since  made  some  improve- 
ments in  the  procedure,  one  is  the  two-way  cath- 
eter, which  washes  in  one  way  and  out  the  other. 
In  cases  of  virulent  infection  following  pneu  • 
monia,  where  the  patients  are  bed-ridden  and  can- 
not be  removed  to  the  hospital,  the  method  sug- 
gested by  Dr.  Butler  is  probably  the  best  plan  of 
management. 

If  I am  not  mistaken  Mozingo  irrigated  the 
pleural  cavity  every  three  or  four  hours  with 
Dakin’s  solution,  claiming  this  dissolved  the  floc- 
culent  material  found  in  some  of  these  cases  of 
empyema.  That  is  most  likely  true,  because  we 
know  in  some  of  them  tube  drainage  is  unsat- 
isfactory because  the  tube  becomes  obstructed, 
and  a rib  must  be  resected  to  afford  proper 
drainage.  I think  rib  resection  is  necessary 
where  the  cavity  cannot  be  irrigated  often  en- 
ough. 

I appreciate  Dr.  Butler’s  paper. 

J.  B.  Lukins:  I want  to  congratulate  Dr.  But- 

ler on  his  excellent  results,  and  also  to  recom- 
mend the  method  he  has  described.  Those  of 
you  who  followed  the  literature  just  after  the 
war  will  remember  the  extensive  discussion 
which  took  place  about  who  originated  the  closed 
methods  of  treating  empyema.  Some  of  the  high- 
er army  officers  claimed  to  have  done  so.  Dr. 
Mozingo  came  here  and  read  a paper  reporting 
the  most  remarkable  results  from  this  method. 
Since  that  time  I have  never  resected  a rib  in 
empyema,  but  have  used  this  method  in  every 
case  of  acute  infection.  In  chronic  cases  of  long 
standing,  I still  think  rib  resection  is  the  best 
method  of  procedure.  Good  results  have  been 
obtained  by  the  closed  method. 
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There  is  only  one  feature  concerning  the  tech- 
nique employed  by  Dr.  Butler  upon  which  I wish 
to  comment:  I doubt  if  irrigation  adds  anything 

worth  while  to  the  treatment.  If  the  drainage 
tube  is  kept  open  I believe  all  these  cases  in 
children  will  get  well.  I have  had  two  or  three 
such  cases  in  children  during  the  past  winter. 
In  one  of  them  the  tube  remained  in  situ  about 
six  weeks.  After  a few  days  of  free  drainage  the 
temperature  usually  recedes  to  99°  F.  and  then 
to  normal,  and  the  child  makes  an  uninterrupt- 
ed recovery  In  some  cases  I even  believe  irri- 
gation does  harm  in  the  infected  cavity,  and  it 
is  quite  generally  conceded  now  that  irrigation  is 
practically  useless  it  matters  not  whether  Dakin’s 
solution  or  some  other  solution  is  employed.  I 
have  never  seen  any  benefit  from  it  either  in  the 
army  or  since  I came  home.  Like  many  others 
I have  used  Dakin’s  solution  and  ordinary  salt 
solution,  but  in  many  cases  I believe  irrigation 
is  a disturbing  rather  than  a beneficial  factor. 

One  drawback  to  tube  drainage  has  been  that 
in  nearly  every  case  there  is  some  seepage  of 
pus  around  the  tube  which  saturates  the  gauze 
and  necessitates  changing  it  several  times  a day. 
This  feature  can  be  easily  overcome  by  folding 
the  gauze  and  punching  a hole  through  it  with 
the  trocar  instead  of  cutting  the  hole  with  scis- 
sors. By  this  plan  the  gauze  fits  closely  around 
the  tube  and  in  some  cases  the  gauze  does  not 
have  to  be  changed  for  several  days. 

I again  wish  to  congratulate  Dr.  Butler  on  h?s 
most  excellent  results. 

A.  R.  Bizot:  If  I am  not  mistaken  we  had  the 

pleasure  of  hearing  Dr.  Mozingo  read  a paper 
on  empyema  before  this  society  and  he  showed 
numerous  lantern  slides  to  illustrate  his. remarks. 
His  method  has  proven  quite  satisfactory  and 
some  of  his  results  have  been  excellent. 

I think  more  than  fifty  per  cent  of  the  cases 
of  empyema  are  tuberculous  in  origin,  and  if  the 
patients  are  treated  as  if  they  were  actually  tu- 
bercular they  should  return  for  further  observa- 
tion. 

I quite  agree  with  Dr.  Lukins  that  irrigation 
of  the  cavity  is  unnecessary  if  pus  flows  fraely 
from  the  catheter.  If  the  end  of  the  catheter  Is 
left  open  collapse  of  the  cavity  is  apt  to  occur. 
Mozingo  always  applied  a hemostat  to  the  cathe- 
ter. He  irrigated  the  cavity  with  Dakin’s  solu- 
tion every  four  hours.  Ordinarily  saline  solu- 
tion probably  does  just  as  well  as  Dakin’s  solu- 
tion where  irrigation  becomes  necessary.  Dio- 
bromirie  T.  1 to  5000  or  even  1 to  10,000  may 
be  very  irritating  to  the  skin,  sometimes  produc- 
ing a papillary  eruption,  and  may  cause  pleural 
pain  when  used  for  irrigation.  I believe  the 
pleural  cavity  should  not  be  irrigated  unless  the 
pus  is  very  thick.  In  some  cases  I have  seen  the 
pus  so  thick  that  it  would  not  flow  through  a 
canula.  In  such  cases  irrigation  is  absolutely  es- 
sential. When  the  catheter  is  removed  one  must 


be  certain  all  pus  has  been  withdrawn  from  the 
cavity.  The  x-ray  is  exceptionally  helpful  for 
this  determination. 

It  must  be  remembered  that  paracentesis  of 
the  pleural  cavity  is  not  without  danger.  I have 
seen  two  patients  die  after  this  seemingly  sim- 
ple procedure. 

E.  E.  Butler  (in  closing)  : I thank  the  gentle- 
men for  their  discussion.  My  object  in  piesent- 
ing  the  paper  was  merely  to  relate  my  exper- 
ience in  the  few  cases  of  empyema  that  I have 
treated  by  the  method  described. 

I do  not  know  that  irrigation  is  of  any  partic- 
ular value.  I do  know,  however,  that  in  the  last 
case  there  was  an  accumulation  of  fibrinous 
material  in  the  pleural  cavity  which  obstructed 
drainage,  and  the  introduction  of  20  to  30  cc. 
of  saline  solution  dissolved  this  material  so  it 
could  be  withdrawn. 

In  the  first  case  reported  I used  dibremide 
tablets  in  1-10,000  solution.  That  was  about 
the  time  the  arug  was  intioduced  by  Parke 
Davis  & Co.  and  was  in  the  experimental  stage. 
Their  representative  came  to  the  office  one  day 
and  told  me  the  value  of  it  and  left  a sample. 
That  is  how  I happened  to  use  it.  In  the  third 
case  I used  mercurochrome  solution,  but  do  not 
know  whether  it  really  did  any  good. 

The  method  I use  is  known  as  the  closed  cath- 
eter method.  The  side  of  the  chest  is  strapped 
with  adhesive  plaster  and  the  catheter  is  kept 
closed.  In  a few  cases  I have  tied  the  catheter 
with  a piece  of  tape.  If  the  end  of  the  catheter 
is  left  open  there  is  likely  to  be  collapse  of  the 
lung.  Pus  is  withdrawn  from  the  cavity  at  in- 
tervals as  required.  In  the  last  case  (the  child 
exhibited)  pus  drained  around  the  catheter  into 
the  gauze  for  a time.  On  one  occasion  the 
catheter  was  extruded,  but  fortunately  I was 
able  to  replace  it  through  the  original  tract.  At 
another  time  the  catheter  could  not  be  replaced 
and  I had  to  reinsert  it  in  another  location  a 
few  centimeters  from  the  original  opening.  Of 
course,  it  is  best  to  keep  the  catheter  in  place 
where  this  is  possible.  I could  look  at  this  child 
under  the  fluoroscope  and  see  the  exact  location 
of  the  catheter  each  time.  If  the  catheter  is 
improperly  placed  drainage  will  be  imperfect. 
It  must  be  inserted  to  a point  low  enough  so  the 
pus  will  drain. 

The  main  features  are  to  watch  the  patient 
carefully,  withdrawing  the  pus  with  sufficient 
frequency;  to  watch  the  catheter  and  keep  it 
clean;  to  insert  the  catheter  at  a point  suffic- 
iently low  to  completely  drain  the  cavity. 

I do  not  know  jus;t  how  I happened  to  adopt 
this  method  of  treating  empyema.  I did  not 
hear  the  paper  of  Dr.  Mozingo  to  which  refer- 
ence has  been  made  in  the  discussion,  but  about 
that  time  I read  something  about  the  method  in 
the  literature  and  concluded  to  try  it  at  first 
opportunity.  The  results  secured  have  been  sat- 
isfactory. 
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POSITIVE  URINARY  FEHLINGS  TESTS 
IN  CONNECTION  WITH  OUR  OBSTET- 
RICAL CASES* 

By  Chas.  E.  Gaupin,  M.  D.,  Louisville. 

The  presence  of  sugar  in  the  urine  of  the 
pregnant  woman  should  never  be  considered 
as  probably  of  innocent  origin  or  as  merely 
‘'milk  sugar,”  until  by  careful  chemical 
tests  of  the  urine,  and  blood  if  necessary,  true 
diabetes  can  be  excluded.  In  the  great  ma- 
jority of  instances,  fortunately,  it  is  of  renal 
or  innocent  origin  and  not  a true  diabetes, 
but  nevertheless  we  must  eliminate  the  lat- 
ter condition,  because,  when  present  in  the 
pregnant  woman,  it  is  often  of  a very  serious 
consequence  to  both  mother  and  child  if  un- 
treated. 

The  finding  of  a positive  urinary  Fehling’s 
test  is  found  in  the  following  conditions. 

1.  Hyperfunction  of  the  breasts — lactosu- 
ria. 

2.  Low  renal  sugar  threshold  or  abnorm- 
al permeability  of  the  kidneys  to  sugar. 

3.  Lessened  sugar  tolerance. 

4.  Hepatic  insufficiency. 

5.  Diabetes  mellitus. 

Some  authorities  classify  a disturbance  of 
the  endocrine  system  as  another  cause.  I have 
had  no  experience  with  this  condition,  hence 
can  only  mention  it,  to  dismiss  it. 

Sugar  is  frequently  found  in  the  urine  of 
lactating  women,  post-partem  especially,  and 
is  present  in  the  form  of  lactose.  It  is  due 
to  the  absorption  of  milk  sugar  from  the 
functionating  breasts.  It  is  not  an  unfav- 
orable sign,  unless  very  large  in  amount  and 
attended  by  symptoms  of  disturbed  nutri- 
tion, such  as  loss  of  weight,  weakness  and  ane- 
mia. A nursing  woman  is  apt  to  develop  lac- 
tosuria  if  she  eats  a large  amount  of  sugar. 

Lactose  yields  a positive  Fehling’s  test  but 
differs  from  glucose  in  that  it  does  not  fer- 
ment. Like  glucose  under  the  polariscope  it 
is  dextro-rotatory. 

Lactose  is  frequently  found  in  the  urine  of 
pregnant  women  after  the  30th  week.  DeLee 
states  that  it  is  found  in  very  minute  traces 
in  around  45%  of  cases.  The  diagnosis  of 
lactosuria  can  be  made  by  the  ordinary  yeast 
fermentation  test,  which  is  negative  to  lac- 
tose but  positive  to  glucose.  A blood  Augar 
determination  is  not  necessary  in  these  cases. 

Levulose  or  fruit  sugar  is  only  rarely 
found  present  in  the  urine  of  our  obstetrical 
cases.  It  may  have  no  pathological  -signifi- 
cance or  it  may  be  an  index  of  hepatic  insuf- 
ficiency. One  case  t.f  levulosuria  came  under 
my  observation  in  a primpara  who  was  in 
very  good  physical  condition.  This  was  very 

*Read  before  the  Jefferson  County  Medical  Society. 


easily  proven  levulose  by  the  polariscope,  the 
rotation  of  the  plane  being  to  the  left. 

This  condition  disappeared  after  10  days 
and  the  patient  presented  no  further  pathol- 
ogy. It  may  be  well  to  observe  these  cases 
oftener  than  is  our  usual  custom,  not  only 
more  frequent  urinalysis  but  also  blood  pres- 
sure readings.  This  condition  is  said  at  times 
to  be  associated  with  hepatic  inefficency. 

Eclampsia  bears  a like  relation,  hence  it 
may  be  a forerunner  or  warning  sign  of  im- 
pending toxemia  and  demands  that  we  at 
least  give  these  patients  more  than  ordinary 
care  and  attention. 

Levulose  may  also  be  found  along  with 
glucose,  when  the  latter  sugar  is  present  in 
the  urine.  I have  seen  only  one  case  of  levulo- 
suria. 

Urinalysis  may  reveal  the  presence  of  gal- 
actose, which  sugar  is  the  result  of  an  hydro- 
lysis of  lactose.  When  present  it  cannot  by 
ordinary  methods  be  differentiated  from  glu- 
cose because  it  ferments  and  is  dextro-rotary. 
Here  it  is  usually  necessary  to  do  a blood 
sugar  determination  to  exclude  a true  hyper- 
glycemia. In  the  ordinary  run  of  our  urine 
examination  we  would  take  it  for  glucose,  and 
without  a very  detailed  chemical  urinalysis, 
would  pass  by  undetermined  as  galactose. 
Lactose  is  most  likely  responsible  for  its  pres- 
ence. 

We  now  come  to  the  most  important  sugar 
found  in  urine,  namely  glucose  or  dextrose. 
From  a clinical  standpoint  it  is  the  one  that 
concerns  us  most.  It  is  found  in  the  follow- 
ing conditions : 

1.  Low  renal  threshold. 

2.  Lessened  sugar  tolerance. 

3.  True  diabetes. 

Glucose  gives  a positive  Fehling ’s,  ferments 
with  yeast  and  is  dextro-rotatory. 

Renal  diabetes,  as  those  cases  coming  un- 
der the  heading  of  a low  renal  threshold  as 
sometimes  called,  are  due  to  an  undue  per- 
meability of  the  kidneys  to  sugar  and  are  in- 
dependent of  any  increase  in  blood  sugar.  The 
normal  blood  sugar,  which  is  from  .08  to  .12 
per  cent  or  from  80  to  120  milligrams  per  100 
cc.  of  blood,  is  normal  in  this  type  of  glyco- 
suria. These  patients  are  usually  in  good 
health  and  the  sugar  is  discovered  only  by 
our  routine  urinalyses.  Some  cases  are  unin- 
fluenced by  diet,  but  others  on  a low  sugar 
and  cartiohydrate  diet,  the  sugar  disappears 
from  the  urine.  It  is  perhaps  difficult  to  dif- 
ferentiate between  low  sugar  threshold  and 
alimentary  glycosuria.  The  latter  cases  al- 
ways subside  on  proper  diet,  while  in  the  for- 
mer diet  may  have  no  influence.  Many  au- 
thorities claim  these  patients  should  be  con- 
sidered as  diabetic  and  treated  accordingly. 
Statistics  seem  to  bear  out  their  contention 
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that  later  on  they  become  true  diabetics. 

A sugar  tolerance  test  should  be  done  if  in 
doubt  as  to  the  real  condition.  At  the  begin- 
ning of  tiie  test  the  olootl  sugar  should  be  de- 
termines. f rom  5U  to  1UU  gms.  oi  glucose 
can  then  be  given  on  a fasting  stomach  or  a 
meal  rich  in  carbohydrates  taken  and  2 hours 
later  the  blood  drawn  from  a vein  for  a blood 
sugar  determination,  if  over  160  milligrams 
per  100  c~.  of  blood  is  present  there  exists, 
most  likely,  a true  cLaoeies. 

These  patients  should  most  certainly  be  put 
on  a low  carbohydrate  and  sugar  free  diet 
so  if  possible  to  clear  the  urine  of  sugar  be- 
fore time  of  delivery.  1 do  not  believe  these 
patients  require  insulin  because  ol  a normal 
blood  sugar;  in  fact,  insulin  may  be  danger- 
ous, as  it  would  cause  a hypo-glyeemia. 

In  true  diabetes  steriluy  is  common,  hen  e 
fortunately  we  do  not  see  many  of  these 
cases.  In  one  series  of  114  cases  of  diabetes 
in  women  in  lie  child-bearing  period,  there 
were  only  7 pregnancies.  Abortion  and  pre- 
mature labor  occur  in  one-third  of  these  cases. 
In  untreated  cases,  the  child,  if  the  case  goes 
to  full  term,  dies  before,  during  or  shortly  af- 
ter labor,  the  mortality  being  at  about  66%. 
The  infant  may  show  glycosuria  shortly  after 
birth.  Diabetes  produces  an  atrophy  of  the 
ovaries  and  uterus  which  explains  the  low 
pregnancy  rate. 

Pregnancy  also  in  turn  has  a bad  effect  on 
the  course  of  diabetes.  Since  the  carbohy- 
drate control  of  the  liver  and  pancreas  is  at 
fault,  it  is  only  natural  that  the  extra  strain 
on  the  liver  in  pregnancy  would  overburden 
this  organ  to  a serious  degree,  so  that  its 
function  would  be  much  below  normal. 

Unless  the  proper  treatment  is  instituted, 
malnutrition  and  grave  nervous  symptoms  in- 
tervene, with  acidosis  and  final  coma.  Coma 
occurs  in  30%  of  untreated  cases  and  is  near- 
ly always  fatal.  Coma  usually  conies  on  dur- 
ing labor  or  just  after  it.  In  severe  cases 
forced  or  induced  labor  has  a very  bad  ef- 
fect, even  worse  than  a surgical  operation, 
and  collapse,  coma  and  sudden  death  are  not 
uncommon. 

The  symptoms  of  excessive  thirst,  malnutri- 
tion, polypuria  are  always  viewed  with  sus- 
picion as  to  the  existence  of  a true  diabetes 
when  associated  with  glycosuria.  The  real 
proof  is  in  a blood  sugar  test,  i.  e.,  the  find- 
ing of  a hyperglycemia.  Acetone  and  diacet- 
ic  acid  are  still  further  proofs  of  this  condi- 
tion. 

Treatment  resolves  itself  into  but  a few 
words.  Diet,  insulin,  and  alkalies.  Diet  re- 
quires but  to  mention  it  to  dismiss  it  in  con- 
nection with  this  paper,  as  you  are  all  famil- 
iar with  it. 

Insulin  offers  us  a great  remedy  in  dia- 


betes in  pregnancy.  Many  mothers  and  ba- 
bies are  now  saved  that  were  formerly  lost. 
John  Henry  in  the  Journal  of  Gynecology 
and  Obstetrics  of  April,  1926,  writes  the  fol- 
lowing*: 

(1)  “When  glycosuria  is  discovered  dur- 
ing pregnancy,  it  may  be,  and  often  is,  a 
sign  of  the  initiation  of  the  diabetic  status, 
when  the  earliest  changes — the  hydropic  de- 
generation of  the  beta  cells  of  the  islands  of 
Langerhans — are  taking  place.  If  the  condi- 
tion is  cared  for  at  this  stage,  the  patient 
stands  a good  chance  of  recovery,  of  a restora- 
tion of  the  islands  to  a normal  or  neaily  nor- 
mal status,  as  Copp  and  Barclay  have  shown 
by  their  work  with  dogs  at  the  Physiatric  In- 
stitute. 

(2)  These  investigators  undertook  to  dis- 
cover the  conditions  under  which  the  cells  of 
the  islands  of  Langerhans  would  regenerate. 
To  this  end  they  ablated  about  four-fifths  of 
the  pancreas  in  each  of  a group  of  dogs  and 
let  the  wound  heal,  thus  rendering  the  dogs 
potentially  diabetic.  As  long  as  inese  dogs 
were  kept  on  a regulated  diet,  there  was  sugar 
in  the  urine,  but  the  blood  sugar  levei  re- 
mained normal.  But  when  these  potentially 
diabetic  dogs  were  overfed,  the  blood  sugar 
increased  and  the  dogs  began  to  excrete  large 
quantities  of  sugar  in  the  urine  and  to  show 
the  signs  of  general  physical  failure,  such  as 
are  exhibited  by  uncontrolled  diabetic  pa- 
tients. After  the  animals  had  been  subjected 
to  this  overfeeding  for  from  7 to  9 weeks,  the 
authors  excised  a piece  of  the  pancreas  in 
which  they  were  able  to  demonstrate  the  hy- 
dropic degeneration  of  the  beta  cells. 

The  dogs  were  then  placed  on  proper  diet 
and  insulin  was  administered.  The  urine 
promptly  became  sugar  free  and  the  blood 
sugar  normal.  After  they  had  been  subjected 
to  this  controlled  regimen  for  from  7 to  9 
weeks,  again  a portion  of  the  pancreas  was 
excised  and  examined  and  the  cells  of  the  is- 
lands of  Langerhans  were  found  to  be  restor- 
ed. 

Those  findings  provide  a concrete  demon- 
stration of  what  has  been  repeatedly  seen 
clinically ; that  is,  that  when  diabetes  is  treat- 
ed early  in  its  development,  there  is  a good 
chance  of  restoration  of  the  insulogenic  func- 
tion ; but  if  the  treatment  is  postponed  until 
the  islands  are  gone — fibrosed — nothing  will 
bring  around  their  regeneration.” 
Conclusions. 

Those  cases  presenting  a positive  urinary 
Pehling’s  test  should  be  put  through  the  fol- 
lowing routine : 

1.  Fermentation  tests.  If  negative  it  is 
lactose,  if  positive  it  is  either  glucose,  levul- 
ose  or  galactose. 

2.  Use  polariscope,  if  possible,  when  fer- 
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mentation  test  is  positive.  This  will  show  if 
it  is  levnlose.  No  further  testing  is  then  nec- 
essary. 

3.  If  the  sugar  is  fermentable  and  dextro- 
rotatory,  then  a blood  sugar  determination 
should  be  done. 

4.  If  blood  sugar  is,  on  fasting  stomach, 
over  120  milligrams  per  100  cc.  of  blood,  then 
a true  diabetes  exists. 

5.  A sugar  tolerance  test,  as  described 
previously  in  this  paper,  may  be  done  in 
doubtful,  or  borderline  cases. 

6.  If  true  diabetes  is  present,  a 24  hour 
specimen  of  urine  should  be  examined  for  the 
percentage  of  sugar  and  the  total  grams  of 
glucose  excreted  in  24  hours  calculated. 

7.  Insulin  should  be  given  in  the  ratio  of 
1 unit  to  each  2 grams  of  sugar  excreted  in 
24  hours. 

DISCUSSION. 

Edward  Speidel:  As  mentioned  by  the  essay- 

ist in  his  paper,  true  diabetes  in  pregnancy  is 
not  only  very  rare,  but  pregnancy  in  true  dia- 
betes is  equally  rare.  I have  never  had  a case 
of  true  diabetes  in  pregnancy  in  my  experience 
of  thirty-two  years.  I had  one  patient  who 
showed  some  symptoms  of  diabetes,  but  did  not 
show  any  increase  in  blood  sugar,  and  responded 
very  well  to  dietetic  treatment. 

The  important  thing  to  obstetricians  in  bring- 
ing a paper  of  this  kind  before  the  society  is 
that  we  may  get  the  views  of  internists  and  phy- 
siologists on  certain  points  connected  with  dia- 
betes. First  of  all  it  would  appear  that  if,  in 
the  prenatal  care  and  in  the  history  taking,  the 
obstetrician  finds  no  evidence  of  a previously 
existing  diabetes,  there  is  little  reason  to  sus- 
pect the  disease  will  develop  during  the  period 
of  gestation.  I was  sorry  that  in  the  experi- 
ments on  dogs  where  three-fourths  of  the  pan- 
creas was  removed  that  some  female  dogs  were 
not  used  and  then  impregnated  to  see  whether 
the  added  metabolic  strain  of  pregnancy  in  sucj; 
a devitalized  animal  would  produce  diabetes.  In 
other  words,  the  question  arises  if  the  patient 
does  not  have  diabetes,  as  shown  by  the  history 
taking  and  prenatal  care,  and  she  becomes  preg- 
nant, is  it  possible  for  such  a patient  to  develop 
tiue  diabetes  during  the  nine  months  of  gesta- 
tion? I have  never  heard  of  such  a case  nor 
have  I read  of  one  in  the  literature.  If  this 
does  not  happen,  then  necessarily  careful  history 
taking  would  prevent  the  doctor  or  obstetrician 
from  “slipping-up”  on  a true  case  of  diabetes, 
and  the  chances  are  that  the  majority  of  the 
cases  we  have,  showing  sugar  in  the  urine  are 
either  due  to  lactosuria  or  the  other  kinds  of 
sugar  in  the  urine  that  the  doctor  mentioned  in 
his  paper. 

The  observation  is  important  that  if  we  have 
a case  of  true  diabetes  in  pregnancy,  then  the 
patient  is  in  a very  dangerous  condition,  for  the 


simple  reason  that  the  early  nausea  and  toxemia 
of  pregnancy  is  due  to  a carbohydrate  defic- 
iency, consequently  in  order  to  carry  the  pa- 
tient through  the  early  period  of  pregnancy  it 
would  be  necessary  to  as  soon  as  possible  ascer- 
tain the  carbohydrate  tolerance  of  that  patient 
under  insulin  and  maintain  her  on  the  highest 
carbohydrate  intake  compatible  with  safety  to 
carry  her  through  gestation  and  prevent  the  ex- 
cessive vomiting  of  pregnancy.  The  same  rule 
holds  true  in  greater  degree  during  the  later 
months  of  pregnancy.  Restriction  of  carbohy- 
drates in  the  later  months  of  pregnancy  will 
have  a tendency  to  produce  a toxemia  with 
coma. 

Fred  G.  Speidel:  I enjoyed  the  paper  pre- 

sented by  Dr.  Gaupin,  as  he  has  suggested  sev- 
eral questions  for  consideration.  One  point  he 
made  I would  like  to  particularly  mention,  be- 
cause I differ  from  him,  that  is  the  question  as 
to  whether  an  individual  with  renal  glycosuria 
is  potentially  diabetic.  I am  under  the  impres- 
sion that  is  not  the  case.  I have  had  occasion 
in  the  last  few  years  to  see  ten  individuals  with 
true  renal  diabetes,  all  having  glucose  in  the 
urine  constantly  regardless  of  diet.  Such  an 
individual  will  have  bood  sugar  well  within 
normal  limits.  If  he  is  given  100  gms.  of  glu- 
cose his  blood  sugar  after  one  hour  usually  does 
not  rise  above  normal,  and  after  two  hours  is 
apt  to  be  below  the  original  figure.  In  other 
words,  the  individual  not  only  has  no  pancreatic 
deficiency  but  has  a remarkably  good  blood  sug- 
ar metabolizing  mechanism,  and  for  that  reason 
there  is  no  reason  to  suspect  he  will  ever  develop 
true  diabetes.  This  question  has  been  investi- 
gated rather  thoroughly,  and  it  is  apparentl  - 
the  policy  of  most  of  the  insurance  companies 
now  to  accept  at  the  standard  rate  applicants 
with  renal  diabetes.  I have  had  occasion  to  look 
into  this  question  for  several  insurance  compan- 
ies in  the  past  year,  and  in  two  instances  they 
accepted  at  the  standard  rate  persons  with  true 
renal  diabetes,  taking  the  position  that  they 
were  no  more  likely  to  develop  true  diabetes 
mellitus  than  individuals  who  were  perfectly 
normal.  The  foregoing  is  merely  mentioned  in 
passing  and  has  no  reference  to  glycosuria  and 
pregnancy. 

With  reference  to  glycosuria,  of  course  I am 
in  perfect  accord  with  all  Dr.  Gaupin  has  said. 
It  has  been  my  custom  to  omit  polariscopic  ex- 
amination. One  can  usually  cut  the  Gordian 
Knot  after  having  obtained  a pisitive  Fehling’s 
or  Benedict’s  test  without  the  necessity  of  mak- 
ing a polariscopic  examination  especially  if  a 
fermentation  test  is  made.  If  there  is  no  fer- 
mentation, we  assume  the  presence  of  lactose; 
if  there  is  fermentation  we  do  a blood  sugar 
test  immediately  to  determine  whether  the  indi- 
vidual has  diabetes  or  not. 

W.  T.  McConnell:  I have  never  seen  but  two 
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cases  of  true  diabetes  complicating  pregnancy, 
and  these  patients  were  in  the  Louisville  City 
Hospital,  upon  whom  we  made  use  of  all  the 
methods  and  means  of  controlling  the  malady 
at  our  command.  Both  patients  were  seen  early 
and  kept  in  the  hospital  for  many  weeks;  both 
responded  beautifully  to  treatment  and  were 
able  to  take  a fair  amount  of  carbohydrates 
without  showing  any  elevation  above  normal  of 
the  blood  sugar,  or  sugar  in  the  urine.  By  the 
time  their  babies  were  born  they  were  under  ex- 
cellent control.  One  baby  was  born  apparently 
normal  and  healthy,  but  died  without  any  ap- 
parent cause  within  a few  hours.  In  the  other 
case  the  child  was  born  dead, — a macerated 
fetus, — and  yet  both  mothers  had  apparently 
gained  complete  control  of  the  disorder.  These 
cases  show  that  diabetes  is  a very  serious  con- 
dition in  pregnancy,  and  while  we  have  very 
valuable  means  of  controlling  the  disease  so 
far  as  the  mother  is  concerned,  yet  so  far  as 
the  child  is  concerned  there  is  still  a very  high 
mortality  rate  which  should  make  us  very  care- 
ful in  the  determination  of  this  condition. 

As  to  whether  renal  glycosuria  is  the  threshold 
of  true  diabetes  in  pregnancy  or  not,  I do  not 
believe  can  be  stated  definitely,  and  yet  it 
should  stimulate  us  to  use  our  every  effort  to 
determine  this  condition  when  it  exists  I look 
upon  the  suggestion  of  Dr.  F.  G.  Speidel  as  very 
valuable  in  arriving  at  proper  conclusions.  Po- 
lariscopic  examination  is  undoubtedly  helpful, 
and  I am  not  decrying  the  value  of  it,  but  in 
practical  application  the  test  is  difficult  and  the 
instrument  is  not  always  available.  The  fermen- 
tation test  is  simple  and  the  results  are  gener- 
ally satisfactory.  If  there  is  fermentation  a 
blood  sugar  test  is  made  at  once,  and  if  the 
blood  sugar  is  high  we  treat  the  patient  as  a 
diabetic  with  insulin. 

Another  thing  that  I think  can  help  us  in  the 
determination  of  true  diabetes  in  these  cases  is 
the  clinical  picture;  the  polyuria  and  abnormal 
thirst  will  help  materially  in  determining  true 
diabetes.  Of  course,  that  might  not  help  much 
in  the  very  early  cases,  and  in  these  the  blood 
sugar  test  is  the  great  sheet  anchor  of  determin- 
ation. 

While  diabetes  in  pregnancy  is  fortunately 
rare,  yet  where  it  exists  it  is  a very  tragic  pic- 
ture and  should  have  our  most  careful  consid- 
eration. 

Ben  Carlos  Frazier:  In  my  experience  it  is 

not  been  uncommon  to  find  quite  a number  of 
patients  with  glycemia  during  pregnancy,  it  is 
not  unusual  to  find  every  now  and  then  transient 
sugar  on  urinalysis.  These  cases  generally  occur 
in  women  who  are  heavy  eaters  especially  of 
carbohydrates. 

I have  never  seen  a case  of  true  diabetes  m 
a pregnant  woman,  nor  have  I seen  sterility 
which  could  be  attributed  to  diabetes. 


H.  A.  Davidson:  About  fifteen  years  ago  I 

had  a case  of  true  diabetes  in  a pregnant  wom- 
an. When  I saw  her  she  was  about  four  months 
advanced  in  gestation.  Of  course  that  was  be- 
for  the  days  of  insulin.  The  blood  sugar  exam- 
ination was  positive  and  the  woman  had  all  the 
symptoms  and  signs  of  true  diabetes.  Not  only 
is  that  true,  but  the  woman  advanced  to  about 
seven  and  a half  months,  then  went  into  dia- 
betic coma,  was  prematurely  delivered  of  a dead 
child,  and  the  woman  died  also.  So  I do  not  be- 
lieve there  was  any  doubt  whatever  about  the 
case  being  one  of  true  diabetes.  Anyone  who 
ever  had  a case  like  that  in  pre-insulin  days  will 
not  want  to  see  another  case  of  diabetes  in  preg- 
nancy. 

Of  course  these  cases  do  happen  and  num- 
bers of  them  have  been  reported  throughout  the 
country.  At  the  A.  M.  A.  meeting  in  Chicago 
Josline,  of  Boston,  reported  a number  of  cases 
of  true  diabetes  in  pregnancy,  but  said  he  had 
not  so  much  fear  of  them  now.  He  said  in  pre- 
insulin days  he  had  the  greatest  fear  of  them, 
but  since  the  discovery  of  insulin  he  had  very 
little  fear  of  diabetes  in  pregnancy,  and  re- 
ported a number  of  cases  in  which  the  women 
were  carried  to  full  term  and  were  delivered  of 
healthy  children  after  insulin  treatment.  I be- 
lieve it  is  the  accepted  opinion  among  obstet- 
ricians of  the  world  today,  that  pregnant  women 
with  true  diabetes  can  be  carried  to  full  time 
and  be  delivered  of  heathly  babies  and  the  wom- 
en also  remain  healthy  after  insulin  treatment. 
So  insulin  has  been  a great  discovery  for  preg- 
nant women  with  diabetes. 

I.  H.  Sonne:  About  five  years  ago  I was  call- 

ed to  attend  a woman  in  confinement;  it  was  the 
first  time  I had  ever  seen  her.  I found  her  in 
labor  and  delivered  her  of  a macerated  fetus. 
I did  not  discover  until  after  the  delivery  that 
she  had  a case  of  true  diabetes.  The  treatment 
she  received  was  very  meager.  She  lived  in  the 
country  and  about  all  the  treatment  she  had  was 
dietetic.  She  was  then  the  mother  of  seven 
living  children.  Fourteen  months  later  I was 
again  called  to  see  the  same  woman  also  in  con- 
finement. I delivered  her  of  a twelve  pound 
baby  that  lived  about  ten  minutes.  About  two 
years  afterward  I was  called  to  see  the  same 
patient,  and  this  time  delivered  her  of  a normal 
baby  that  is  now  living  and  the  mother  is  also 
living.  I presume  she  has  now  passed  the  meno- 
pause. 

This  was  a case  of  true  diabetes.  At  that  time 
I was  practicing  in  the  country  where  women  in 
labor  do  not  send  for  the  doctor  until  about  the 
time  delivery  is  expected.  This  patient  received 
very  little  treatment  and  she  finally  “fought  it 
out”  herself. 

Chas.  E.  Gaupin  (in  closing)  : I thank  the 

gentlemen  for  their  liberal  discussion.  Of  course 
it  is  well  understood  that  a positive  Fehling’s 
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test  always  means  the  presence  of  glucose  in 
the  urine.  In  our  prenatal  care  it  is  essential 
to  investigate  the  history  to  be  sure  there  is  no 
diabetes  in  the  family.  If  there  is  a history  of 
diabetes  in  the  family,  then  it  makes  tne  likeli- 
hood much  greater  that  the  patient  may  have 
true  diabetes. 

There  is  an  important  differential  point  in 
some  of  our  cases  of  lowered  renal  threshold  and 
alimentary  giycosuria.  This  differential  point 
is:  no  matter  how  carefully  the  diet  is  regulated, 
in  some  cases  of  lowered  rerjal  threshold  the  pa- 
tient will  still  have  sugar  in  the  urine,  which 
may  not  be  true  in  alimentary  cases.  In  other 
words,  we  know  it  is  not  a case  of  true  diabetes 
because  the  patient  may  be  given  all  the  starch- 
es desired  and  there  will  be  no  sugar  in  the 
urine.  Patients  with  lowered  renal  threshold, 
while  they  have  normal  blood  sugar,  when 
placed  on  regulation  diabetic  diet  some  of  them 
will  continue  to  show  glucose  in  the  urine.  Ac- 
cording to  the  literature  some  of  these  cases 
are  eventually  determined  to  be  true  diabetes. 
In  alimentary  cases  one  can  always  regulate  the 
sugar  in  the  urine  by  proper  diet,  but  in  lower- 
ed renal  threshold  this  is  untrue.  If  the  case  is 
one  of  true  lowered  sugar  tolerance  from  renal 
causes,  one  cannot  keep  glucose  out  of  the  urine 
by  diet  alone. 

As  to  use  of  the  polariscope:  I use  this  in- 
strument because  of  my  connection  with  the 
University  of  Louisville.  I taught  the  use  of 
the  polariscope  during  the  time  I was  in  charge 
of  the  microscopic  work  for  five  years.  In  that 
way  I formed  the  habit  of  using  the  instrmuent 
and  still  like  to  employ  it. 

I have  not  had  under  observation  any  cases 
of  true  diabetes  associated  with  pregnancy.  I 
had  one  case  of  lowered  renal  threshold  and  the 
trouble  it  gave  me  stimulated  me  to  investigate 
the  literature  of  the  subject.  The  patient  was 
a primapara  aged  thirty-five  years.  At  about 
the  seventh  month  of  pregnancy  she  had  one 
per  cent  sugar  in  her  urine.  Her  urinary  out- 
put was  increased  slightly  over  normal  and  blood 
sugar  determination  made  which  showed  98  mg. 
per  100  cc.  of  blood  proving  that  it  was  not  a 
case  of  true  diabetes.  This  patient  after  four 
weeks  of  careful  dieting  became  sugar  free.  She 
was  delivered  in  the  hospital  and  the  diet  con- 
tinued until  labor  ensued.  She  was  in  labor 
more  than  twenty-four  hours  owing  to  very 
slow  dilatation  of  the  cervix.  At  the  onset  of 
labor  the  fetal  heart  sound  was  distinctly  heard 
in  the  left  lower  quadrant.  I saw  her  late  in 
the  afternoon.  The  following  morning  the  fetal 
heart  sound  could  no  longer  be  heard.  We  ap- 
plied moderately  high  forceps  and  delivered  the 
wcman  of  a dead  baby.  The  only  accident  was 
an  ordinary  perineal  laceration.  She  was  de- 
livered in  the  hospital  under  as  aseptic  condi- 
tions as  it  is  possible  to  deliver  a patient.  The 


perineum  became  infected  which  was  due  to 
colon  bacillus;  she  developed  phlebitis  of  the 
left  leg  with  fever  and  other  distressing  symp- 
toms; after  the  phlebitis  subsided  she  developed 
pyelitis.  To  make  a long  story  short,  I visited 
that  woman  from  September  until  nearly  Christ- 
mas before  she  finally  recovered.  This  case  is 
what  stimulated  me  to  investigate  the  literature 
on  the  presence  of  sugar  in  the  urine  during 
pregnancy. 


ELECTRICAL  CHANGES  IN  LIVING 

TISSUE,  AS  THE  CAUSE  OF  DRUG 
ACTION* 

By  R.  Beutner,  Louisville. 

Nernst’s  theory  of  electrical  stimulation 
proves  that  the  stimulation  by  an  electrical 
current  is  due  to  the  change  of  salt  concen- 
tration at  a membrane  or,  in  other  words,  to 
a change  of  pre-existing  potential  differences 
in  tissues. 

We  assume  that  some  drugs,  preferably  al- 
kaloids, stimulate  in  a similar  way.  A proof 
for  this  is  found  by  studying  an  artificial  po- 
tential difference  which — to  a certain  extent 
— resembles  those  which  are  present  in  tis- 
sues; this  is  a phase  boundary  potential  dif 
ference  at  the  junction  of  the  following: 

(1)  Nitrobenzene  10%  oleic  acid 

(2)  NaCl  slightly  alkalinized  by  the  addi- 
tion of  soap. 

If  traces  of  an  alkaloidal  salt  are  added  to 
the  alkaline  NaCl  solution,  the  potential  dif- 
ference changes  considerably  as  shown  in  the 
following  table : 

Alkaloid  added  Amount  of  decrease 

strychnine  HC1  1 : 1 million  0.004  volt 

or  atropine  sulphate  1 : 10,000  0.08  volt 

morphine  sulphate  1:10,000  0.02  volt 

caffeine  1:10,000  0.004  volt 

epinephrine  1:10,000  0.01  volt 

This  shows  that  the  most  toxic  alkaloids 
exert  the  most  powerful  electrical  action. 

Substances  like  ether,  chloroform,  amyl  al- 
cohol, veronal  and  antipyrin,  which  have  no 
physiological  action  in  alkaloidal  doses, are  de- 
void of  electrical  action  at  concentrations  of 
1 :10,000,  or  even  higher. 

As  it  is  impossible  to  demonstrate  this  ef- 
fect on  tissue  directly,  a further  proof  is  need- 
ed that  the  potential  differences  in  tissues 
resemble  those  in  our  model.  As  the  writer 
has  shown  formerly,  bio-electricity  is  chiefly 
due  to  potential  differences,  at  the  junction 
of  immiscible  phases,  viz.  at  lipoid  mem- 
branes. For  detailed  observations  support- 
ing this,  see  the  writer’s  book  on  the  origin  of 
currents  on  tissue  (Enstehung  electr.  Stroeme 
in  Geweben)  published  by  F.  Enke,  Stuttgart, 
1920. 

In  regard  to  the  more  recent  polemic  of 

*Read  before  the  Jefferson  County  Medical  Society. 
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Hoeber  and  his  pupils,  it  can  be  stated  that 
volatile  oils  (like  guaiacol)  fail  to  conform 
with  some  electromotive  properties  of  tissue 
as  Hoeber  states  correctly,  but  he  is  not  jus- 
tified in  his  belief  that  volatile  oils  and  tis- 
sue lipoids  are  equivalent  ; lecithin,  a true  li- 
poid, does  not  resemble  volatile  oils  but  does 
resemble  tissues  in  all  those  particular  elec- 
trical properties  which  Hoeber  stresses.  (A 
publication  concerning  this  has  been  sent  to 
“The  Journal  of  Biological  Chemistry’’) 

(Concerning  Hoeber ’s  so-called  protein  ef- 
fects, the  writer  has  shown  that  these  are  also 
produced  by  starch  paste,  agar  or  kazlin.  (See 
Beutner  and  Menitoff,  “Proceedings  of  the 
Society  for  Experimental  Biology  and  Medi- 
cine,’’ 1927,  24,  462.) 

The  above  model  reproduces  potential  dif- 
ferences in  tissue,  particularly  in  so  far  as 
these  are  influenced  by  alkaloids  qualitative- 
ly in  the  same  direction. 

If  the  assumption  is  justified  that  poten- 
tial differences  resembling  to  some  extent 
those  of  our  artificial  system,  are  present  in 
tissues,  the  addition  of  alkaloidal  salts  (and 
possibly  other  poisons)  would  primarily 
change  the  potential  difference  existing  inside 
of  living  tissue.  This  change  or  polarisation 
would  be  the  cause  of  the  stimulation  pro- 
duced by  the  toxic  substance,  just  as  polarisa- 
tion is  the  cause  of  the  stimulation  which  a 
current  causes,  according  to  Nernst’s  theory. 

We  may  conclude,  therefore,  that  when  an 
animal  collapses  after  a fatal  dose  of  strych- 
nine, atropine  or  other  alkaloids  the  cause  of 
its  death  is  a similar  injury  to  its  brain,  as  if 
it  had  been  struck  by  lightening  or  electrocut- 
ed. 

A full  report  on  this  work  will  soon  appear 
in  “The  Journal  of  Pharmacology  and  Ex- 
perimental Therapeutics.” 

Experimental  Denervation  of  the  Heart. In 

three  dog's,  the  cardiac  nerves  together  with  the 
stellate  ganglion  were  excised  close  to  the  heart. 
It  appeared  from  the  experiment  that  the  ex- 
tracardiac innervation  of  the  heart  is  more  ex- 
tensive than  the  macroscopically  visible  nerves 
would  lead  one  to  suppose.  At  the  end  of  a 
year,  an  extracardiac  influence  on  the  heart 
(other  than  by  the  body  fluids)  could  be  demon- 
strated. While  cardiac  insufficiency  was  not  ob- 
served when  the  animals  were  at  rest,  it  was  ap- 
parent when  they  ran.  Thyroidin  was  without 
influence  on  the  denervated  dogs,  while  in  con- 
trol animals  it  caused  tachycardia.  Two  normal 
dogs  fed  on  thyroidin  died  with  emaciation, 
while  the  denervated  dogs  remained  well. 


A VISIT  TO  A LEPRA  HOSPITAL  * 

By  Adolph  O.  Pfingst,  Louisville. 

It  was  my  good  fortune  during  the  past 
summer  to  visit  a lepra  hospital.  I had  been 
traveling  in  Norway  and  just  as  I was  leaving 
Bergen  for  London,  to  attend  the  Internation- 
al Congress  of  Ophthalmologists,  I learned  by 
chance  that  a large  hospital  devoted  to  the 
treatment  of  lepers  was  situated  in  Bergen. 
Through  the  courtesy  of  the  director  of  the  in 
stitution  I was  given  an  appointment  to  make 
rounds  with  him  at  7 o’clock  on  the  morning 
of  my  departure.  As  I have  in  the  thirty 
years  or  more  of  my  study  of  medicine  never 
seen  a ease  of  leprosy  I need  not  assure  you 
that  the  visit  was  one  of  considerable  intere*;t. 

I am  complying  with  the  request  of  the 
program  committee  in  relating  my  experience 
in  Bergen.  In  doing  so  I realize  fully  that 
the  report  will  have  no  practical  value,  al- 
though it  may  interest  you,  as  it  did  me,  in  the 
light  of  curiosity. 

The  hospital  in  Bergen  is  quite  a good-sized, 
two-story  frame  structure,  built  in  a square 
surrounding  a beautiful  court  of  flower  beds, 
evergreens  and  lawn.  It  is  well  equipped  with 
pathological  and  bacteriological  laboratories, 
operating  and  dressing  rooms,  a large  library, 
private  apartments  for  the  medical  staff  and 
for  the  nurses,  bath  equipment,  etc.  The  rooms 
are  large  and  airy,  some  facing  the  court 
and  others  overlooking  a surrounding  park. 
Two  or  three  patients  occupy  a room.  Every- 
thing about  the  place  is  immaculately  clean. 

One  could  not  but  be  impressed  with  the 
present  status  of  leprosy  and  its  management. 
When  we  see  present  conditions  where  lepro- 
sy patients  are  kept  under  cheerful  surround- 
ings and  are  attended  by  a trained  staff  of 
physicians  and  nurses  and  compare  this  to 
conditions  as  they  formerly  existed  the  value 
of  segregation  becomes  apparent.  Although 
ill-defined  records  of  the  existence  of  leprosy 
are  to  be  found  in  the  remotest  ages  and  men- 
tion is  made  of  it  in  the  earlier  books  f the 
Bible,  it  was  not  very  prevalent  until  the  mid- 
dle ages.  At  that  time  cases  in  Europe  ran 
high  into  the  thousands.  Lepers  wandered 
about  as  outcasts  and  were  condemned  to  live 
apart  in  huts  or  in  open  fields.  They  wander 
ed  about,  muffled  from  head  to  foot,  a hood 
over  the  face  and  carrying  a bell  to  give  time- 
ly warning  of  their  approach.  Segregation  has 
reduced  the  number  of  cases  so  that  a case  of 
leprosy  today  is  almost  considered  a curiosity. 
However,  the  disease  still  exists  todav  to  a 
variable  degree  in  Norway,  Sweden,  Russia. 
China,  Japan — in  fact  many  countries,  in- 
cluding our  own.  Leprosy  hospitals  now  ex- 
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ability  to  close  the  eyes  and  the  consequent 
exposure  of  conjunctiva  and  cornea,  had  a 
thickened  dry  conjunctiva  (xerosis).  Some 
ist  in  many  countries  for  the  segregation  and 
care  of  those  afflicted  with  this  hopeless  mal- 
ady. 

Leprosy  is,  as  you  know,  an  endemic  chron- 
i malignant  affection  due  to  a specific  micro- 
organism and  characterized  by  alterations  in 
the  skin,  the  nerves  and  the  bones.  Although 
it  piesents  manifold  symptoms,  three  distinct 
clinical  types  are  described.  The  nodular  or 
tuberous  type,  in  which  the  skin  is  primarily 
involved,  the  nervous  or  anesthetic  type,  in 
which  the  nerves  are  primarily  involved,  and 
a mixed  type. 

There  were  over  100  patients  in  the  Bergen 
hospital,  the  cutaneous  and  nervous  types  be- 
ing about  equally  divided.  With  the  one  ex- 
ception of  a maniacal  patient,  who  was  kept 
in  a padded  cell,  the  patients  seemed  uniform- 
ly cheerful,  nothwithstanding  their  knowledge 
of  the  hopeless  nature  of  the  disease  they  har- 
bored. The  patients  w’ere  allowed  to  inter- 
mingle in  the  court,  at  church  service  and  dur- 
ing meals,  but  were  naturally  not  allowed  to 
leave  the  confines  of  the  institution.  Upon 
inquiry  the  director  advised  me  that  the  dan- 
ger of  propogation  of  the  disease  is  very 
slight  as  long  as  the  proper  rules  of  asepsis 
and  hygiene  are  observed.  He  expressed  the 
belief  that  closeness  of  contact  bears  a direct 
relationship  with  contagion  and  heuce  pa- 
tients are  never  allowed  to  sleep  two  in  a bed, 
to  shake  hands,  or  otherwise  come  in  contact 
with  each  other.  In  his  experience  of  33 
years  the  doctor  recalled  but  a single  case,  a 
nurse,  who  had  contracted  the  disease  while 
at  the  institution.  In  Bergen  patients  are 
visited  by  the  medical  staff  twice  a day.  They 
are  treated  expectantly — necrosed  bone  re- 
moved, heavy  layers  of  horny  skin  cut  off 
and  other  symptoms  relieved  as  they  arise. 
No  internal  treatment  is  emplo}’ed  unless 
otherwise  indicated.  Chaulmoogra  oil,  of 
which  so  much  was  expected,  is  no  longer  used 
at  Bergen  as  no  results  have  been  obtained 
from  its  use. 

I was  struck  at  once  by  the  large  propor- 
tion of  eye  affections  among  the  patients  in 
the  Bergen  institution.  It  seems  that  this  fre- 
quency of  eye  affections  is  common  to  all 
lepers,  two-thirds  to  three-fourths  of  all  cases 
having  some  form  of  eye  complication  and 
fvwvi  fifteen  to  thirtv  percent  terminating  in 
blindness.  I was  also  impressed  by  the  fre- 
quency of  facia'.  paralysis.  It  appeared  as 
though  every  second  or  third  patient  had  a 
unilateral  facial  immobility.  Naturally,  these 
patients  were  especially  prone  to  eye  compli- 
cations. Many  of  them,  on  account  of  the  in 
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had  symblepharon  and  quite  a few  had  evert- 
ed lower  lids. 

The  cornea  was  frequently  involved,  show- 
ing a peculiar  infiltration  resembling  paren- 
chymatous keratitis.  Students  of  leprosy  re- 
fer to  these  cases  as  “Leprous  Keratitis.” 
They  run  an  acute  course  with  conjunctival 
redness  and  involvement  of  the  uveal  tract 
and  leave  a dense  cloud  in  the  cornea  that  at 
first  appearance  impresses  one  as  a leucoma, 
the  result  of  a healed  ulcer.  Several  cornea1 
were  marked  by  punctuate  opacities  rather 
than  the  diffuse  clouds.  Corneal  ulcer  is  not 
so  common,  although  it  occurs  especially  in 
the  patients  with  facial  paralysis  and  at  times 
leads  to  perforation  and  destruction  of  the 
eye.  The  infrequency  of  corneal  abrasion  is 
especially  to  be  wondered  at  when  one  con- 
siders the  frequency  of  anesthesia  of  the  con- 
junctiva and  cornea  in  the  nervous  cases. 

Quite  a few  of  the  patients  I saw  presented 
a condition  which  seems  to  be  quite  common 
in  leprosy,  viz : the  presence  of  peculiar  jelly- 
like  nodes  at  the  corneal  limbus.  They  were 
yellowish  and  translucent  and  had  an  uneven 
surface.  They  showed  a tendency  to  invade 
the  cornea.  The  ones  I saw  were  all  situated 
at  the  temporal  edge  of  the  cornea  and  ap- 
peared somewhat  like  large  phlyctenules  in 
the  precystoid  stage.  One  patient  showed  a 
similar  node  over  the  sclera — a little  away 
from  the  corneal  edge  and  resembled  very 
much  an  eye  affected  with  episcleritis.  These 
nodes  are  infected  granulomata  and  like  the 
nodes  found  in  the  skin  of  lepers  resemble 
microscopically  the  nodes  of  tuberculosis  and 
of  giant  cell  sarcoma.  Similar  nodes  have  ex- 
ceptionally been  observed  in  the  retina  and 
choroid  as  well  as  in  the  iris.  Uveal  inflam- 
mation is  common  in  leprosy  and  soft  blind 
eyes  Avith  occluded  pupils  are  among  the  se- 
quel*. 

I was  also  impressed  with  the  large  number 
of  nodular  cases  of  leprosy  which  were  asso- 
ciated with  lid  involvement.  Many  had  tu- 
bercles and  these  in  their  process  of  destruc- 
tion and  cicatrization  caused  ectropion.  1 
saw  quite  a number  of  this  kind.  There  were 
also  several  cases  of  entropion.  Complete  loss 
of  the  eyelashes  and  eyebrows  was  also  noted 
in  quite  a few  of  the  inmates. 
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RHINOLITH  OF  UNUSUAL  SIZE. 

CASE  REPORT.* 

By  A.  L.  Bass,  Louisville. 

The  patient  before  you  is  J.  P.,  male,  col- 
ored, aged  45,  occupation  elevator  operator. 
He  lias  been  married  several  years,  has  no 
children  and  does  not  know  whether  or  not 
his  wife  ever  had  any  miscarriages. 

Persona)  history:  When  eighteen  years  of 
age  he  had  what  was  diagnosed  as  “soft 
chancre”  which  was  treated  locally  and  heal- 
ed. No  systemic  treatment  was  given.  Three 
or  four  years  later  he  had  gonorrhea,  or  at 
least  an  urethral  discharge,  for  which  he  was 
treated  locally  with  recovery.  Family  history 
unimportant. 

This  man  presented  at  the  nose  and  throat 
clinic  of  the  Louisville  City  Hospital,  Novem- 
ber 11th,  1926,  with  the  following  history: 

Eight  years  ago,  while  having  a tooth  ex- 
tracted, his  left  inferior  maxilla  was  fractur- 
ed. His  face  became  swollen  in  that  area,  and 
continued  to  give  him  trouble  for  two  months. 
He  then  consulted  Dr.  Leo  Bloch  who  re- 
moved the  left  inferior  maxilla.  Shortly  af- 
terward he  noticed  an  offensive  odor  from 
nose  and  mouth  which  has  continued  evei 
since.  His  nose  discharges  during  the  day  but 
becomes  obstructed  at  night,  and  in  the  morn- 
ing a heavy,  yellowish  substance  exudes. 

Laboratory  findings:  Wassermann  blood 

reaction  negative.  Temperature  98  to  99°  F., 
pulse  80  to  90,  respirations  20  to  24.  Urinaly- 
sis: Color  yellow,  reaction  acid,  specific  grav- 
ity 1023 : albumin  and  sugar  negative,  many 
pus  cells  present. 

Examination : Nose,  the  nasal  septum  is 
perforated,  beginning  about  one  inch  back- 
ward from  tip  of  nose,  presenting  a triangle 
with  base  posteriorly.  The  perforation  is  con- 
tinuous with  floor  of  nose  until  posteriorly 
where  there  is  a portion  of  the  septum  left, 
which  is  about  one-fourth  inch  in  width.  The 
lateral  walls  of  the  antra  are  absent  and  the 
inferior  turbinates  are  practically  obliterated, 
which  I judge  is  due  to  pressure  necrosis  from 
the  rhinolith. 

The  large  rhinolith,  which  is  exhibited, 
practically  filled  the  perforation  and  was 
freely  movable.  The  mass  of  putty-like  or 
caseous  material  was  posterior  and  superior 
to  the  rhinolith  and  was  removed  at  the  oper- 
ation. 

The  roentgen-rav  plates,  which  you  see, 
show  the  rhinolith  in  both  anteroposterior  and 
lateral  pictures.  You  can  readily  see  the  dif- 
ference between  the  pictures  taken  before  and 
after  operation. 

Operation:  The  patient  was  admitted  to 

*Case  reported  with  exhibition  of  patient  and  specimen 
before  the  Jefferson  County  Medical  Society. 


hospital  November  23rd,  1926.  On  afternoon 
of  the  24th,  under  general  anesthesia  with 
head  lowered,  the  remnant  of  septum  (poster- 
ior) was  broken  down  and  the  rhinolith  forced 
backward  into  the  pharynx  and  removed 
through  the  buccal  cavity,  being  too  large  to 
be  removed  through  the  anterior  nares. 

The  recovery  of  the  patient  was  unevent- 
ful. He  was  dismissed  from  hospital  on  Nov- 
ember 26th,  or  two  days  after  operation. 

The  literature  shows  that  there  have  been 
about  three  hundred  cases  of  rhinolith  report- 
ed. The  largest  recorded  was  size  of  hen’s  egg 
weighing  110  mg.  Several  have  been  describ- 
ed weighing  about  80  mg. 

DISCUSSION. 

Walter  Dean:  This  patient  was  under  observa- 
tion for  several  days  in  the  out-patient  depart- 
ment of  the  city  hospital  before  he  was  seen  by 
Dr.  Bass.  Despite  the  negative  Wassermann  re- 
action, I was  under  the  impression  that  it  was  a 
case  of  syphilitic  infection  of  the  nasal  septum 
which  had  caused  necrosis  and  partial  destruc- 
tion of  the  vomer  and  ethmoid  bones.  This  area 
being  constantly  bathed  in  the  nasal  excretions, 
the  depositions  of  phosphates  and  carbonates  of 
calcium  and  magnesium  around  the  necrosed 
bone  was  the  logical  result. 

The  specimen  which  Dr.  Bass  has  exhibited 
shows  on  its  outer  surface  the  cheesy,  caseous 
substance  he  has  described;  but  the  interior  is 
hard  like  stone.  In  the  operation  care  was  ex- 
ercised not  to  destroy  the  remaining  portion  of 
the  septum.  The  mass  was  very  large  and  prac- 
tically filled  the  nasal  cavity. 

I am  sure  the  patient  has  been  completely  re- 
lieved of  ozena  by  the  operation.  The  stench  in 
the  beginning  was  very  repulsive. 

Leo  Bloch:  I recall  having  seen  and  operated 

upon  this  man  about  eight  years  ago.  He  was 
referred  to  me  by  his  physician  for  examina- 
tion and  treatment.  He  had  extensive  necrosis  of 
inferior  maxilla  which  was  naturally  thought  to 
be  syphilitic  in  origin,  although  he  had  been  given 
antiluetic  treatment  without  benefit.  His  Was- 
sermann reaction  was  positive. 

Resection  of  the  left  inferior  maxilla  was  per- 
formed some  time  later.  The  operation  was  very 
easily  completed;  all  I had  to  do  was  to  separ- 
ate the  bone  with  saw  and  remove  it  with  for- 
ceps. I saw  no  more  of  the  patient  after  the 
operation. 

Samuel  G.  Dabney:  Dr.  Bass  and  Dr.  Dean 

are  to  be  congratulated  upon  their  method  of 
procedure  in  the  case  reported.  It  is  stated  in 
practically  all  of  our  text  books  that  rhinoliths 
are  more  common  in  females  than  in  males. 
These  concretions  are  divided  into  two  distinct 
classes:  (1)  rhinoliths  formed  by  the  deposition 
of  phosphatic  and  calcium  salts  on  a foreign 
body  accidentally  placed  in  the  nasal  cavity;  (2) 
cases  of  the  nature  Dr.  Bass  has  reported,  where 
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the  deposition  of  these  salts  occurs  on  necrosed 
bone.  Syphilis  is  responsible  ofr  many  cases  of 
the  latte*  type.  This  man  gives  no  .history  of  a 
foreign  body  in  the  nose,  nor  did  he  have  a rhin- 
olith  in  the  beginning,  but  subsequently  te  salts 
of  lime  and  phosphate  were  deposited  on  the 
area  where  the  bone  had  become  carious,  and  the 
result  was  the  formation  of  this  large  concre- 
tion. 

St.  Clair  Thompson’s  text  book  on  nose  and 
throat  diseases,  issued  during  the  last  year, 
shows  that  there  have  been  about  three  hun- 
dred case  of  rhinolith  reported.  I presume  these 
are  the  statistics  to  which  Dr.  Bass  referred. 
Thompson  makes  one  statement  that  caused  some 
surprise  to  me,  namely,  that  the  deposit  of  phos- 
phate and  calcium  comes  largely  from  the  tears. 
I supposed  it  came  from  the  nasal  secretion. 

Personally  I have  seen  very  few  rhinoliths. 
One  was  in  the  person  of  a young  lady  who  sub- 
sequently became  a trained  nurse  in  one  of  the 
Louisville  institutions.  When  I saw  her  she 
was  living  in  the  southern  part  of  Kentucky. 
She  came  to  Louisville  to  consult  me  because  of 
an  unilateral  nasal  discharge.  In  children  a one- 
sided nasal  discharge  is  always  suggestive  of  a 
foreign  body  in  the  nose;  in  adults  it  is  suggest- 
ive of  sinus  disease.  In  this  young  lady’s  case 
the  unilateral  nasal  discharge  was  due  to  the 
presence  of  a rhinolith  about  the  size  of  a chest- 
nut, not  nearly  so  large  as  the  one  exhibited  by 
Dr.  Bass.  . I managed  to  remove  it  by  a very 
simple  procedure,  that  is  by  slipping  a wire  noose 
around  the  mass  and  withdrawing  it  through  the 
nasal  opening. 

When  a patient  tells  me  that  there  is  a con- 
stant unilateral  nasal  discharge,  my  first  thought 
is  the  presence  of  a foreign  body  in  the  nose, 
second  an  area  of  necrosed  bone.  While  no  sec- 
tion has  yet  been  made  of  the  specimen  shown 
by  Dr.  Bass,  I am  certain  from  the  history  of 
the  case  that  he  will  find  the  deposition  of  phos- 
phatic  and  calcium  salts  occurred  over  a carious 
segment  of  bone. 

A.  L.  Bass  (in  closing):  As  to  the  question  of 

syphilis  in  the  case  reported:  A Wassermann 
blood  reaction  was  made  when  he  applied  to  the 
clinic,  which  was  negative.  Another  test  was 
made  last  week,  which  was  also  negative.  The 
history  shows  that  he  had  a chancroidal  sore 
which  healed  under  local  treatment.  According  to 
his  statement  he  received  no  systemic  medication. 

Rhinoliths  are  generally  composed  of  sub- 
stances contained  in  the  nasal  excretions,  the 
salts  of  phosphate,  magnesium  and  calcium.  I 
am  satisfied  the  rhinolith  in  this  case  was  due  to 
necrosis  of  the  nasal  septum.  The  cheesy  mater- 
ial is  composed  of  epithelial  debris  and  masses 
01  cells  which  are  usually  found  in  such  sub- 
stances. 


WOMAN’S  AUXILIARY  NOTES 


GARRARD  COUNTY  PHYSICIANS  OF 
THE  PAST 

By  J.  B.  Kinnaird,  M.  D.,  Lancaster. 

These  incomplete  sketches  of  the  doctors  who 
have  lived  in  Garrard  County  are  submitted  to 
the  Woman’s  Auxiliary  for  the  Kentucky  State 
Medical  Association,  knowing  that  all  defects 
and  deficiencies  will  be  treated  leniently,  because 
they  realize  that  few  records  of  the  passing  gen- 
erations are  made  and  tradition  must  be  reliecr 
upon  to  furnish  the  greater  part  of  the  material 
for  writing  local  history.  The  majority  of  phy- 
sician passing  this  way  have  died  leaving  no 
record  of  their  lives  and  deeds.  Of  the  large 
number  who  spent  a part  or  the  whole  of  their 
lives  in  this  county  Dr.  Abner  Baker  was  the  only 
one  who  left  a dairy  and  autobiography. 

The  heroism  of  the  country  doctor  is  rarely 
preserved  in  song  or  story.  The  hardships  of  the 
profession  are  not  realized  by  the  public  and 
the  daily  grind  is  not  crowded  with  romance 
though  many  interesting  confidences  could  be  di- 
vulged by  the  family  physician.  The  doctor  pur- 
sues his  arduous  duties  thinking  little  of  public 
opinion  and  less  of  future  fame  and  glory  Ac- 
tuated by  no  motives  of  selfishness,  accepting 
each  day’s  work  as  a duty  to  be  performed  with 
diligence,  thinking  little  of  the  monetary  value 
of  his  work  and  services,  and  less  of  self  pres- 
ervation, he  pursues  the  even  tenor  of  his  way 
trusting  his  constituency  for  support. 

The  doctor  everywhere  is  an  idealist,  though 
there  are  exceptions,  hence  is  not  usually  a suc- 
cessful business  man.  He  considers  every  man 
honest  and  just  until  he  is  disillusioned.  He  places 
confidence  in  men  only  to  be  deceived  time  and 
time  again.  The  faithful  doctor  looks  only  to 
success  as  a means  of  giving  greater  service  to 
mankind. 

We  shall  write  of  the  departed  heroes  who 
practiced  in  this  locality  in  the  long  ago  and  laid 
down  their  lives  in  the  cause  of  humanity.  The 
medical  men  of  the  pioneer  days  never  dreamed 
of  the  newer  methods  of  diagnosis  and  treat- 
ment, and  were  unacquainted  with  the  common 
fever  thermometer,  the  hypodermic  syringe,  the 
microscope,  the  x-ray,  the  sphygmomanometer, 
radium  and  the  synthetic  remedies  in  common 
use  today,  but  there  were  great  minds,  and  as  a 
class  they  were  well  educated.  They  were  prac- 
tical and  skilful,  bold  and  daring,  quick  to  learn 
and  adopt  the  advances  in  medicine  and  surgery. 

Our  soldier  boys  displayed  heroic  courage  in 
the  Argonne,  at  Catigny,  and  at  Chateau 
Thierry  where  the  German  hordes  were  turned 
back  and  victory  assured  the  Allies,  but  none 
were  braver  than  the  medical  men  who  faced 
death  in  the  trenches  and  upon  the  battlefields 
to  save  the  wounded  and  rescue  the  dying.  None 
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were  braver  than  the  doctors  of  Lancaster  who 
sacrificed  their  lives  in  the  Cholera  epidemic  of 
1833,  and  later  in  1873,  when  they  gave  their 
time  and  means  to  save  the  afflicted.  In  civil 
life  the  saving  of  a drowning  child  or  the  rescue 
of  one  from  a burning  building  entitles  the  hero 
to  a Carnegie  medal,  but  -every  day  physicians 
are  risking  their  lives  for  the  benefit  of  suffer- 
ing humanity  with  no  expectation  of  reward. 

Since  1796,  when  Garrard  County  was  organ- 
ized and  Lancaster,  at  the  Cross  Roads,  was  se- 
lected as  the  county  seat,  several  generations  of 
doctors  have  been  born,  have  lived  and  prac- 
ticed here,  have  laid  down  their  burdens  and 
gone  to  their  reward  leaving  only  memories  of 
their  lives  and  deeds.  The  generosity  and  kind- 
ness, the  hardships  and  deprivations  of  our  fore- 
bears have  not  been  recorded,  and  even  those 
who  knew  something  of  the  pioneers  have  long 
since  returned  to  dust.  “He  lived,  he  died” 
sums  up  the  mighty  record  of  many  heroes. 

To  properly  understand  and  appreciate  the 
hardships  of  the  earlier  practitioners  of  this 
county  we  must  remember  there  was  not  a single 
foot  of  turnpike  in  the  state  until  about  1830, 
when  a macadam  road  was  built  in  Mason  Coun- 
ty, which  was  extended  to  Lexington,  afterwards 
to  Lancaster,  being  completed  in  1838.  We  must 
remember  doctors  invariably  rode  horseback. 
The  majority  of  calls  were  made  over  the  rough 
beds  of  rocky  creeks.  The  dangers  from  ice  cov- 
ered roads  and  floods,  the  frequent  trips 
through  storms  and  snow,  through  sleet  and  hail, 
were  hazards  which  we  cannot  visualize.  The 
only  means  of  negotiating  these  roads  was  by 
foot  or  horseback.  Few  were  the  gates  upon 
the  farms  even  fifty  years  ago.  The  traveler 
in  order  to  go  from  one  farm  to  another  to  make 
his  rounds  was  forced  to  let  down  “bars”  and  it 
was  no  pleasant  or  easy  undertaking  to  alight  in 
the  mud  or  snow  to  remove  rails  to  gain  en- 
trance to  a residence. 

Of  the  many  who  left  no  record  of  their  lives, 
who  lived  and  labored  in  this  locality,  may  be 
mentioned  Doctors  B.  F.  Rhoton,  A.  Edmondson, 
Ben  Mason,  George  Mason,  L.  M.  Buford,  J.  P. 
Burton,  Harvey  Baker,  Hartford  Peters  and 
George  Givens.  All  honor  to  the  memory  of 
these  dear  doctors  who  labored  in  this  city  only 
to  be  forgtten. 

A search  for  the  graves  of  the  pioneer  doctors 
in  the  old  cemetery  near  the  Louisville  & Nash- 
ville depot  resulted  in  finding  a shrunken  grave 
with  an  ancient  flat  slab  which  was  cracked  up- 
on which  was  inscribed:  “Doctor  Robert  McCon- 
nell, Born  in  November  1790,  departed  this  life 
May  7,  1832.”  Dr.  McConnell  once  represent- 
ed this  county  in  the  legislature. 

All  honor  is  due  the  country  doctors  who  re- 
mained in  Lancaster  during  the  cholera  epidemic 
in  1833,  when  over  a hundred  citizens  died, 
among  them  two  devoted  brothers — Drs.  L.  V. 
Gill  and  Wm.  Gill,  who  repose  in  neglected 


graves  near  Lancaster.  Let  us  revere  the  mem- 
ory of  these  faithful  men  who  laid  down  their 
lives  that  we  might  live. 

Let  us  not  forget  to  revere  the  memory  of  Dr. 
Benjamin  F.  Duncan  who  survived  the  epidemic 
of  1833,  lived  a long  and  useful  life,  rearing  a 
large  and  respectable  family.  Dr.  Duncan  was 
born  near  Goshen,  in  Lincoln  County,  May  2, 
1808  and  died  at  his  home  in  this  city  August 
13,  1865.  Nellie,  the  youngest  daughter,  mar- 
ried Dr.  W.  S.  Elkin,  who  now  lives  in  Atlanta, 
Ga.,  where  the  doctor  has  been  eminently  suc- 
cessful. 

Dr.  Lynn  Banks  Hudson  was  born  in  Garrard 
County,  January,  1814;  graduated  from  the  Med- 
ical Department  of  Transylvania  University  in 
1837  and  practiced  here  for  27  years,  dying  at 
his  son’s  residence  at  Camp  Dick  Robinson  in 
1898,  and  was  buried  in  Cave  Hill  Cemetery, 
Louisville.  He  was  one  of  the  best  medical 
financiers  that  ever  lived  in  the  county,  one  of 
the  old  time  ethical  gentlemen,  and  left  behind 
an  enviable  record  for  honesty  and  integrity. 

Dr.  Samuel  Letcher  was  born  in  Lancaster, 
practiced  here  for  a time  and  removed  to  Lex- 
ington where  he  was  eminently  successful.  Dr. 
Robert  Peter,  in  his  history  of  the  Medical  De- 
partment of  Transylvania  University  says:  “Sam- 
uel M.  Letcher,  M.  D.,  of  a prominent  Kentucky 
family,  also  a graduate  of  Medical  Department 
of  Transylvania  University,  who  had  won  dis- 
tinction in  Lexington,  was  called  to  the  chair  of 
Obstetrics  and  Diseases  of  Women  and  Children 
in  that  school  in  1851  and  performed  the  duties 
of  that  chair  with  ability  and  success  until  the 
close  of  the  Medical  College  in  Lexington  in 
1857.  He  died  February,  1863,  in  Lexington. 

Dr.  Mathew  D.  Logan  was  born  in  Marion 
County,  January  8,  1822.  Studied  medicine  with 
Dr.  Huffman,  Stanford;  graduated  at  Jefferson 
Medical  College,  Philadelphia  in  1850  and  prac- 
ticed medicine  in  Lancaster  until  1861  when  he 
enlisted  with  the  Confederate  Army.  He  was 
prisoner  of  war  and  confined  at  Columbia,  Ohio. 
Dr.  Logan  was  a gentleman  of  the  old  school, 
polite,  affable,  kind,  generous  and  jovial  and  was 
loved  by  all  who  knew  him.  He  died  in  Boyle 
County  at  the  home  of  a nephew. 

“Dr.  Anthony  Hunn  was  born  and  reared  in 
Saxony,  Germany,  but  came  to  the  United  States 
when  a young  man.  He  was  educated  in  the 
same  institute  in  which  Martin  Luther  was  edu- 
cated, but  finished  in  Paris  where  he  was  a tutor 
for  several  years.  He  came  to  Kentucky  about 
1800;  practised  his  profession  of  medicine;  pub- 
lished a medical  journal  in  Engleman,  on  Hang- 
ing Fork;  lived  in  Lincoln  and  Boyle  Counties, 
then  in  Lancaster  where  he  died  Octob  r,  1884.” 
Smiths  & Perrins  History  of  Kentucky.  Dr. 
Hunn  is  mentioned  in  Dr.  Carters  book  on  the 
practice  of  medicine  published  in  1819  at  Paris, 
Kentucky  as  being  a model  student,  intelligent 
and  capable. 
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Dr.  Abner  Baker,  who  in  his  time  was  among 
the  leaders  in  church  and  state,  was  born  Feb- 
ruary 18,  1775  in  Prince  Edward  County,  Vir- 
ginia and  came  to  Kentucky  in  1794.  He  stud- 
ied medicine  with  his  brother  William  who  had 
been  educated  at  Hampden-Sidney  College.  The 
doctor  was  an  honest,  capable  and  upright 
Christian  gentleman  who  was  the  leading  spirit 
in  this  community  when  he  lived  here. 

Dr.  Charles  Fox  practiced  medicine  in  this 
city  when  a young  man,  going  to  San  Francrsco 
during  the  gold  craze  in  1849  where  ha  became 
a broker.  After  accumulating  a considerable 
fortune  he  retired  from  business,  dying  at  a ripe 
old  age. 

Dr.  William  Cooke  was  born  in  Lancaster  in 
1820  and  died  in  1846.  Practiced  here  for  short 
time,  went  to  Mississippi  where  he  contracted 
tuberculosis  and,  upon  his  return,  died  at  his 
mother’s  home  in  Lancaster. 

Dr.  Edward  Cooke  was  born  here  in  1829, 
graduated  from  Centre  College  and  Medical  De- 
partment, University  of  Pennsylvania.  He  was 
considered  a fine  surgeon  and  ranked  high  in  his 
profession. 

Dr.  Joseph  Perkins  Letcher  was  born  on  June 
6,  1807  about  one  mile  from  Lancaster.  Dr. 
Letcher  graduated  from  the  Medical  Department 
of  Transylvania  University  in  1839.  He  prac- 
ticed in  Lancaster  for  a while,  going  to  Paint 
Lick  where  he  was  associated  with  Dr.  Reid. 
From  Paint  Lick  he  went  to  Nicholasville.  He 
was  a charter  member  of  the  State  Medical  So- 
ciety. In  1857  he  was  elected  professor  of 
“Diseases  of  Women  and  Children”  on  the  fac- 
ulty of  the  University  of  Iowa,  at  Keokuk, 
Iowa.  In  1867  he  located  in  Lexington  where 
he  remained  until  he  was  too  feeble  to  practice, 
when  he  returned  to  his  native  county  to  spend 
the  rest  of  his  days  with  his  daugter,  Mrs.  Ellen 
Owsley,  dying  in  1894. 

Dr.  Lyman  B.  Todd,  an  old  friend  living  at 
Lexington,  says  in  his  Tribute:  “His  home  was 
one  of  hospitality  and  refinement.  He  was  well 
informed  and  a judicious  and  excellent  practi- 
tioner of  medicine;  fond  of  the  best  works  in 
every  department  of  literature,  and  read  con- 
t'nuaLy.  He  possessed  an  excellent  and  well 
trained  memory,  a fine  social  gentleman  of  the 
old  school,  and  in  many  ways  worthy  of  imita- 
tion. As  before  stated  Lancaster  was  his  birth- 
place, and  surely  it  was  a beautiful  Providence 
that  the  closing  years  of  his  life,  unuusally  and 
pleasantly  protracted,  should  be  spent  amid  the 
associations  of  his  youth,  the  scenes  of  his  early 
and  happy  manhood,  comfortably  and  pleasantly 
spent,  surrounded  by  his  fond  and  devotedly 
loving  daughter,  grand  daughter,  kindred  and  re- 
maining friends  of  his  early  days,  in  full  view  of 
the  green  hills  far  away,  beautiful  river,  lovely 
pastures  and  flowers  of  his  old-loved  Garrard 
County.” 


Dr.  Jennings  Price  was  born  at  the  old  Price 
home  on  the  Richmond  road  in  Garrard  County. 
The  doctor  taught  school  for  a time  and  was 
elected  to  the  Legislature  in  1843-44.  Graduat- 
ed from  the  Medical  Department,  Transylvania 
University  in  March  1837.  After  practicing 
many  years  he  retired  and  went  into  the  banking 
business.  The  doctor  died  at  the  age  of  83, 
honored  and  respected  by  all  who  knew  him.  He 
was  methodical  in  everything,  a loving  husband, 
absolutely  honest  and  frank.  Dr.  Joe  Letcher 
said  he  had  known  him  from  early  boyhood,  and 
that  he  was  confident  Dr.  Price  had  never  told  a 
falsehood  and  had  never  deceived  anyone,  and 
that  he  had  lived  a life  of  absolute  purity.  His 
death  followed  a fracture  o fthe  femur  from  a 
fall.  Dr.  Johnson  Price,  youngest  son  of  Wil- 
liam Price,  was  born  in  Garrard  County  and 
graduated  at  Transylvania  University.  He  prac- 
ticed with  his  brother  Jennings  until  the  call  for 
volunteers  for  service  in  the  Mexican  war.  He 
organized  Company  A and  was  elected  Captain. 
Colonel  W.  J.  Landram  was  a member  of  the 
company.  Both  served  with  honor  and  both  were 
recognized  by  the  Government.  Dr.  Price  went 
with  Dr.  Fox  to  California  where  they  were  part- 
ners for  a time.  The  doctor  was  elected  State 
Senator  and  lived  in  California  until  his  death  in 
1886. 

Dr.  William  Jennings  was  born  in  Lancaster 
June  10,  1827  where  he  spent  his  boyhood  days. 
Studied  medicine  with  Dr.  J.  S.  Pierce  and  prac- 
ticed here  until  the  beginning  of  the  Mexican 
war  when  he  enlisted  and  served  with  Colonel 
Humphrey  Marshall’s  cavalry.  At  the  close  of 
the  war  he  returned  and  married  Miss  Lucy  Haw- 
kins, April  9,  1852.  Soon  after  marriage  he 
went  to  Louisiana  where  he  practiced  with  his 
brother  James.  He  returned  to  Richmond,  Ken- 
tucky where  he  practiced  until  the  beginning  of 
the  Civil  War,  joining  Morgan’s  Brigade  as  med- 
ical director.  At  the  close  of  the  war  he  re- 
sumed practice  in  Richmond,  where  he  died  July 
13,  1892. 

Dr.  James  Jennings,  brother  of  William  Jen- 
nings, was  born  in  Lancaster  February  16,  1830 
and  practiced  until  1860  when  he  located  in 
Louisiana.  He  enlisted  in  the  Confederate 
Army  and  when  Federal  soldiers  demanded  his 
appearance  he  escaped  to  the  swamps  and  was 
never  again  seen.  No  explanation  of  the  man- 
ner of  his  death  ever  came  to  his  family. 

Dr.  David  Bell  was  born  July  19,  1810  about 
three  miles  from  Lexington,  where  he  was  edu- 
cated. At  the  age  of  19  he  began  the  study  of 
medicine  under  the  preceptorship  of  Dr.  Ben 
Dudley,  graduating  at  Transylvania  in  1832. 
He  began  the  practice  at  Hannibal,  Missouri, 
but  returned  to  Kentucky  in  a short  time  and 
located  at  Lancaster.  On  June  5,  1834  he  mar- 
ried Miss  Charlotte  Corday  Robertson,  a daugh- 
ter of  Chief  Justice  George  Robertson.  The 


September,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


following  March  he  moved  to  Lexington.  He 
was  a successful  physician  and  surgeon  who  con- 
tributed a great  deal  to  the  science  of  medicine 
with  his  pen,  and  as  a member  of  the  College 
of  Physicians  and  Surgeons.  Died  March  3, 
1888  at  his  home  in  Lexington  He  rendered 
heroic  service  during  the  cholera  epidemic  in 
Lexington  in  1833.  In  the  resolutions  adopted 
by  the  local  physicians  at  Lexington,  it  was  said: 
“As  a citizen  he  was  useful,  honorable,  public- 
spirited  and  trustworthy;  his  daily  life  was  a 
bright  example  and  worthy  of  imitation  to  peo- 
ple of  sobriety,  integrity,  and  sprightliness — a 
Christian  gentleman,  an  elder  in  the  Presbyter- 
ian Church  for  more  than  forty  years.” 

Mrs.  Ruth  B.  Brown,  of  Versailles,  a daugh- 
ter of  Dr.  Bell,  writing  to  a fifiend  in  this  city, 
among  other  things  said:  “I  have  heard  my  fath- 
er who  was  a great  joker,  say  that  “he  and  one 
other  old  woman  were  the  first  and  only  elders 
in  the  Presbyterian  Church  in  Lancaster.” 

Dr.  Alex  R.  Hann  lived  and  practiced  here 
between  1840  and  1847.  Married  Miss  Leonora 
McCurdy,  of  Frankfort.  Dr.  Talbott,  a son-in- 
law,  writing  from  Burkesville,  says  that:  “Dr. 
Hann  lived  through  two  or  more  epidemics  of 
cholera,  one  while  living  in  Lancaster.  He  op- 
posed the  treatment  of  cholera  with  calomel  (a 
treatment  much  in  vogue  in  that  day)  depend- 
ing on  supportive  measures,  lots  of  water  and 
salines.  He  practiced  for  sometimes  in  Danville 
and  finally  moved  to  Madison  County  where  he 
died.” 

Dr.  J.  S.  Pierce  was  born  in  Boyle  County 
and  practiced  medicine  here  for  many  years. 
Little  information  in  regard  to  the  doctor  can 
be  found,  but  we  know  he  was  pacticing  in  1851 
when  he  was  attending  the  father  of  Dr.  0.  P. 
Hill.  In  the  Lancaster  Cemetery  upon  his  tomb 
is  the  following  inscription:  “Jeremiah  Stanton 
Pierce.  Physician,  Born  September  15,  1802. 

Died  December  16,  1856.”  The  doctor  was  de- 
f sated  for  Congress  by  Judge  Elliott. 

Dr  Stephen  Letcher  Burdett  was  a genius 
though  brusque  and  rough  in  manner.  He  was 
born  in  Garrard  • County,  August  7,  1826,  and 
died  in  1882  near  town.  Upon  his  metal  mon- 
ument is  inscribed:  “He  wears  the  crown  he 
wore.  An  originator,  never  imitated,  always  in 
advance.”  He  was  a surgeon  in  the  Federal 
Army  during  the  Civil  War  and  was  regarded 
as  a good  operator.  A story  was  told  of  him 
which  illustrates  his  character.  He  had  appear- 
ed before  the  Board  of  United  States  Surgeons 
for  examination  for  position  in  the  medical  ser- 
vice. While  being  quizzed  the  examiner  said: 
“Doctor,  if  you  should  amputate  the  thigh  at  the 
middle  third  what  arteries  would  you  tie?”  With- 
out hesitation  the  doctor  replied:  “By  jingoes,  I 
would  tie  everything  in  sight!”  The  examiner 
passed  him  for  the  job.  He  was  disabled  for 
life  in  1874  by  being  accidentally  shot  while  go- 


ing to  see  a worthless  negro  who  had  been 
wounded  in  a riot. 

Dr.  James  M.  Re  d was  born  at  Paint  Lick, 
December  8,  1812  and  died  July  1878.  He  at- 
tended lectures  at  Transylvania,  graduating  at 
University  of  Pennsylvania  in  1842.  His  entire 
professional  life  was  spent  at  his  birthplace. 

Dr.  Alex  R.  McKee  was  born  February  4, 
1816  in  the  house  now  owned  and  occupied  by 
Miss  Jennie  Duncan,  his  niece.  After  prelim- 
inary studies  the  doctor  graduated  at  Centre 
College  and  in  medicine  from  Jefferson  Medical 
College.  He  practiced  in  this  county  for  a whiie, 
going  to  Richmond,  thence  to  Danville  in  1859, 
where  he  was  in  active  practice  until  his  death 
in  February  1886.  Dr.  McKee  was  an  honorable, 
ethical  professional  man,  whose  sense  of  honor 
was  so  great  that  he  despised  and  never  forgave 
a breach  of  etiquette  or  ethics  in  a confrere. 
Having  a lovable  disposition  he  was  adored  by 
his  patrons  who  stood  by  him  until  the  last  mom- 
ent. 

Dr.  Oliver  P.  Hill  was  born  in  Garrard  County 
March  2,  1814.  He  was  educated  in  the  com- 
mon schools  of  the  county  and  worked  upon  his 
father’s  farm  until  he  was  20  years  of  age  when 
he  began  the  study  of  medicine  under  Dr.  Wil- 
liam Pawling,  of  Lexington,  graduating  from 
Transylvania  in  1838.  In  1840  he  began  the 
practice  of  medicine  in  Lancaster  and  continued 
until  his  death  in  1892.  He  traveled  extensively 
in  Mexico,  Central  America  and  West  Indies. 
He  was  a great  student,  a voracious  reader,  a 
natural  liguist,  knowing  French,  German  and 
Spanish  which  he  mastered  without  assistance. 
He  had  a remarkable  retentive  memory  and 
without  referring  to  the  text  could  quote  page 
after  page  of  anything  he  had  read.  As  a con- 
versationalist he  was  unexcelled. 

Dr.  Hezekiah  Evans,  one  of  the  principals  in 
the  famous  Hill  and  Evens  feud,  was  born  on 
October  1801  and  was  assassinated  October  9, 
1862,  as  stated  on  his  tomb  located  on  the  farm 
on  Sugar  Creek  where  he  lived  at  the  time  of 
his  death,  which  occurred  on  the  way  home  from 
Camp  Dick  Robinson  where  he  had  collected 
quite  a sum  of  money.  He  was  murdered  and 
robbed  by  an  assassin  who  confessed  on  his  death 
bed  in  Illinois  that  he  killed  the  doctor  for  his 
money. 

Dr.  Elijah  Evans,  son  of  Hezikah,  died  at 
Nicholasville  at  the  age  of  92  after  having  prac- 
ticed in  the  county  many  years.  He  graduated 
from  the  Physio-Medical,  Cincinnati,  in  1863.  He 
was  amiable,  upright,  honest  and  lived  an  ex- 
emplary life.  His  wife  is  still  iving  at  an  ex- 
treme old  age. 

Dr.  Henry  C.  Herring  was  born  in  Garrard 
County,  July  12,  1833  and  died  January  16, 
1905.  He  practiced  medicine  in  his  native  coun- 
ty his  entire  life  and  was  a successful  practi- 
tioner. He  was  firm  in  his  convictions,  friendly 
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and  affable.  He  had  three  children,  two  girls 
and  a boy,  who  still  live  in  this  community. 
Doctor  Herring  enjoyed  a larye  practice  until 
his  death. 

Dr.  William  H.  Pettus  was  born  on  Drakes 
Creek  in  Lincoln  County,  February  28,  1808.  He 
began  the  study  of  medicine  under  the  tutilage  of 
Dr.  Anthony  Hunn  and  in  1851  graduated  from 
Transylvania.  Practiced  here  until  1880,  when 
he  died.  He  was  a conscientious  man,  well  edu- 
cated and  progressive. 

Dr.  Jackman  was  a storage  battery,  possessing 
a greart  deal  of  energy,  though  small  in  sta- 
ture. He  was  living  here  during  the  Civil  War. 
He  came  to  Lancaster  a poor,  unknown  doctor, 
but  with  grit  and  energy  rode  into  a good  prac- 
tice. It  is  told  by  the  old  citizens  that  he  owned 
a tall  horse  which  he  hitched  in  front  of  his  of- 
fice punctually  every  day.  Early  in  the  morning 
he  would  quickly  mount  his  steed  and  ride  hur- 
riedly to  the  country.  In  a short  time  he  would 
return,  remount  and  take  another  road,  repeat- 
ing this  from  time  to  time  all  day  and  every  day 
until  finally  he  had  a large  and  lucrative  prac- 
tice. We  cannot  learn  where  or  when  he  died. 

Dr.  William  N.  Bush  was  born  in  Oglethorpe 
County,  Georgia,  August  26,  1835.  Graduated 
from  Georgia  College  of  Medicine  in  1857.  He 
s rved  four  years  in  the  Confederate  Army  and 
was  married  to  Esee  Huffman  in  Tallahassee, 
Florida,  February  23,  1864.  Came  to  Lan- 
caster in  1865  and  practiced  here  until  his  death 
which  occurred  November  29,  1900.  Dr.  Bush 
was  a well  educated  man,  a student  who  devoted 
his  spare  time  to  reading  medical  literature.  Few 
doctors  were  better  versed  in  medical  lore.  He 
kept  abreast  of  the  times  in  medicine,  but  was 
too  timid  to  attempt  even  minor  surgical  oper- 
ations. Being  delicate,  nervous  and  easily  de- 
pressed he  was  never  optimistic.  He  was  too 
kind,  too  timid,  too  unobtrusive  to  make  finan- 
cial success.  He  died  honored  and  respected  by 
the  whole  community. 

Dr.  William  Huffman  was  born  in  Lincoln 
County  and  came  to  Lancaster  after  the  Civil 
War,  where  he  practiced  until  his  death  March 
24,  1897  and  was  interred  in  our  cemetery.  The 
doctor  was  a brilliant  man,  well  qualified  to  or- 
nament the  profession  and  would  have  been  a 
success  had  he  devoted  more  time  to  work  and 
less  to  pleasure.  Nothing  gave  him  more  delight 
than  a fox  chase.  He  was  genial,  humorous, 
full  of  mischief,  sociable.  His  patrons  were  de- 
voted to  him. 

Dr.  Nelson  Mays  was  born  at  Little  Hickman 
November  22,  1841.  He  graduated  from  Uni- 
versity of  Louisville  afterwards  taking  a post- 
graduate work  at  Ohio  Medical  College  and 
Bellevue  Hospital  Medical  College,  New  York. 
Married  Mrs.  Marion  Wolford  in  1876  and  lo- 
cated in  Lancaster  where  he  remained  a number 
of  years,  going  to  Paint  Lick  until  advancing 


years  forced  him  to  retire.  Died  in  Richmond, 
January  2,  1918.  True  to  his  friends,  forgiv- 
ing in  disposition,  optimistic  and  genial  he  never 
became  a pessimist  nor  bore  a grudge. 

Dr.  William  S.  O’Neal  was  born  in  Boone 
County,  Kentucky  October  3,  1838.  Graduated 
from  Ohio  Medical  College  in  1861.  He  located 
in  Lancaster  in  1885,  where  he  died  in  1898. 
At  the  time  of  his  death  he  was  a member  of  the 
State  Medical  Association  and  also  a member  of 
the  State  Board  of  Health.  He  was  energetic, 
active,  progressive,  polite,  kind  and  hospitable 
and  had  a smile  for  everybody. 

Dr.  L.  J.  Frazee  came  to  Garrard  County  dur- 
ing the  cholera  epidemic  in  1873  and  remained 
to  practice  after  he  had  succored  the  living  who 
gave  him  a hearty  welcome.  He  was  a jolly 
fellow,  a good  sport,  fairly  successful  and  af- 
ter several  years  moved  to  Richmond,  where  he 
died. 

The  impression  prevails  that  Dr.  L.  S.  Mc- 
Murtry  was  born  in  this  community,  but  history 
records  that  he  was  born  in  Harrodsburg  in 
1850.  His  youth  was  spent  in  Lancaster  where 
he  attended  the  Male  Academy  under  the  tute- 
lage of  Uncle  Joe  Myers,  an  eccentric  but  a 
thorough  and  exacting  teacher.  Dr.  McMurtry 
graduated  from  Centre  College  in  1870  and 
took  his  course  in  medicine  at  Tulane  Univer- 
sity, where  he  received  his  degree  of  M.  D.  in 
1873.  He  began  practice  in  Danville  where  he 
made  a reputation  as  a surgeon.  In  1882  he  was 
elected  Professor  of  Surgery  in  the  Kentucky 
School  of  Medicine,  Louisville.  During  his  life 
he  was  honored  by  the  presidency  of  the  Amer- 
ican Medical  Association,  Kentucky  State  Med- 
ical Association,  Central  Kentucky  Medical  So- 
ciety and  President  of  the  State  Board  of  Health. 
He  died  several  years  ago  and  was  buried  in 
Danville.  He  was  a skilful  surgeon,  a fine  ora- 
tor and  after  dinner  speaker,  sociable  and  cour- 
teous. 

Among  the  doctors  who  “hung  up  their  shin- 
gles” in  Bryantsville  and  practiced  for  a longer 
or  shorter  time  we  find  the  name  of  Graham, 
Huston,  Tillet,  Mullins,  Traylor  and  Armstrong. 
Of  these,  Dr.  Armstrong  was  the  most  pictur- 
esque. He  came  from  Fayette  County  and  lo- 
cated at  Bryantsville  where  he  married.  The 
doctor  was  educated  in  Fayette  County  and 
graduated  in  medicine  at  the  Kentucky  School 
of  Medicine  under  the  tutelage  of  Dr.  Ethlbert 
Dudley.  The  doctor  was  an  eccentric  man  in 
every  way.  Highly  prejudiced  against  all  other 
physicians  who  were  in  competition  with  him, 
his  descriptive  nicknames  for  his  opponents  were 
ludicrous.  When  called  at  night  to  visit  a pa- 
tient he  would  almost  invariably  refuse  to  go, 
but  after  the  messenger  had  returned  home  he 
would  get  up,  dress,  and  make  a hurried  trip 
across  country,  frequently  arriving  before  the 
messenger  had  returned.  He  was  an  honest, 


September,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


539 


straightforward  citizen,  a courtly  gentleman, 
narrow  in  many  respects  but  loved  dearly  by  his 
friends  for  whom  he  would  practice  never  ask- 
ing pay — consequently  he  died  a poor  man. 

Another  eccentric  doctor  was  Dr.  Charles 
Spilman,  of  Paint  Lick,  who  was  a Surgeon  in  the 
Federal  Army  during  the  Civil  War.  He  was 
an  original  thinker  and  had  not  patience  with 
anyone  who  would  not  agree  with  him.  He  was 
considered  a fine  diagnostician. 

Barney  Stagner.  Many  years  ago  there  lived 
in  Garrard  County  a man  who  made  trusses  for 
the  treatment  of  hernia  which  he  was  supposed  to 
cure  without  operation.  Hence,  there  was  a de- 
mand for  them  from  many  sections.  This  in- 
strument grew  in  favor  and  the  fame  of  the  in- 
ventor spread  throughout  the  length  and  breadth 
of  the  country.  Dr.  Samuel  D.  Gross,  of  Phil- 
adelphia, one  of  the  most  distinguished  surgeons 
and  writers  in  his  day,  learned  of  Barney  Stag- 
ner's  truss  and  in  his  System  of  Surgery,  edition 
of  1864,  says:  “The  trusses  of  the  present  day 
are,  in  every  respect,  very  superior  to  those  of 
a quarter  of  a century  ago.  The  instrument  in- 
vented by  Stagner  and  Hood  of  Kentucky,  and 
afterwards  improved  by  Chase,  Dodson,  Sheldon 
and  others,  are  nearly  as  perfect  as  it  is  possible 
to  make  such  contrivances.”  Stagner  was  not 
considered  a doctor,  but  was  a fine  mechanic. 
Smith’s  History  of  Kentucky,  1886,  says:  “The 
truss  now  in  general  use  in  the  treatment  of 
hernia  was  the  device  of  a Kentucky  gentleman 
named  Stagner,  and  a Dr.  Hood,  Stagner  hav- 
ing invented  the  first  form  of  the  instrument, 
Hood  having  improved  upon  the  model  so  as  to 
perfect  it.” 

Doctors  too  rarely  participate  in  political  af- 
fairs. Some  of  the  physicians  in  this  county  in 
the  long  ago  had  political  aspirations,  and  Col- 
lins mentions  in  the  “History  of  Kentucky”  the 
names  of  several  doctors  who  represented  Gar- 
rard County  in  the  Legislature.  Dr.  Abner  Bak- 
er served  in  1805;  Ben  Mason  in  1821;  Robert 
McConnell  in  1827;  George  Mason  from  1835 
to  1840;  Dr.  Jennings  Price,  1843. 

In  these  sketches  we  have  in  a feeble  way  un- 
dertaken to  write  a few  words  in  regard  to  the 
medical  men  who  have  long  since  returned  to 
dust  and  whose  memory  we  wish  to  perpetuate. 
If  these  lines  may  stimulate  other  communities 
to  honor  their  family  physicians  by  recording 
their  good  deeds  and  keeping  their  names  from 
passing  into  oblivion  we  will  be  fully  repaid  for 
preparing  these  sketches. 


AN  INVITATION. 

To  the  Members  of  the  State  Auxiliary: 

We  extend  you  a most  cordial  invitation  to 
attend  the  State  Convention  at  Owensboro,  and 
are  planning  to  make  your  visit  to  our  city  an 
enjoyable  one. 

Our  country  club  and  golf  course  will  be  open 
to  you.  A golf  tournament  is  being  arranged 
for  the  ladies. 

You  will  find  excellent  hotel  accomodations. 

We  are  looking  forward  with  pleasure  to 
meeting  and  entertaining  you  when  you  visit  us 
in  October. 

The  Daviess  County  Auxiliary, 

By  Mrs.  0.  W.  Rash,  Secretary. 


SECRETARY-TREASURER’S  REPORT 

To  the  Members  of  the  Woman’s  Auxiliary: 

The  past  year  has  been  a period  of  growth 
and  activity  for  our  State  Auxiliary.  Mrs.  Stilley, 
our  President,  has  enheartened  us  all  and  urged 
us  on  to  greater  exertion. 

The  number  of  County  Auxiliaries  now  organ- 
ized is  fourteen  (14).  At  the  last  annual  meet- 
ing there  were  but  seven  (7)  counties  organized. 

Our  membership  has  increased  from  twenty- 
two  (22)  at  Frankfort,  September  22,  1926  to 
two  hundred  and  twenty-two  (222)  September 
1,  1927.  The  campaign  for  membership  con- 
ducted by  the  First  Vice  President  has  enlisted 
the  interest  of  many. 

Since  the  requirement  for  membership  in  our 
national  organization,  the  Woman’s  Auxiliary  to 
the  American  Medical  Association,  is  payment  of 
twenty-five  cents  (25c)  for  dues  per  capita,  the 
Secretary-Treasurer  has  paid  the  National  Treas- 
urer this  sum  as  promptly  as  the  dues  were  sent 
in.  Therefore,  every  member  of  the  State  Aux- 
iliary is  a member  of  the  Auxiliary  of  the  Amer- 
ican Medical  Association. 

The  Woman’s  Auxiliary  of  the  Southern  Med- 
ical Association  requires  as  dues  one  dollar 
($1.00)  for  each  county  auxiliary  in  the  state. 
These  dues  have  been  sent  to  the  Southern 
Treasurer  as  promptly  as  the  Secretary-Treas- 
urer has  received  them  from  the  County  Treas- 
urer. 

Interest  in  the  Hygeia  Campaign  is  increas- 
ing. Treasurers  will  welcome  this  as  a means 
of  adding  to  the  income  of  the  County  Auxili- 
aries. 

The  project  of  collecting  the  historical  medi- 
cal data  of  Kentucky  has  been  started.  Already 
eight  (8)  contributions  have  been  made  from 
five  counties.  Also,  Dr.  John  McMullen  of  the 
United  States  Public  Health  Service,  now  located 
in  New  Orleans,  has  sent  in  several  papers, 
pamphlets  and  kodak  pictures  of  his  work  in  the 
mountains  for  the  eradication  of  trachoma. 
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The  counties  that  have  sent  in  some  historical 
data  are: 

Harrison,  Marshall,  McCraken,  Campbell, 
Garrard. 

Mrs.  J.  B.  Kinnaird,  Lancaster,  one  of  our 
members  has  written  an  excellent  paper  on  the 
pioneer  physicians  of  Garrard  County  which  is 
published  in  the  September  1927  number  of  the 
Kentucky  Medical  Journal.  We  are  hopeful  that 
ethers  will  follow  the  laudable  example  of  Mrs. 
Kinnaird  and  help  to  preserve  the  names  and  the 
records  of  the  medical  pioneers  of  their  coun- 
ties. 


THE  JOURNAL. 

The  outstanding  project  of  the  Woman’s  Aux- 
iliary of  the  Kentucky  State  Medical  Association 
during  the  past  year  was  the  publication  of  the 
Woman’s  Auxiliary  Number  of  the  Kentucky 
Medical  Journal.  This  was  made  possible  by 
the  generosity,  the  kindly  helpful  encourage- 
ment and  the  stimulating  confidence  in  the  Aux- 
iliary demonstrated  by  the  Kentucky  State  Med- 
ical Association. 

Mrs.  V.  A.  Stilley,  President,  had  asked  that 
the  Woman’s  Auxiliary  be  granted  the  privilege 
enjoyed  by  similar  organizations  in  other  states, 
of  publishing  the  news  items  and  official  notices 
of  the  organization  on  a page  to  be  known  as  the 
“Woman’s  Auxiliary  Page”  in  the  regular  issues 
of  the  Kentucky  Medical  Journal. 

At  the  annual  meeting  of  the  State  Auxiliary 
in  Frankfort,  September  20-23,  1926,  the  Sec- 
retary of  the  State  Medical  Association,  Dr.  A. 
T.  McCormack,  announced  that  the  Association 
had  become  so  interested  in  the  Auxiliary,  that, 
unanimously,  this  w'sli  was  granted,  and, — more 
than  that — the  Association  had  voted  unani- 
mously to  offer  the  entire  publication  of  one  is- 
sue of  the  “Journal”  to  the  women,  this  issue 
to  be  known  as  the  “Woman’s  Auxiliary  Num- 
ber.” 

Dr.  McCormack  suggested  that  the  December 
issue  would  be  advantageous  from  an  advertis- 
ing standpoint  and  that  the  treasury  of  the  Aux- 
iliary could  be  considerably  strengthened  if  the 
women  would  secure  advertising  for  it.  The  As- 
sociation would  give  the  space  for  advertising, 
the  State  Auxiliary  Treasurer  might  have  seven- 
ty-five percent,  the  County  Auxiliary  Treasurer 
twenty-five  percent  of  all  the  money  thus  obtain- 
ed. Later  it  was  found  that  the  women  could, 
in  some  instances,  secure  advertising  for  a long- 
er period  than  the  single  month.  For  all  such 
contracts — three  months,  six  months  or  one  year 
— the  Auxiliary,  it  was  decided,  might  have 
twenty-five  percent  of  the  sum  collected.  This 
twenty-five  percent  was  subject  to  the  same 
rates  for  State  and  County  as  the  one  month 
contracts.  (For  results  see  Auditor’s  Report,  Ex- 
hibits I and  J.) 


This  generous  offer  of  the  State  Medical  As- 
sociation was  unanimously  accepted  by  the  Aux- 
iliary and  all  agreed  to  help  in  every  way  pos- 
sible, but  no  one  quite  knew  where  or  how  to 
begin  the  work  of  publishing  a “Journal.”  Here 
was  a richer  gift  than  any  of  us  had  anticipated 
— an  overwhelming  new  responsibility. 

Mrs.  A.  T.  McCormack  was  elected  Editor  and 
given  carte  blanche  to  call  on  the  entire  mem- 
bership of  the  State  for  assistance  in  building 
the  “Journal”  as  seemed  advisable. 

Because  of  previous  engagements  it  was  im- 
possible to  begin  work  on  the  “Journal  until 
October  4th.  Then,  gratefully  accepting  the 
generously  proferred  stationery  of  the  State  As- 
sociation and  the  office  space,  equipment  and 
stenographic  assistance  of  the  State  Board  of 
Health,  532  West  Main  Street,  Louisville,  the 
Editor  plunged  into  a six  weeks  revel  of  work, 
punching  in  on  the  time  clock  at  eight-thirty  a. 
m.  and  punching  out  at  four-thirty  p.  m.  daily 
— not  always  excepting  Sundays.  And  every- 
body helped — -it  was  fun!  And  such  an  educa- 
tion! 

No  previous  publication  of  a Medical  Journ- 
al by  women  could  be  found  nor  was  known  at 
any  of  the  libraries  of  State  Medical  Associa- 
tions from  which  we  secured  answers  to  our  in- 
quiries. It  was  necessary  to  blaze  our  own  trail. 

Our  very  small  membership  seemed  woefully 
inadequate  to  the  task  which  daily  loomed  great- 
er in  proportion  as  we  realized  more  fully  the 
meaning  of  the  term  “building  a journal.”  Here, 
the  Secretary  of  the  State  Medical  Associatioii 
gallantly  came  to  our  aid.  He  sent  a question- 
airre  to  each  of  the  Secretaries  of  the  County 
Medical  Societies  asking  for  the  names  and  ad- 
dresses of  the  wives,  daughters,  mothers,  sisters, 
and  widows  of  each  of  the  members.  This 
brought  us  a larger  and  more  intimate  acquaint- 
ance with  the  women  of  the  profession  in  Ken- 
tucky. Over  two  thousand  letters  with  enclos- 
ures of  contract  blanks  and  information  con- 
cerning the  “Journal”  were  sent  to  these  ad- 
dresses. Soon  the  county  reports,  questions  and 
advertising  contracts  began  to  arrive  through 
the  mail.  The  telephone  tingled  and  the  Louis- 
ville women  appeared  in  person  to  help.  Also 
a few  members  from  distant  parts  of  the  State 
called  and  aided  with  their  counsel  and  advice. 

One  hundred  and  twelve  letter  were  written 
requesting  or  concerning  manuscripts.  The  res- 
ponse was  splendid.  Among  our  contributors 
are  national  officers  of  the  Woman’s  Auxiliary, 
American  Medical  Association,  Officers  of  the 
Woman’s  Auxiliary  of  the  Southern  Medical  As- 
sociation, the  President  of  the  Kentucky  State 
Medical  Association,  the  Editor  of  the  American 
Medical  Journal,  the  Executive  Secretary,  Bu- 
reau of  Health  and  Education,  Amer:can  Medi- 
cal Association;  the  Surgeon-General,  United 
States  Public  Health  Service,  the  Chairman, 
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American  National  Red  Cross;  the  Director  of 
the  National  Illiteracy  Crusade;  Professor  of 
Public  Health  at  Yale  and  Past  President  of  the 
American  Public  Health  Association;  a Profes- 
sor at  Harvard  now  studying  in  Paris;  and  sev- 
eral friends  from  Texas,  the  “Mother  State,”  be- 
sides a number  of  interested  and  cooperating 
associates  in  Kentucky. 

The  “Woman’s  Auxiliary  Notes”  now  found 
in  the  regular  issues  of  the  Journal  provide  an 
excellent  medium  for  keeping  in  touch  with  each 
other.  The  meetings  of  your  County  Auxiliary, 
and  the  projects  you  are  undertaking  are  of 
interest  to  all  the  other  County  Auxiliaries.  A 
prompt  report  of  your  activities  from  your  Sec- 
retary or  Publicity  Chairman  to  the  Editor  will 
greatly  assist  in  making  Our  Page  in  the  Journ- 
al live,  helpful  and  worthwhile. 


FINANCIAL  REPORT 

The  state  of  finances  of  the  Woman’s  Auxil- 
iary will  be  found  under  Exhibits  I and  J of  the 
Auditor’s  Report,  immediately  following  that  of 
the  Kentucky  State  Medical  Association. 

Believing  that  a detailed  account  of  the  ad- 
vertisement activities  o fthe  County  Auxiliar- 
ies for  the  Woman’s  Auxiliary  Number  of  the 
Kentucky  Medical  Journal  (December  1926  is- 
v.e)  will  be  of  interest,  the  following  report  is 


appended : 

Statement  of  Journal  Advertisements. 

Through  the  generosity  of  the  Kentucky  State 
Medical  Association  the  opportunity  to  swell  the 
funds  in  the  Treasuries  of  the  State  end  Coun- 
ty Woman’s  Auxiliaries  was  made  posssible  in 
the  following  manner: 

All  new  advertisements  for  the  December 
Journal  secured  by  members  of  the  Auxiliary 
were  to  be  published  in  the  December  Journal 
and  the  money  secured  for  these  advertisements 
turned  over  to  the  Auxiliary — twenty-five  per- 
cent (25%)  of  the  total  sum  to  the  County 
Treasurer  and  seventy-five  percent  (75%)  to 
the  State  Treasurer. 

During  their  campaign  the  women  found  that 
they  could  obtain  a few  advertisements  for 
longer  periods.  On  all  such  advertisements,  the 
Auxiliary  was  allowed  twenty-five  percent 
(25%).  The  sum  of  this  twenty-five  percent 
was  then  divided  as  the  above — twenty-five  per- 
cent (25%)  to  the  County  Treasurer  and  seven- 
ty-five percent  (75%)  to  the  State  Treasurer. 

The  Woman’s  Auxiliaries  of  the  Christian, 
Harlan,  Jefferson  and  Marshall  County  Medical 
Societies  have  most  creditable  records  for  secur- 
ing advertisements.  The  record  for  each  coun- 
ty follow'-: 


ADVERTISEMENTS  FOR  WOMAN’S  AUXILIARY  NUMBER,  KENTUCKY  MEDICAL  JOURNAL 


* 

A’mt.  of 
Contract 

Total  Rec.  by 
Auxiliary 

Total  kept  by 
State  Auxiliary 

25%  Com.  pd. 
Co.  Auxiliary 

MARSHALL  COUNTY 
MRS.  V.  \.  STILLEY 

. . $ 25.00 

$ 25.00 
22.50 

Murra  Normal  School  

. . ' 45.00 

Totals  

$ 47:50 

$ 36.63 

$ 11.87 

HARLAN  COUNTY 
MRS.  WM.  M \RTIN 

Dr.  Milus  Gunn  

. . $ 10.00 

$ 5.00 

Har'an  Hardware  Co 

10.00 

10.00 

Lewis.  Campbell  & Jones  

. . 10.00 

10.00 

MRS.  W.  R.  PARKS 

New  Harlan  Hotel  

12.50 

12.50 

MRS.  W E.  RILEY 

Catherine  Marks  

. . 10.00 

10.00 

Totals  

. $ 52.50 

$ 47.50 

$ 35.63 

$ 11.87 

CHRISTIAN  COUNTY 
MRS.  R.  L.  WOODARD 

Profcssi' nal  cards  for  3 mo.  each  from: 
Dr.  F.  H.  Bassett 
Dr.  Austin  Bell 

$ 49.50 

$ 24.77 

$ 12.38 

$ 12.35 

Dr.  F.  M.  Brown 
Dr.  .1.  J.  Ezell 
Dr.  Gart  Gaither 
Dr.  P.  E.  Ha' res 
Dr.  W.  F.  Gary 
Dr.  T.  W.  Perkins 
Dr.  J.  E.  Stone 
Dr.  R.  L.  Woodard 
A Friend 

The  total  sum  of  advertisements  secured  by  the  Jefferson  Court  Auxi’iary  was  $094  00.  Ore  contract  for  $10  00 
was  paid  for  in  the  printing  of  letter  heads  and  envelops  for  both  the  Jefferson  Court  - and  the  State  Auxiliaries.  The 
total  sum  collected  to  date  is  $894.08.  From  this  amount  $90.00  was  used  to  pav  the  expenses  of  Mrs.  D.  .T.  Williams 
to  the  Frankfort  meeting,  leaving  a balance  of  $804.28.  The  amount  due  the  Count-  Treasurv,  25%  of  $804.28  is 
$201.07 ; however,  some  accounts  are  still  outstanding,  our  port’on  $47.50  to  to  exact.  We  hope  to  collect  these  soon. 
Two  percent  (2%)  allowed  for  cash  paid  in  ten  days  was  deducted  from  seme  of  the  advertisements.  A detailed  state- 
ment is  attached. 

On  the  two  advertisements  secured  for  the  year  1927,  the  Jefferson  Count  • All x iliar  will  collect  sixty-two  cents 
per  month. 

Am’t.  of  Total  Rec.  by  Total  kept  by  25%  Com.  pd. 

Contract  Auxilia-  State  Auxil  ary  Co.  Auxiliary 

.WPS-ERSON  COUNTY 
MRS.  E.  R.  PALMER 
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Baird's  Pharmacy  . 

$ 12.50 

8 12.25 

Dr.  E.  R.  Palmer  

1.50 

1.50 

14.00 

13.75 

$ 10.31 

$ 3.44 

MRS.  DAVID  COHEN 

Jones  Apothecary,  1-8  page 

10.00 

10.00 

Matthews  Drug  Co.,  1-8  page  

10.00 

10.00 

20.00 

20.00 

15.00 

5.00 

MRS.  H.  H.  BISHOP 

Elks  Club,  1-2  pg 

45.00 

H.  C.  Carpenter,  card 

5.00.  . 

4.90 

Geo.  H.  Gould,  1 yr.  1-4  pg.  . 

23.44 

13.77 

73.44 

18.67 

14.00 

4.67 

MRS.  P.  E.  BLACKERBY 

Schrader  Bros 

15.00 

14.90 

Weldon  Shop  . . . 

12.50 

12.50 

27.50 

27.40 

20.55 

6.85 

MRS.  WALKER  GOSSETT 

Bennett  Drug  Co : 

12.50 

12.25 

Consolidated  Realty  Co 

25.00 

25.00 

Jefferson  Countv  Milk  Commission 

25.00 

25.00 

Scottow  Studio  . . . 

12.50 

12.25 

75.00 

74.50 

55.87 

18.63 

MRS.  A.  T McCORMACK 

Commonwealth  Life  Ins.  Co 

40.00 

39.20 

Walnut  Cafeteria  

14.06 

8.36 

C.  T.  Deering  (paid  for  in  printing)  . . . 

10.00 

64.06 

47.56 

35.67 

11.89 

The  following  ads  secured  by  Mrs.  McCormack  ear>' 

in  September  to  defray  the  expense  of  Mrs.  D.  J 

Williams,  Pres.  Southern  Medical  Ass’n  to  State 

meeting  in  Frankfort,  Sept.  1926 — Total  $90.00 

Newman  Drug:  Co 

40.00 

39.20 

Standard  Oil  . . . 

25.00 

25.00 

National  Bank  of  Ky 

25.00 

25.00 

Total  secured  for  expense  of 

90.00 

89.20 

MRS.  IRVIN  ABELL 

Jennie  Benedict  

25.00 

25.00 

Brooks  Denhard  Surg.  Insts 

12.50 

12.50 

Brown  Office  Bldg 

12.50 

12.50 

Brown  Theatre  . 

12.50 

12.50 

Brown  Taxicab  Co 

25.00 

25.00 

Rurdorf  Co 

12.50 

12.50 

Buschmever’s  Pharmacy 

12.50 

12.50 

Capitol  Hotel  . . . 

12.50 

12.50 

Crab  Orchard  

12.50 

T M.  Crutcher  Dental  Sup 

12.50 

12.50 

Delux  Beauty  Parlor  . . . 

12.50 

12.50 

Fidel  it”  Trust  Co 

40.00 

40.00 

H.  M.  Frankel  • 

12.50 

12.50 

French  Lick  Springs  Hotel  

40.00 

39.20 

Miss  Bezzie  Hannon  . 

12.50 

12.50 

Haller’s  Pet  Sho  p 

12.50 

12.50 

Harcourt’s  

37  50 

Hillerick  & Bradsbv  

12.50 

12.25 

Krausgill  Piano  Co 

25.00 

2 5 00 

Lafayette  Hotel  

12.50 

12.50 

L.  & N.  R.  R Co.  . 

12.50 

12.25 

W.  L.  Lyons  Co 

12.50 

A.  McGill  & Co 

12.50 

12.50 

Mammoth  Cave  Co.  . 

12.50 

1°  50 

Mayflower  Apts 

12.50 

1°  °5 

Muldoon  Monument  

37.50 

Packard  Louisville  

25.00 

25.00 

Peacock  Shoe  Shop  . . . 

12.50 

12.50 

C.  D.  Pearson  & Son  

12.50 

12.25 

Old  Curiosity  Shop  

12.50 

12.50 

Seelbach  Hotel  . 

25.00 

25.00 

W.  K.  Stewart  Co 

12.50 

12.50 

Sutcliffe  Co . . . 

25.00 

25.00 

IT.  S.  Foil  Co 

12.50 

12.50 

R E.  Vaughn  

12.50 

12.50 

Edith  Walker  

12.50 

12.50 

$630.00 

$603.20 

$452.40 

$150.80 

Total  Jefferson  County  Ads  

$994.00 

$894.28 

$603.80 

$201.28 

(Mrs.  A.  T.  McCormack) 


Respectfully  submitted. 

JANE  TEERE  McCORMACK,  Secretary-Treasurer. 
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BOOK  REVIEW 

PRACTICAL  SURGERY  OF  THE  JOS- 
EPH PRICE  HOSPITAL,  by  James  William 
Kennedy,  M.  D.,  F.  A.  C.  S.  Surgeon  to  the 
J osepb  Price  Hospital,  Philadelphia ; Consult- 
ing Surgeon  to  the  Norristown,  Catesvjfile  and 
Chambersburg  Hospitals ; Formerly  in  Charge 
ot  the  Gynecological  and  Obstetrical  Depart- 
ment of  the  Philadelphia  Dispensary;  Mem- 
ber of  the  American  Association  of  Obstetri- 
cans,  Gynecologists  and  Abdominal  Surgeons, 
Etc.  illustrated  with  129  original  half-tone 
plates.  Some  in  Colors.  F.  A.  Davis  Company, 
Publishers,  Philadelphia,  Pa.  Price  $10.00 
net. 

No  attempt  has  been  made  to  write  a complete 
treatise  on  any  subject  discussed  in  the  volume. 
No  logical  or  regular  order  lias  been  followed  in 
regard  to  history,  etiology,  pathology  or  surgical 
treatment,  the  text  consisting  largely  of  discus- 
sions which  are  not  popular  teaching. 

An  attempt  has  been  made  to  deal  in  con- 
structive criticism  of  principles  involved  in  the 
surgical  pathology  of  some  important  lesions  as 
opposed  to  a discussion  of  destructive  personal- 
ities. 

It  has  been  said  by  authorities  that  Dr.  Price 
was  the  most  forceful  teacher  of  his  age  in  clin- 
ical demonstration  and  it  is  on  account  of  this 
helpful  and  great  force  of  the  man  which  re- 
mains unrecorded  in  tangible  form,  which  urges 
the  author  to  produce  some  evidence  of  his  work. 


A BIPOLAR  THEORY  OF  LIVING  PRO- 
CESSES, by  G.  W.  Crile.  Edited  by  Amy  F. 
Rowland. 

The  MacMillan  Company,  Publishers,  New 
York. 

This  volume  represents  an  attempt  to  present 
certain  conclusions  which  are  based  upon  re- 
searches which  have  been  in  progress  continu- 
ously from  their  initiation  in  1898  to  the  pres- 
ent time.  The  progress  of  these  studies  and  the 
development  of  the  theory  which  is  based  upon 
them  are  summarized  in  the  introduction. 

An  attempt  has  been  made  to  include  in  the 
bibliography  the  titles  of  the  publications  which 
we  have  found  especially  valuable  in  the  devel- 
opment of  the  bipolar  theory.  It  is  obviously 
impossible,  however,  to  include  the  name  of 
every  author  from  we  may  have  gained  informa- 
tion or  suggestion  which  has  been  of  direc.t  value 
in  the  development  of  the  theory  here  presented. 

The  names  of  the  many  collaborators  who  have 
been  associated  with  me  in  these  studies  have 
been  mentioned  in  previous  publications,  or  are 
cited  in  the  text  of  this  volume,  but  I should  like 
in  addition  to  express  here  my  sense  of  indebted- 
ness to  all  who  have  shared  in  the  experimental 
details  and  in  their  interpretation  and  presen- 
tation. 


FORD’S  BACTERIOLOGY.  By  William 
W.  Ford,  M.  D.,  Professor  of  Bacteriology, 
School  of  Hygiene  and  Public  Health;  Lec- 
turer on  Hygiene,  School  of  Medicine,  Johns 
Hopkins  University.  Octavo  of  1250  pages,  il- 
lustrated. W.  B.  Saunders,  Philadelphia,  Pub- 
lisher. 

This  new  text-book  gives  complete  and  ac- 
curate descriptions  of  all  the  microorganisms 
commonly  encountered  in  medicine,  comparative 
pathology,  and  hygiene  and  public  health.  The 
selection  of  the  species  included  has  been  made 
chiefly  upon  the  author’s  personal  observations. 

During  the  progress  of  the  writing  of  the 
book  a very  large  number  of  cultures  were  in- 
vestigated and  complete  records  kept  of  their 
morphology,  cultural  reactions,  and  pathogenic 
properties.  These  descriptions  have  served  as  a 
foundation  for  the  sections  on  systemic  bacteri- 
ology. 

Special  emphasis,  of  course,  is  laid  on  those 
organisms  responsible  for  disease  in  man  and 
animals.  The  anaerobic  bacteria,  for  instance, 
are  reported  at  length;  the  principal  aerobic 
spore-bearing  species  are  included;  the  spiro- 
chetes and  their  significance  in  disease  produc- 
tion, heretofore  inadequately  discussed  in  cur-' 
rent  text  books,  are  here  presented  in  detail,  as 
are  the  filtrable  viruses.  Technic,  infection,  and 
immunity  are  included. 


PHYSICIANS  OF  THE  MAYO  CLINIC 
AND  MAYO  FOUNDATION.  A series  of 
635  biographical  sketches  with  611  portraits 
and  including  complete  and  accurate  data 
concerning  the  professional  life  of  each  phy- 
sician prior  to  January  1,  1926.  Octavo  vol- 
ume of  578  pages.  Philadelphia  and  London  : 
W.  B.  Saunders  Company,  1927.  Cloth, 
$7.00. 

This  volume  is  intended  to  provide  in  a 
brief  form  complete  and  accurate  data  con- 
cerning the  professional  life  of  each  physic- 
ian, who  prior  to  January  1,  1926  had  been 
officially  connected  with  the  Mayo  Clinic  or 
the  Mayo  Foundation  for  the  period  of  one 
or  more  years.  It  is  intended  primarily  for 
reference  by  these  institutions,  by  ex-mem- 
bers of  their  staffs  and  by  medical  societies 
and  libraries. 


HUMAN  PATHOLOGY,  A Text  Book,  by 
Howard  T.  Karsner,  M.  D.,  Professor  of 
Pathology,  School  of  Medicine,  Western  Re- 
serve University,  Cleveland,  Ohio.  With  an 
Introduction  by  Simon  Flexner,  M.  D.  20 
illustrations  in  colors  and  44  black  and  white. 
J.  B.  Lippincott  Company,  Publishers.  Price 
$10.00,  Philadelphia. 

The  present  volume  provides  a well  consid- 
ered and  successful  compromise  with  regard 
to  the  almost  endless  number  of  topics  de- 
manding inclusion  in  a textbook  on  pathol- 


544 


KENTUCKY  MEDICAL  JOURNAL 


[September,  1927 


ogy  The  work  covers  the  fields  of  general 
pathology,  pathological  or  morbid  anatomy, 
pathological  histology,  functional  or  patho- 
logical physiology,  and  the  general  suojects 
of  bacteriology  and  immunology,  (ireater  de- 
tail in  the  special  topics  of  physiology,  para- 
sitology, and  immunology  may  be  sought  in 
textbooks  devoted  particularly  to  those 
branches  of  learning. 

The  presentation  adopted  is  adequate  and 
proceeds  from  the  general  to  the  particular. 
The  discussion  of  debated  or  intricate  sub- 
jects is  sufficient  to  permit  of  definite  under- 
standing of  the  points  at  issue.  The  sub- 
ject matter  is  remarkably  complete  and  the 
text  is  lucid;  while  the  illustrations,  whether 
drawings  or  photographs,  are  precise  : nd  ap- 
propriate. In  brief,  the  textbooks  presents 
the  broad  subject  of  pathology,  as  now  con- 
ceived and  taught  in  this  country  and  in 
Europe,  in  a manner  suitable  for  the  medical 
and  biological  student,  as.  well  as  for  the 
practitioner  of  medicine  desiring  to  keep 
abreast  with  the  ever  enlarging  subject  of 
pathology.  The  references  to  special  articles 
and  treatises  at  the  end  of  the  chapters  are 
well  chosen,  and  they  contain  properly  a pre- 
ponderance of  publications  in  English.  The 
typography,  illustrations,  and  bookmaking  re- 
flect credit  on  the  publishers,  just  as  the  mat- 
ter itself  is  of  high  credit  to  the  author. 


LECTURE  ON  INTERNAL  MEDICINE, 
Delivered  in  the  United  States,  1926.  By 
Knud  Faber,  M.  D.,  Professor  of  Internal 
Medicine,  University  of  Copenhagen,  Den- 
mark. With  43  figures  and  charts.  Paul  B. 
Hoeber,  Publishers,  New  York.  Price  $3.00. 

The  four  lectures  presented  in  this  book 
were  given  during  a visit  of  the  author  to  the 
United  States  in  February  and  March,  1926 
at  the  invitation  of  American  College  of  Phy- 
sicians, followed  by  invitations  from  the  Col- 
lege of  Physicians,  Philadelphia,  and  the 
Rockefeller  Institute  of  Medical  Research.  Of 
special  interest  is  the  lecture  on  ‘‘The  Intes- 
tinal Origin  of  Pernicious  Anemia,  and  the 
Historical  Outline  of  Medical  Therapy.” 


PRACTICAL  LECTURES  ON  THE 
SPECIALTIES  OF  MEDICINE  AND  SUR- 
GERY. Delivered  under  the  auspices  of  the 
Medical  Society  of  the  County  of  Kings, 
Brooklyn,  N.  Y.  Second  Series  1924-1926. 
With  110  illustrations.  Paul  B.  Hoeber,  Inc. 
Publishers,  76  Fifth  Avenue,  New  T ork. 
York.  Price  $7.00. 

This  volume  comprises  a course  of  lectures 
given  by  men  of  recognized  ability  and  teach- 
ing experience  before  a post  graduate  course 
arranged  and  financed  by  the  county  society. 
All  phases  of  medicine  and  surgery  are  dis- 


cussed. 

The  lecture  on  Cancer  by  W.  S.  Bainbridge, 
M.  D.,  Periodic  Health  Examinations  by  Ha- 
ven Emerson,  M.  D.,  and  Why  Is  The  Public 
Health  Service  by  Surgeon  General  Hugh  S. 
Cumming  are  some  of  the  contributors. 


TRANSFUSION  OF  BLOOD.  By  Henry 
M.  Feinblatt,  M.  D.,  Assistant  Clinical  Pro- 
fessor of  Medicine,  the  Long  Island  College 
Hospital,  Brooklyn,  N.  Y. ; Hematologist  to 
the  United  Israel-Zion  Hospital;  Pathologist 
to  St  Peters’  Hospital;  Assistant  Attending 
Physician  to  the  Kings  County  Hospital,  Au- 
thor of  Clinical  Laboratory  Medicine.  Illus- 
trated by  twenty-four  engravings.  The  Mac- 
Millan Company,  New  York,  Publishers. 

In  this  volume  Dr.  Feinblatt  has  presented 
a critical  survey  of  the  subject  of  blood  trans- 
fusion as  it  stands  to-day  and  has  arranged 
the  text  in  such  a manner  that  each  chapter 
becomes  a ready  reference  on  the  several 
phases  of  the  subject, 

Blood  transfusion  is  of  such  great  thera- 
peutic value  and  has  come  into  such  general 
use  in  the  treatment  of  various  acute  and 
chronic  lesions  that  a volume  of  this  type  will 
do  inestimable  good  and  be  of  great  value,  not 
only  to  the  surgeon,  obstetrician  and  medical 
man  but  to  students,  internes  and  residents, 
who  must  necessarily,  at  times,  do  much  of 
the  technical  work. 

The  chapters  of  physiology,  grouping  and 
indications  are  clear  and  concise  and  should 
be  read  by  every  student  of  medicine. 

THE  SURGICAL  CLINICS  OF  NORTH 
AMERICA  (Issued  serially,  one  number  ev- 
ery other  month.)  Volume  7,  Number  2 
(Cancer  Number— April  1927.)  231  pages 

with  113  illustrations.  Per  clinic  year  (Feb- 
ruary 1927  to  December  1927).  Paper,  $12; 
Cloth,  $16.00  net.  Philadelphia  and  Lon- 
don: W.  B.  Saunders  Company. 

Admittedly,  clinical  postgraduate  case- 
teaching  really  teaches  best  The  Surgical 
Clinics  of  North  America  bring  to  the  doctor 
the  actual  amphitheatre  instruction  of  Amer- 
ica’s leading  surgeons,  giving  subscribers  to 
these  bi-monthly  publications  the  benfits  of 
the  experience  of  a staff  of  teacher-surgeons 
perhaps  not  equalled  by  any  postgraduate 
staff  anywhere  the  world  over.  The  first  two 
numbers  of  the  current  series  are  devoted 
wholly  to  cancer. 
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COUNTY  SOCIETY  REPORTS 


Fayette:  Resolutions  on  the  death  of  Dr.  Wil- 
liam Sweeney  Stucky  have  been  passed  by  the 
staffs  of  the  Good  Samaritan  and  St.  Joseph’s 
hospitals  and  the  Fayette  Medical  Society,  of 
which  he  was  the  president.  The  resolutions 
passed  by  the  two  hospital  staffs,  in  joint  ses- 
sion, were  as  follows: 

“Dr.  William  Sweeney  Stucky,  an  honored 
and  useful  member  of  the  staffs  of  the  Good 
Samaritan  and  St.  Joseph’s  hospitals  has  been 
taken  from  our  midst  by  a sudden  and  fatal  ill- 
ness, and  we  his  co-workers,  feel  that  our  hos- 
pitals, ourselves  and  the  community  have  sus- 
tained a severe  and  heavy  loss. 

“Dr.  William  Sweeney  Stucky  was  generous 
with  his  time  and  knowledge  in  the  care  of  the 
poor,  who  will  not  only  miss  his  professional  at- 
tention, but  the  charm  of  his  pei-sonality. 

“We  join  with  others  in  the  sorrow  of  his  be- 
reaved family. 

“Be  it  resolved  that  these  Resolutions  be 
spread  upon  the  minutes  of  the  staffs  of  the 
Good  Samaritan  and  St.  Joseph’s  hospitals,  a 
copy  be  sent  to  the  family,  to  the  Kentucky 
State  Medical  Journal  and  to  the  daily  papers, 
Charles  C.  Garr, 

W.  H McLean, 

W.  S.  Wyatt, 

“Committee.” 

Medical  Society’s  Resolutions. 

The  Fayette  County  Medical  Society  met  in 
called  session  Friday,  June  10  at  5 o’clock  at 
the  Good  Samaritan  hospital,  and  adopted  the 
following  resolutions: 

“The  members  of  the  Fayette  County  Medi- 
cal Society,  as  well  as  the  entire  community, 
v/ere  profoundly  shocked  and  grieved  to  learn 
of  the  sudden  death  of  its  president,  Dr.  Wil- 
liam Sweeney  Stucky,  following  a brief  illnesi 
of  only  18  hours. 

“Dr.  Stucky,  the  son  of  Dr.  and  Mrs.  J.  A. 
Stucky,  was  born  in  this  city  on  February  8, 
1884,  and  spent  his  entire  life  here  except  those 
few  years  spent  in  equipping  himself  for  his 
life’s  work. 

“He  was  a graduate  of  Bethany  College  of 
West  Virginia,  receiving  the  degree  of  bachelor 
of  arts  from  the  institution  in  1904.  The  fol- 
lowing autumn  he  entered  the  University  of 
Michigan  where  he  received  his  degree  in  med- 
icine in  June  1908.  He  then  spent  two  years  at 
the  Post-Graduate  Hospital  at  New  York  as  an 
interne,  following  by  an  internship  at  the  Man- 
hattan Eye,  Ear  and  Throat  hospital  of  the  same 
city,  at  which  institution  he  equipped  himself  to 
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practice  his  specialty  of  the  eye,  ear,  nose  and 
throat. 

“Upon  returning  to  Lexington  during  the 
year  1911  he  associated  himself  with  his  father 
and  through  his  personal  charm  and  efficient 
work  soon  establised  a lucrative  practice  which 
he  enjoyed  until  the  time  of  his  death. 

“He  was  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  Am- 
erican Medical  Association,  the  Southern  Medi- 
cal Association  and  the  Kentucky  State  Medi- 
cal Association  and  its  affiliated  organizations. 
For  many  years  he  has  been  a member  of  the 
staffs  of  both  the  local  hospitals  and  an  attending 
physician  to  the  clinic  of  the  Public  Health  Nurs- 
ing Association  in  all  of  which  capacities  he  gave 
generously  and  unstintingly  of  his  time  and  ser- 
vice and  endeared  himself  to  both  the  well-to- 
do  and  the  poor  and  alike  to  his  associates  and 
to  his  patient.  It  is  the  pleasure  of  this  society 
that  a copy  of  this  memorial  be  spread  upon  its 
minutes  and  that  copies  be  sent  to  his  bereaved 
family,  to  his  parents,  to  the  Journal  of  the  Ken- 
tucky State  Medical  Association  and  to  the  daily 
papers. 

“It  is  the  further  pleasure  of  this  society  that 
we  stand  for  a few  moments  in  severence  to  the 
memory  of  our  devoted  president. 

Ernest  B.  Bradley, 

Earn  B.  Marks, 

L.  C.  Redmon, 

Committee. 

Nursing  Association  Resolutions. 

The  board  of  directors  of  the  public  Health 
Nursing  Associate  n has  adopted  the  following 
resolutions: 

“Whereas,  our  Almighty  Father  has  called  to 
his  eternal  reward  Dr.  William  S.  Stucky;  and 

“Whereas  Dr.  Stucky  has  been  for  many 
years  a faithfu  and  indefatigable  worker  in  the 
charity  clinics  of  the  Public  Health  Nursing  As- 
sociation, giving  unstintedly  and  ungrudgingly 
of  his  time,  his  skill  and  his  strength  in  unremit- 
ting servce  to  the  poor  of  this  community; 

Therefore,  be  it  resolved  by  the  board  of  di- 
rectors of  the  Public  Health  Nursing  Associa- 
tion that  the  association,  the  medical  profes- 
sion of  Lexington,  the  general  public  and  the 
needy  sick  of  Lexington  have  suffered  an  irre- 
mediable loss  in  the  untimely  passing  of  this 
highly  skilled  and  unselfishly  devoted  physician; 

“And  be  it  further  resolved  that  copies  of 
these  resolutions  be  spread  upon  the  minutes  of 
this  association,  sent  to  the  local  press  and  trans- 
mitted to  the  bereaved  family,  with  the  deep- 
est sympathy  of  the  board  of  directors  of  the 
Public  Health  Nursing  Association. 

Mrs.  George  K.  Graves, 

S.  D.  Breckinridge, 

Mrs.  James  C.  Rogers, 
Mrs.  Clinton  Harblson, 
John  W.  Scott. 


NEWS  ITEM 


Dr.  J.  F.  Jones  of  Mt.  Sterling  writes  ask- 
ing that  the  attention  of  the  physicians  of  the 
State  be  called  to  one  Jodie  Brown  who  for- 
merly lived  in  Esull  County,  four  miles  from 
Irvine  on  the  river.  Brown  claimed  to  be  a 
son-in-law  of  Doctor  Martin  who  owned  the 
farm  and  tha*  he  had  been  injured  in  a rail- 
road wreck. 

He  passed  three  cold  checks  on  Doctor  Jones 
and  he  desires  that  the  profession  oe  warned 
as  to  this  man’s  activities.  If  he  attempts  to 
pass  cold  checks  on  any  other  doctor,  Doctor 
Jones  will  be  glad  to  be  notified  as  he  will  as- 
sist in  securing  his  arrest. 


Pollinosis — “Hay  Fever”:  Pollen-free  air  to 

breathe  is  one  solution  of  the  problem  of  pollin- 
osis, but  a costly  one.  Most  hay  fever  sufferers 
can’t  afford  it.  For  them  it  is  a case  of  the 
mountain  not  coming  to  Mahomet,  and  Mahrriet 
not  going  to  the  mountain.  The  status  quo  pre- 
vails. 

Fortunately  these  unfortunates  have  a remedy 
in  specific  immunization  the  only  question  is, 
When  shall  it  be  done?  And,  incidentally,  What 
pollen  extract  shal  be  used  in  the  immunizing 
process? 

It  is  none  too  early  right  now  to  start  the  im- 
munizing treatment,  which  requires  about  six 
weeks  for  completion — fifteen  injections  at  in- 
tervals of  three  or  four  days. 

As  to  choice  of  pollen  extracts:  Since  these 

extracts  keep  better  in  concentrated  form,  they 
are  offered  in  this  form  by  some  manufacturers, 
notably  by  Parke,  Davis  & Co.,  who  advertise 
their  product  elsewhere  in  this  issue. 

Parke,  Davis  & Co.  offer  an  illustrated  book 
on  hay  fever.  Physicians  are  invited  to  write 
for  it. 


THE  GOLF  TOURNAMENT. 

The  members  of  the  Daviess  County  Medical. 
Society  and  the  Ladies  Auxiliary  have  arranged  a 
very  delightful  tournament  for  every  member  of 
the  association,  their  wives  and  daughters. 

The  tournament  will  begin  Saturday  proceed- 
ing the  meeting  and  continue  through  Wednes- 
day. All  score  cards  must  be  handed  to  the  com- 
mittee by  that  time  and  the  prizes  will  be  award- 
ed preceeding  the  opening  of  the  Wednesday 
evening  program.  So  many  prizes  have  been  re- 
ceived that  almost  all  the  players  will  secure  one*. 

For  any  information  write  to  Dr.  W.  0.  Rash, 
Owensboro,  Chairman  of  the  Gold  Tournament. 

Be  sure  to  bring  your  attested  handicap  signed 
by  your  club  president. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 

For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract,  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References:  The 

medical  profession  of  Nashville.  • 

JOHN  W.  STEVENS.  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TENN 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


' ' 

HIGH  OAKS — Dr.  Sprague’s  Sanatorium 


For  Menial  an^j 
Nervous  diseases l 
drug  and  liquor 
addictions. 

Homelike  care 
under  expert  med 
ical  supervision. 
Aitractive  new 
buildings  with 
modern  equip- 
ment lor  treat- 
ment and  comfort 
of  patients.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
therapy  for  each 
patient.  Complete 
hydrotherapeu  tic 
equipment.  Ex- 
perienced nurses. 

For  rates  and  in 
formation  address 


Phone  302.  GEO.  P.. SPRAGUE,  M.D.,  Lexington,  Ky. 


No  neert  to  question  reliability  of  our  advertisers — all  are  guaranteed.  When  answering  ads  mention  this  Jouk.nao 
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KENTUCKY 
State  Board  of  Health 

ANTITOXINS  and  VACCINES 

THESE  PRODUCTS  ARE  PREPARED  BY  THE  GILLILAND 
LABORATORIES  AND  ARE  GUARANTEED  UNDER  U.  S. 
GOVERNMENT  LICENSE  NUMBER  63. 

RABIES  VACCINE 

(SEMPLE  METHOD— 14  DOSE) 

(Phenol  Killed  Virus) 

The  14  Dose  Treatment  is  supplied  in  one  package.  Each  dose  is  of  the  same 
strength  and  furnished  in  glass  syringes,  with  sterile  needles,  ready  to  use.  No  mix- 
ing or  diluting  necessary. 

COMPLETE  TREATMENT  (14  DOSES) $12.50 

RABIES  VACCINE 

(PASTEUR  METHOD— 21  DOSES) 

The  Pasteur  Treatment  is  supplied  in  three  installments  of  seven  doses  each. 
Initial  doses  one  to  seven  will  be  forwarded  immediately.  Subsequent  doses  will  follow 
to  complete  the  treatment. 

COMPLETE  TREATMENT  (21  DOSES) $20.00 


Rabies  Treatments  are  available  for  immediate  shipment  from  the  KENTUCKY 
STATE  BOARD  OF  HEALTH,  6th  & MAIN  STS.,  LOUISVILLE.  Order  by  tel- 
egraph to  avoid  all  unnecessary  delays. 

Gilliland  Biological  Products  are  Sold  to  the  Physicians  of  Kentucky  at  Special  Prices 
under  contract  with  the  Kentucky  State  Board  of  Health. 

List  of  Prices  and  Distributors  sent  on  request. 

The  Gilliland  Laboratories 

Incorporated 

Producers  of  Biological  Products 
Marietta.  Pa. 
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New — Rehfuss  on  Stomach  Diseases 

This  book  is  literally  a postgraduate  course  on  the  diagnosis  and  treatment  of  dis- 
eases of  the  stomach.  It  takes  up  every  phase  of  the  subject — bedside,  gastorenter- 
ologic  laboratory  methods  and  technique,  and  roentgenologic  examination. 

The  work  is  original  in  every  respect.  It  is  written  in  the  spoken  language  rather 
than  the  written  language  and  has  therefore  an  ease  of  style  which  makes  for  quick 
comprehension. 

The  subject  has  been  presented  under  three  main  divisions : The  first  third  is  devoted 
to  technic  and  the  methods  of  interpreting  findings  in  diagnostic  terms.  The  second 
third  is  devoted  to  the  diagnosis  and  treatment  of  diseases  of  the  stomach,  usjing  for 
this  purpose  every  advance  in  the  field  of  gastroenterology.  The  final  third  of  the 
book  is  devoted  to  a full  presentation  of  those  diseases  of  the  remainder  of  the  ali- 
mentary tract  which  have  a deranging  influence  on  gastric  function. 

In  order  to  give  to  the  book  the  highest  degree  of  authority  in  certain  special  phases, 
Dr.  Rehfuss  called  in  as  collaborators  men  who  stand  at  the  head  in  these  specialties : 
John  B.  Deaver  has  written  the  chapter  on  gastric  surgery;  'Chevalier  Jackson  has 
written  the  chapter  on  gastroscopy;  Willis  F.  Manges  and  John  T.  Farrell,  Jr.,  the 
phapter  on  cholecystography ; John  A.  Kolmer,  gastriic  bacteriology;  J.  Alexander 
Clarke,  allergy,  and  Louis  H.  Clerf,  diseases  of  the  esophagus. 

Octavo  of  1240  pages,  with  513  illustrations,  some  in  colors.  By  Martin  E.  Rehfuss,  M.  D„  Assistant  Pro- 
fessor of  Medicine,  Jefferson  Medical  College.  Cloth,  $12.00  net. 

W.  B.  ^AUNDERS  COMPANY  Philadelphia  and  London 


n 


KENTUCKY  MEDICAL  JOURNAL 


r 

k , W . 1 BB, * 1#  „ *•.-> > • 

' • 

— — — — 





: 


for  Definite  Advantages 

in  Inf  ant  Feeding*  * 

MEAD’S  DEXTRJ-MAITOSE 

/ Dependability 
/ Tolerance  in  Difficult  Cases 
/ Prepared  for  Infant  Feeding 
Primarily 

/ Simplified  Infant  Feeding 
d Uniformity  of  Carbohydrate 
/ Latitude,  Three  Forms  of 
Dextri'Maltose 

/ Satisfactory  Qains  in  Weight 
d Carbohydrate  of  Tested  Value 
/ Marginal  Utility  in  Infant 
Feeding 


MEADS 


Samples  and  literature 
on  request 


MEAD  POLICY 

MEAD’S  infant  diet  materials  are  ad- 
vertised only  to  physicians.  No  feeding 
directions  accompany  trade  packages. 
Information  in  regard  to  feeding  is  sup- 
plied to  the  mother  by  written  instruc- 
tions from  her  doctor,  who  changes  the 
feedings  from  time  to  time  to  meet  the 
nutritional  requirements  of  the  grow- 
ing infant.  Literature  furnished  only 
to  physicians. 


MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana 
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EDITORIAL 

MILLION  DOLLAR  CAMPAIGN  FOR 
NORTON  INFIRMARY. 

The  Norton  Memorial  Infirmary  plans  a 
campaign  for  a million  dollar  building,  be- 
ginning early  in  October. 

This  Hospital  was  founded  in  1886  under 
the  auspices  of  the  Episcopal  Church  ^and  a 
bequest  from  John  N.  Norton.  Drs.  Yandell, 
Scott,  Roberts,  Cartledge,  Marvin  and  others 
were  prominent  at  that  time  in  its  activities. 

The  institution  has  never  had  a large  en- 
dowment. At  present  the  total  endowment, 
not  including  the  buildings,  amounts  to  $63,- 
000,  the  total  investment,  buildings  included, 
about  $500,000. 

Throughout  the  forty  years  it  has  been 
practically  self-supporting  and  has  done  a 
very  large  amount  of  charity,  always  taking 
care  of  the  inmates  of  orphanages  and  homes. 

It  contributed  to  the  relief  of  a large  number 
of  crippled  children  prior  to  the  formation  of 
the  Crippled  Children’s  Society. 

It  has  had  one  of  the  best  training  schools  ~ 
in  the  country  with  a high  standard  of  edu- 
cation for  nurses.  This  school  has  about  four 
hundred  graduates  who  are  serving  the  pub- 
lic faithfully  and  well.  The  institution  has 
110  beds  at  present,  but  this  number  does  not 
supply  the  demand. 

Your  heartiest  support  is  urged  for  this  ef- 
fort to  continue  the  good  work  done  by  this 
institution.  J.  G.  S. 


DR.  GEORGE  T.  FULLER. 

It  is  with  sincere  regret  that  the  Journal 
notes  the  death  of  Dr.  George  T.  Fuller  at  his 
home  in  Mayfield  on  July  22,  1927.  Doctor 
Fuller  was  one  of  the  really  great  men  with 
whom  we  have  had  the  privilege  of  associa- 
tion. We  had  attempted  to  prepare  an  ap- 
preciation of  his  services  when  we  received 
from  the  distinguished  Dean  of  the  Electic 
Medical  College  of  Cincinnati,  a biographical 
sketch  which  he  has  printed  in  the  October 
issue  of  the  Eclectic  Medical  Journal.  It  is  a 
pleasure  to  reproduce  it  here. 


OHIO  VALLEY  MEDICAL  ASSOCIATION 

This  Association  has  honored  the  profes- 
sion of  Kentucky  by  electing  as  its  President 
and  presiding  officer,  Dr.  Emmet  F.  Horine 
of  Louisville,  Ky. 

The  annual  meeting  will  be  held  in  Evans- 
ville, Ind.,  November  9-10,  1927,  with  head- 
quarters at  the  Vendome  Hotel.  Every  doc- 
tor in  Kentucky  is  extended  a cordial  invi- 
tation to  attend  this  meeting. 

For  any  information  write  the  Secretary,  J. 
F.  Wynn,  712  S.  Fourth  St.,  Evansville,  Ind. 


MEASLES  SERUM. 

The  Laboratories  of  the  State  Board  of 
Health  have  just  secured  a fresh  supply  of 
convalescent  measles  serum  from  a recently 
recovered  case  of  measles. 

This  serum  will  be  supplied  at  a very  small 
cost.  Those  doctors  who  have  patients  who 
are  unable  to  pay,  may  obtain  the  serum  with- 
out any  expense. 

Measles  serum  has  proven  its  value  in  the 
recent  epidemic  at  Berea,  so  much  so  that  no 
doctor  should  hesitate  to  use  it  in  any  case  of 
measles  where  it  is  indicated  especially  those 
cases  where  complications  are  threatened. 

AT  OWENSBORO 

Just  as  the  Journal  was  going  to  press  the 
Owensboro  meeting  closed,  consequently,  a de- 
tailed report  of  the  meeting  cannot  be  given 
in  this  issue  of  the  Journal. 

Dr.  John  H.  Blackburn  of  Bowling  Green, 
was  elected  President,  and  from  the  success- 
ful work  that  he  has  been  doing  in  the  Third 
District  we  are  sure  that  he  will  lead  our  As- 
sociation to  greater  efforts  in  preventing  dis- 
ease and  in  stimulating  the  physicians  to  take 
an  active  part  in  the  organization  and  further 
the  welfare  of  this  Association. 

The  physicians  of  the  Daviess  County  Med- 
ical Society,  with  true  southern  hospitality, 
entertained  the  physicians  elaborately. 
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OFFICIAL  ANNOUNCEMENTS 


Minutes  of  the  Eye,  Ear,  Nose  and  Throat 
Section  of  the  Kentucky  State  Medical  Asso- 
ciation, Sixth  Annual  Session,  at  the  Seel* 
bach  Hotel,  Louisville,  May  12th,  1927,  with 
a registration  of  sixty  two. 

Morning  Session 

Section  called  to  order  by  Dr.  Adolph  O. 
Pfingst,  President  at  10  :15  A.  M. 

Minutes  of  the  1926  meeting  road  and  ap- 
proved. 

The  following  announcements  were  then 
made  by  Dr.  Octavus  Dulaney,  Secretary. 

The  annual  banquet  will  be  in  the  lied 
Room  of  the  hotel  at  7 :00  P.  M,  Cost  of  mem- 
ber’s tickets  included  in  their  annual  dues. 
Members  may  bring  guests  if  desired,  phy- 
sicians or  laymen,  by  paying  $3.00  for  each 
extra  ticket. 

Section  members  are  invited  to  luncheon 
with  Dr.  Pfingst  in  the  main  hotel  dining 
room  at  1 :00  P.  M. 

The  address  of  Dr.  Wrn.  C.  Finnoff  will  be 
delivered  at  8:00  P.  M.  following  the  banquet. 
Dr.  Finnoff  will  visit  Mammoth  Cave,  and  has 
offered  to  act  as  chaperone  for  members  who 
desire  to  accompany  him  on  the  trip. 

Clubhouse  tickets  for  the  Derby,  May  14th, 
have  been  reserved  for  those  who  wish  to  at- 
tend. Cost  of  each  ticket  $8.80. 

Upon  request  rooms  will  be  secured  for  any 
members  who  have  not  already  found  accom- 
modations. 

Dr.  R.  C.  Lynch,  New  Orleans,  telegraphed 
expressing  regret  that  he  cannot  attend  the 
meeting  on  account  of  flood  conditions. 

Application  of  the  following  gentlemen  for 
membership  have  been  approved  by  the  Coun- 
cilors : 

Dr.  C.  Dwight  Townes,  Louisville, 

Dr.  INI.  H.  Walker,  Owensboro, 

Dr.  T.  H.  Singleton,  Bowling  Green, 

Dr.  W.  A.  Poole,  Lexington, 

Dr.  Max  Bernstein,  Louisville, 

Dr.  Edmond  D.  Wells,  Louisville. 

These  are  to  be  voted  upon  at  this  meeting. 

Applications  have  been  received  from  Dr. 
C.  W.  White,  Henderson,  and  Dr.  W.  J. 
Greenstein,  Lexington,  which  must  be  held  * 
until  the  1928  meetffng 

Owing  to  lateness  of  the  hour,  it  was  moved 
and  carried  that  balloting  on  election  of  new 
members  be  deferred  until  the  afternoon  ses- 
sion. 

Case  Reports. 

Dr.  Robert  Walter  Bledsoe,  Covington,  re- 
ported a ease  of  Perithelioma  of  the  Orbital 
Cavity  in  a Boy  aged  Eleven  Years,  with  ex- 
hibition of  specimens  and  photographs.  Dis- 
cussed by  Drs.  Finnoff,  Wynn,  Pfingst,  and 
closed  by  Dr.  Bledsoe. 


Dr.  Edmond  D.  Wells,  Louisville,  described 
a method  of  Tonsil  Diagnosis  by  the  Measure- 
ment of  the  Absorptive  Power  of  1 lie  Tonsils, 
and  mentioned  one  hundred  and  forty-five 
cases  investigated.  Discussed  by  Drs.  Wil- 
liams, Allen,  Beck,  Bledsoe,  Dabney,  Hall, 
Marks,  Stucky,  Griffith,  Watkins,  Doyle,  Dean, 
and  closed  by  Dr.  Wells. 

Dr.  A.  L.  Bass,  Louisville,  reported  two 
cases:  (1)  Acute  Bilateral  Mastoiditis  in  an 
Infant  Six  Months  Old;  (2)  Hemorrhage 
From  the  Antrum  of  Highmore.  Discussed 
by  Drs.  Dean,  Watkins,  Co\\4ey,  Griffith, 
Heitger,  Offut,  Hall,  and  closed  by  Dr.  Bass. 

Dr.  S.  B.  Marks,  Lexington,  related  the 
history  of  a patient  with  Cerebellar  Abscess 
of  Otitic  Origin.  Discussed  by  Drs.  Spurling, 
Hall,  Stucky,  Drake,  Offutt,  Tleitger,  Dean, 
and  closed  by  Dr.  Marks. 

As  this  completed  the  morning  program, 
the  section  adjourned  at  12:30  for  luncheon 
with  Dr.  Pfingst  at  one  o’clock. 

Afternoon  Session. 

Section  called  to  order  by  the  President, 
Dr.  Pfingst,  at  2:00  P.  M. 

By  permission  Mr.  Jones,  of  the  L.  & N. 
R.  R.,  stated  that  a special  car  had  been  ar- 
ranged for  members  who  desired  to  attend 
the  A.  M.  A.  meeting  at  Washington,  D.  C. 
Train  leaves  Louisville  at  1 :00  P.  M.  Sun- 
day and  arrives  in  Washington  at  noon  Mon- 
day. 

The  six  applicants  whose  names  were  pre- 
sented at  the  morning  session  were  admitted 
to  active  membership  by  unanimous  vote. 

The  following  officers  for  1928  were  elected 
by  acclamation: 

President,  Dr.  J.  A.  Stucky,  Lexington. 

Vice-President,  Dr.  W.  P.  Drake,  Bowling 
Green. 

Treasurer,  Dr.  S.  B.  Marks,  Lexington. 

Secretary,  Dr.  Walter  Dean,  Louisville. 

Upon  motion  of  Dr.  Stucky,  which  was  duly 
carried,  it  was  authorized  that  a telegram  be 
sent  to  Dr.  Lynch,  New  Orleans,  expressing 
regret  of  the  section  that  he  could  not  attend 
the  meeting,  and  extending  to  him  and  the 
medical  profession  of  New  Orleans  and  the 
South  sympathy  and  best  wishes  of  the  mem- 
bers. 

Dr.  C.  W.  Dowden,  Louisville,  read  a most 
interesting  paper  on  Cerebral  Sclerosis,  which 
was  discussed  by  Drs.  Stucky,  Dabney,  Fin- 
noff, Heitger,  and  in  closing  by  the  essayist. 

Dr.  R.  H.  Crowley,  Berea,  presented  a pa- 
per with  the  title:  “After  the  Examination, 
What  Lenses  Shall  We  Prescribe?”  Discussed 
by  Drs.  Heitger,  Williams,  Baker,  Drake, 
Dean,  Beck,  DeWeese,  and  in  closing  by  Dr. 
Cowley. 

Dr.  Gaylord  C.  Hall,  Louisville,  read  a 
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paper  on  “The  Analysis  of  Endoscopic  Cas- 
es,” which  was  discussed  by  Drs.  Marks, 
Dean,  and  in  closing  by  the  essayist. 

The  section  then  adjourned  to  reconvene  in 
the  banquet  room  (Red  Room)  at  seven 
o’clock. 

Evening  Session. 

Sect  iftn  members  and  guests,  total  of  about 
seventy,  assembled  in  the  Red  Room  for  the 
annual  banquet  about  7 :30  P.  M.,  with  Dr. 
Wm.  C.  Finnoff,  of  Denver,  Colorado,  as  the 
guest  of  honor. 

At  the  conclusion  of  an  elaborate  dinner, 
about  8 :30  P M.,  the  section  was  called  to  or- 
der by  the  President,  Dr.  Pfingst. 

After  delivering  a brief  address  as  retiring 
President,  Dr.  Pfingst  introduced  Dr.  Finnoff 
who  presented  a splendid  paper  on  “The  Dif- 
ferential Diagnosis  in  Cases  of  Tuberculosis 
of  the  Eye.  ” Numerous  lantern  slides  were 
shown  to  illustrate  his  remarks.  ' 

Dr.  Irvdn  Abell,  President  of  the  Kentucky 
State  Medical  Association,  then  addressed  the 
section.  He  complimented  the  members  very 
highly  on  the  excellent  work  accomplished 
since  organization  of  the  section. 

The  fiual  address  was  made  by  the  Presi- 
dent-elect, Dr.  J.  A.  Stucky,  Lexington.  He 
urged  the  members  to  strive  for  greater  fu- 
ture achievements,  and  promised  his  encour- 
agement, co-operation  and  earnest  support 
during  the  coming  year. 

There  being  no  further  business  the  section 
then  adjourned  until  1928,  the  meeting  to  be 
held  at  the  time  and  place  selected  by  the 
committee. 

Octavus  Dulaney,  Secretary. 


Tuberculosis  and  Poisoning  with  War  Gas. 

Sergent  rarely  observed  tuberculosis  among  the 
immediate  complications  of  poisoning  with  war 
gases.  On  the  other  hand,  he  noted  that  the 
tardy  occurrence  of  tuberculosis  in  war  veter- 
ans is  more  and  more  frequent  every  year.  The 
author  ascribes  the  fact  to  chance  factors  which 
favor  the  awakening  of  the  disease,  and  does  not 
connect  it  with  gas  poisoning.  Of  forty-eight 
veterans  of  the  world  war  recently  re-examined, 
twenty-two  have  a history  of  grave  gas  poison- 
ing. They  present  chronic  lesions  of  the  respir- 
atory organs;  so  far,  none  suffers  from  tubercu- 
losis. Twenty-six  have  tuberculosis,  which  de- 
veloped from  three  to  eight  years  after  the  oc- 
currence of  an  insignificant  gas  poisoning.  The 
resp'ratory  lesions  of  the  first  group  appeared 
under  the  form  of  chronic  bronchitis,  broncho- 
pulmonary, sclerosis,  emphysema,  bronchiectasis 
or  asthma-like  dyspnea.  So  long  as  tubercle 
bacilli  are  not  found  in  the  sputum,  or  inocula- 
tion of  guinea-pigs  with  the  sputum  is  negative, 
the  lesions  are  not  considered  as  tuberculous. 


ORIGINAL  ARTICLES 

PERITHELIOMA  OF  ORBIT:  CASE 
REPORT.* 

By  Robert  Walter  Bledsoe,  M.  D.,  F.  A.  C. 

S.,  Covington 
(Author ’s  Abstract) 

Patient,  R,  W.,  a male,  aged  eleven  years, 
a typically  healthy  country  boy.  Date  of 
first  observation  April  6th,  1926. 

Family  history:  Mother  died  six  years  ago, 
cause  unknown.  Father  crippled  from  frac- 
ture of  leg.  Nothing  else  of  interest. 

Personal  history  and  complaint : No  prev- 
ious illness,  no  operations.  “Right  upper 
eyelid  swollen  and  somewhat  inflamed  for  the 
past  two  months;  but  at  no  time  had  there 
been  any  pain,  nor  was  the  eyeball  inflamed.” 

Examination : Complete  ptosis  right  eyelid 
which  was  enlarged  and  reddish -purple  in 
color.  Skin  adherent  to  underlying  hard, 
nodular  mass  which  occupied  upper  half  of 
orbital  cavity  and  extended  under  supra-or- 
bital  rim.  Near  inner  extremity  of  eyelid  was 
yellowish  elevation  4x4  mm.  over  which  thin- 
ned skin  .resembling  abscess.  Vision  right 
eye  20-70,  motility  of  eyeball  normal,  media 
clear,  fundus  normal. 

Normal  fundal  blood  vessels  excluded 
aneurism.  Small  stab  incision  in  yellowish 
elevation.  No  pus  and  small  amount  of  blood 
eliminated  abscess  and  angioma.  Inability  to 
reduce  mass  by  pressure  precluded  possibility 
of  meningocele.  Roentgenogram  showed  sin- 
uses normal.  Wassermann  blood  reaction  and 
urinalysis  negative. 

Patient  admitted  to  hospital  April  19tli, 
1926.  The  orbital  tumor  developed  rapidly, 
causing  inner  half  of  upper  conjunctiva  to  ap- 
pear as  a reddish-purple  bulging  mass  be- 
tween eyelids  and  extending  from  inner  can- 
thus  to  center  of  cornea  which  it  overlapped. 

First  operation  May  3rd,  1926.  Curved  in- 
cision through  shaven  brow  from  outer  ex- 
tremity to  side  of  nose  on  level  with  inner 
canthus.  Encapsulated  mass  removed  by 
blunt  dissection  without  rupturing  capsule; 
hemorrhage  slight;  growth  separated  from 
conjunctiva  without  perforation.  Tumor  or- 
iginated from  periosteum  of  orbital  roof.  It 
was  pedunculated,  nodular,  2x4  1-2x2  4-5  cm., 
and  weighed  200  grains. 

Microscopic  and  pathologic  diagnosis : per- 
ithelioma of  the  orbit.  Arrangement  of  blood 
vessels  and  cellular  elements  typical. 

Two  months  later  vision  right  eye  20-30. 
Examination  disclosed  evidence  of  recurrence 
of  orbital  tumor  which  thereafter  developed 


*Read  before  the  Eve.  Ear,  Nose  and  Throat  Section  of 
the  Kentucky  State  Medical  Association,  Louisville,  May 
12th,  1927. 
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rapidly,  and  patient  readmitted  to  hospital. 

Second  operation  August  31st,  1926, 

through  oi’iginal  incision.  Tumor  more  ad- 
herent and  dissection  more  difficult  than  at 
primary  removal.  Growth  larger,  3x4x5  cm., 
weighed  260  grains,  and  showed  increased 
malignancy  in  that  fusiform  cells  penetrated 
capsule  everywhere.  Microscopic  and  patho- 
logic diagnosis:  perithelioma  of  orbit. 

The  tumor  recurred  promptly,  by  Novem- 
ber 1st  approximating  size  before  operation 
August  31st,  and  continued  to  grow  rapidly. 
Vision  of  right  eye  was  soon  completely  de- 
stroyed and  patient  suffered  intense  fronto- 
temporal pain  which  could  be  controlled  only 
by  morphine.  Progressive  loss  of  weight  and 
strength  rapidly  ensued. 

Further  operative  intervention  deferred  in 
compliance  to  patient’s  wishes,  and  also  be- 
cause of  conviction  that  the  end  was  not  far 
distant.  However,  pain  and  suffering  in- 
creased and  another  operation  was  performed 
to  afford  relief. 

Third  operation  December  17th,  1926. 

Complete  exenteration  of  orbit  including 
lachrymal  gland  and  periosteum.  There  was 
a small  erosion  of  supra-orbital  plate  expos- 
ing dura,  another  on  orbital  floor  leading  in- 
to antrum,  and  still  another  into  ethmoid 
cells.  Relief  from  pain  was  complete  and 
morphine  discontinued.  However,  recurrence 
of  tumor  was  immediate.  Within  two  weeks 
the  orbital  cavity  was  filled  even  with  the 
eyelids.  The  growth  continued  to  enlarge 
rapidly,  and  an  occasional  hemorrhage  there- 
from was  followed  by  more  frequent  and  se- 
vere ones. 

During  second  week  in  January,  1927, 
fronto-temporal  pain  returned  with  increased 
violence  again  necessitating  morphine.  Ex- 
treme sensitiveness  to  light  and  sound  re- 
quired placing  patient  in  semi-darkened  room. 
Loss  of  strength  and  flesh  rapid,  hemorrhages 
frbm  orbital  mass  increased,  and  extension  to 
nose  blocked  right  nasal  chamber. 

February  1st,  1927.  Tumor  larger  than 
ever,  now  protruding  1 1-2  inches  beyond 
normal  corneal  location,  and  involving  sub- 
cutaneous tissues  of  temple  and  supra-orbital 
region.  Death  occurred  February  12th,  1927, 
following  violent  hemorrhage  from  orbital 
mass. 

Necropsy  report : Tumor  mass  protrudes 
1 3-4  inches  beyond  right  eyelids.  Subcutan- 
eous infiltration  raises  skin  1-2  to  3-4  inch 
in  right  frontal  region  to  1 1-2  inches  above 
supraorbital  ridge,  and  extends  fiom  center  of 
nose  outward  beyond  outer  canthus.  Frontal 
lobe  of  brain  densely  adherent  to  tumor  which 
filled  orbital  cavity,  antrum  and  right  nasal 
chamber,  there  being  no  vestige  of  bony  parti- 
tions separating  any  of  these  cavities  from  the 


others. 

Frontal  lobe  of  brain  contained  mass  size 
of  closed  fist  composed  of  conglomerate  close- 
ly packed  discrete  bodies  varying  in  size  from 
pea  to  hazelnut.  Macroscopically  they  are 
identical  to  snail  shells,  apparently  each  mass 
being  rolled  upon  itself.  Microscopically  they 
are  identical  to  sections  of  the  perithelioma 
growths  previously  removed.  Evidently  they 
are  the  result  of  direct  extension  through 
dura  and  not  of  metatastic  origin.  No  metas- 
tases  found  in  other  organs. 

The  patient  was  under  observation  ten 
months  during  which  period  he  was  operated 
upon  three  times.  Each  recurrence  of  the  tu- 
mor showed  definite  signs  of  increased  malig- 
nancy. 

Both  radium  and  roentgen-ray  therapy 
were  employed  without  beneficial  effect. 

S ) far  as  can  be  determined  from  search  of 
the  literature,  only  four  other  cases  of  peri- 
thelioma of  the  orbit  have  been  recorded,  and 
these  were  in  adults. 

DISCUSSIONS 

Wm.  C.  Finnoff,  Denver:  The  paper  read  by 
Dr.  Bledsoe  is  one  of  particular  interest  because 
perithelioma  is  an  exceedingly  rare  type  of  orbi- 
tal tumor.  The  great  majority  of  orbital  neo- 
plasms arise  either  intra-durally  from  the  optic 
nerve  as  gliomas,  or  extra-durally  in  the  orbital 
contents.  The  extra-dural  is  the  most  common 
type  of  orbital  tumor,  and  may  be  sarcoma  or 
one  of  the  various  benign  growths.  Rarely  do 
we  encounter  malignant  metastatic  tumors  in  tne 
orbit. 

Perithelioma  is  described  as  having  a very  pe- 
culiar histologic  structure.  Ewing,  who  is  one 
of  the  most  outstanding  authorities  on  neoplas- 
tic diseases,  states  that  there  is  undoubtedly  a 
perit’nelial  tumor.  He  states  that  perithelial  tu- 
mors arise  from  the  perivascular  lymph  spaces 
around  the  blood  vessels  and  the  growths  are  es- 
sentially composed  of  endothelial  cells.  It  is 
difficult  to  differentiate  perithelioma  from  angio- 
sarcoma, or,  on  the  other  hand,  from  endothel- 
ioma. The  distinguishing  feature  is  the  cell  it- 
self, which  is  polyhedral  resembling  the  endo- 
thelial cells  around  the  blood  vessels  in  the  peri- 
vascular lymph  spaces.  The  vascular  character 
of  the  tumor  itself  is  also  a differential  point. 

Perithelioma  must  be  differentiated  from  sar- 
coma and  angiosarcoma.  In  the  sarcomata  the 
cells  are  usually  spindle-shaped.  Some  authors 
claim  that  peritheliomata  should  be  classified  as 
sarcomata,  while  others  hold  that  they  are  purely 
endothelial  in  character.  If  the  tumor  is  endo- 
thelial in  type,  blood  vessels  are  not  the  predom- 
inating factor.  The  diagnosis  must  be  made  on 
the  presence  or  absence  of  blood  vessels  and  the 
position  in  which  the  tumor  arises  from  the  ves- 
sel wall. 

As  Dr.  Bledsoe  has  said,  the  diagnosis  of  a 
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perithelial  tumor  is  often  difficult  clinically.  The 
tumor  is  usually  only  locally  malignant,  although 
this  is  not  the  rule.  The  patient  may  show  signs 
of  cachexia  and  the  other  typical  changes  occur- 
ring in  all  types  of  malignancy. 

The  histologic  characteristics  of  perithelioma 
are  the  polyhedral  cells  surrounding  the  blood 
vessels  without  the  regular  arrangement  that  is 
sj  frequently  seen  in  endothelioma.  In  the  later 
stages  it  undergoes  degeneration,  hemorrhage  is 
frequent,  and  hyaline  change  often  occurs. 
When  hyaline  degeneration  supervenes  it  is  al- 
ways in  the  late  stage. 

The  tumor  cells  frequently  become  cylindroid 
in  their  formation.  The  histologic  aspect  of  the 
tumor  then  resembles  cylindroma.  These  changes 
in  morphology  depend  upon  the  arrangement  of 
the  cells.  The  classilication  of  tumors  is  one 
that  has  not  been  definitely  agreed  upon.  Some 
authors  classify  malignant  tumors  as  epithelial 
in  origin,  others  classify  certain  types  of  sar- 
coma as  primarily  epithelial  growths.  Patholo- 
gists are  not  in  accord  in  this  matter. 

The  report  of  a case  of  this  kind  is  of  great 
interest  because  it  brings  before  us  the  so-called 
typical  type  of  tumor — perithelioma.  These  tu- 
mors were  first  described  by  Evart  in  connection 
with  changes  around  the  perivascular  spaces  in 
the  brain.  They  have  been  described  as  occur- 
ring in  the  various  glandular  structures,  i.  e., 
the  salivary  gland,  testis,  pituitary  body,  etc. 

It  would  be  interesting  to  study  serial  sec- 
tions of  this  mass  to  determine  where  it  had  its 
origin;  that  is,  whether  its  origin  was  from  the 
lachrymal  gland  or  from  some  of  the  orbital 
structures. 

J.  J.  Wynn,  Louisville:  There  is  nothing  I 

can  add  to  what  has  already  been  said  concern- 
ing perithelioma,  as  I have  had  no  personal  ex- 
perience with  such  cases.  Based  upon  investiga- 
tion of  the  literature  it  seems  there  ;s  some  dis- 
agreement in  regard  to  perithelioma  being  a sep- 
arate tumor,  or  whether  it  belongs  under  the 
classification  of  angiosarcoma. 

Dr.  Bledsoe  has  given  us  a very  interesting  re- 
port. 

Adolph  O.  Pfingst,  Louisville:  I would  dis- 

cuss this  case  from  the  standpoint  of  the  nomen- 
clature of  this  class  of  neoplasm. 

It  has  always  seemed  to  me  that  additions  to 
the  terminology  of  new  growths  based  on  the 
morphology  of  the  tissue  is  unnecessary  and  mis- 
leading, and  that  the  classification  according  to 
the  histogenesis  of  the  tissue  should  be  more 
strictly  adhered  to.  In  other  words,  I do  not 
believe  because  as  in  this  case  the  tumor  cells 
massed  themselves  around  the  blood  vessels  to 
form  a fibrillar  arrangement  or  as  in  other  in- 
stances where  through  a hyaline  degeneration 
tubular  format.on  occur  (cylindroma)  a name 
should  be  given  such  tissue  based  upon  this  par- 
ticular morphology. 

Everything  would  indicate  in  Dr.  Bledsoe’s 


case  that  the  neoplastic  tissue  developed  outside 
of  the  blood  vessels,  the  polyhedral  ceils  indi- 
cating a most  probable  origin  in  the  endothelium 
of  the  perivascular  lymph  spaces,  which  would 
mean  that  we  are  dealing  with  a perivascular  en- 
dothelioma. According  to  pathologists  in  this 
kind  of  endothelioma,  which  is  described  by  some 
as  a type  of  its  own  under  the  name  perithelio- 
ma, the  polyhedral  cells  grow  in  many  layers 
around  the  blood  vessels.  Then  on  account  of 
lack  of  nourishment  the  remote  cells  break  down 
and  absorb  leaving  the  vessels  surrounded  by  the 
remaining  cells  and  separated  by  spaces  left  by 
the  absorption  of  necrosed  cells  and  thus  the 
characteristic  fibrillar  arrangement  is  brought 
about. 

An  interesting  clinical  feature  of  the  essay- 
ist’s case  is  the  fact  that  the  original  growth 
was  surrounded  by  a capsule  of  white  fibrous  tis- 
sue. Whenever  we  find  this  and  are  able  to  re- 
move the  neoplasm  in  toto  we  are  naturally  more 
sanguine  regarding  the  danger  of  recurrence. 
Under  the  circumstance  the  rapidity  of  the  recur- 
rence in  this  case  is  of  interest.  I tlr'nk  Dr.  Bled- 
soe handled  this  case  in  a scientific  manner.  It 
occurs  to  me  that  after  the  orbit  had  been  ex- 
enterated  the  cavity  should  have  had  radium 
treatment. 

Robert  Walter  Bledsoe  (ill  closing)  : It  is  quite 
true  that  the  type  of  growth  under  consideration 
has  heretofore  been  referred  to  as  an  angiosar- 
coma, and  under  that  classification  the  tumor 
I have  presented  might  be  called  an  angiosar- 
coma. Within  recent  years,  however,  the  nom- 
enclature has  been  changed  in  the  attempt  tc 
find  a more  definite  designation,  and  the  tumor 
is  now  called  perithelioma. 

Dr.  Pfingst  emphasized  one  point,  and  I am 
glad  he  did,  and  that  is  in  regard  to  the  capsule: 
After  completing  the  primary  operation,  remov 
ing  the  tumor  mass  without  rupturing  its  capsule. 
1 felt  very  much  encouraged  as  to  the  prognosis 
1 believed  this  was  a case  in  which  a cure  woula 
be  obtained,  and  was  really  dumfounded  a short 
time  afterward  when  a small  area  of  the  return- 
ing growth  was  discovered.  The  second  mass  re- 
moved was  also  encapsulated  as  stated  in  the 
paper. 

For  the  information  of  Dr.  Pfingst,  I wish  to 
say  that  the  roentgen-ray  and  radium  were  used 
alternately  in  this  case  by  an  expert  xadiothera- 
peutist,  and  that  fact  was  stated  in  my  paper. 
These  agents  were  employe  J alternately  at  the 
suggestion  of  the  man  who  applied  them,  and 
they  were  used  until  he  became  sati  Tied  no  ben- 
efit could  be  thereby  accomplished. 
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ACUTE  MASTOIDITIS,  BILATERAL,  IN 
AN  INFANT  SIX  MONTHS  OLD  WEIGH- 
ING 8 POUNDS,  6 1-2  OUNCES. 
HEMORRHAGE  FROM  ANTRUM  OF 
HIGHMORE.  CASE  REPORTS* 

By  A.  L.  Bass,  Louisville. 

Case  1. — November  16,  1926,  Dr.  Dean  call- 
ed me  by  phone  saying  that  he  had  a case  for 
my  senior  operative  clinic;  that  it  was  a baby 
with  acute  middle  ear  involvement;  that  the 
patient,  a baby,  was  a very  poor  risk,  and  he 
was  doubtful  if  it  would  stand  much  operative 
work.  He  stated  that  Dr.  Dabney  had  also 
seen  the  case. 

The  next  afternoon,  seeing  the  patient  for 
the  first  time  when  on  the  operating  table,  I 
obtained  the  following  history:  Baby,  male, 

six  months  old,  weighing  S lbs.  6 1-2  oz.,  ad- 
mitted from  the  Kentucky  Children’s  Home, 
November  13,  1926.  About  two  or  three  weeks 
before  the  child  developed  a diarrhea  and  two 
or  three  days  afterward  both  ears  began  to 
discharge.  The  child’s  feeding  had  been 
mostly  Eagle  brand  and  certified  milk.  From 
objective  examination  you  can  picture  the  ap- 
pearance of  a child  six  months  old,  weigh- 
ing 8 lbs.  6 1-2  oz.  as  being  markedly  emac- 
iated and  dehydrated.  Examination  of  ears 
showed  both  canals  full  of  pus.  Upon  wiping 
pus  away,  the  left  drum  had  a perforation 
posterior  inferior  sufficient  for  good  drain- 
age, discharge  was  pulsating,  there  was  no 
sagging  of  posterior  canal  wall  or  bulging  of 
drum.  Right  drum  had  perforation  poster- 
ior inferior,  there  was  moderate  sagging  of 
posterior  canal  wall  and  bulging  of  drum  pos- 
terior superior. 

As  the  right  side  was  the  worse  upon  exam- 
ination I thought  it  best  to  look  at  it  first. 
Expecting  to  make  a small  incision  and  just 
drain  the  antrum,  I was  astonished  as  well  as 
surprised  to  find  a well  develoj)ed  mastoid 
cavity  which  was  about  one  and  a half  centi- 
meters anterior  posterior  and  two  centimeters 
superior  inferior.  The  cell  walls  were  broken 
down  and  the  cavity  was  filled  with  pus  and 
granulations. 

After  finding  such  an  involvement  in  the 
right  side  we  decided  it  would  certainly  be 
advisable  to  open  the  left  mastoid  and  found 
it  in  practically  the  same  condition  as  the 
right;  same  sized  cavity  filled  with  pus  and 
granulations.  I was  about  twenty  minutes 
doing  the  right  side;  knowing  what  to  expect, 
I saved  five  minutes  on  the  left  side;  both  op- 
erations consuming  about  thirty-five  minutes. 
Both  wounds  were  nearly  closed  save  a small 
gauze  wick  soaked  with  2%  solution  of  mer- 

*Read  before  the  Eye,  Ear,  Nose  and  Throat  Section  of 
the  Kentucky  State  Medical  Association,  Louisville,  May 
ir.th,  1927. 


curochrome  was  left  in  lower  edge  of  incision. 

The  child  stood  the  anesthetic  well  and  very 
little  chloroform  was  used.  Laboratory  re- 
port of  specimens  from  botlj  mastoid  cavities 
was  streptococci  and  gram  positive  diplococ- 
ci.  The  child’s  temperature  from  time  of  ad- 
mission until  operation  ranged  from.  99°  to 
101°  F. 

Relative  to  treatment  prior  to  operation: 
The  baby  was  unable  to  tolerate  food  well. 
November  13,  1926,  200  cc.  normal  saline  was 
given  intraperitoneally.  November  15,  1926, 
225  cc.  normal  saline  was  given  intraperiton- 
eally. November  17,  1926,  double  mastoid 
operation  was  done  which  1 have  described; 
that  evening  the  temperature  rose  to  102°  F. 

8 p.  ni.  the  next  morning  it  was  100°  F.  Nov- 
ember 18,  1926,  using  a student  as  donor,  100 
cc.  of  blood  was  withdrawn  and  titrated,  then 
88  cc.  given  to  patient  through  the  anterior 
fontanelle.  The  baby  appeared  to  stand  the 
transfusion  well  and  left  the  operating  room 
in  good  condition.  That  evening  at  six  o’clock 
temperature  was  103'  F.,  next  morning  it  was 
99°  F.  During  the  19th  the  temperature 
ranged  from  99°  to  101°  F.  Notation  on  chart 
was:  “child  tolerates  breast  milk  fairly  well, 
is  not  having  so  many  loose  stools,  looks  much 
better  following  transfusion.”  I dressed  the 
wounds  that  day  which  seemed  to  be  doing 
nicely.  1 inquired  about  the  swelling  of  the 
scalp  which  was  rather  noticeable  and  was  in- 
formed of  the  transfusion.  November  20, 
1926,  notation:  “Patient  quite  dehydrated; 
100  cc.  normal  saline  and  90  cc.  10%  glucose 
solution  was  given  intraperitoneally,  that 
evening  150  cc.  normal  saline  was  given  in- 
traperitoneally. Patient  has  large  swelling  of 
scalp  probably  due  to  cerebro-spiual  fluid 
leaking  through  transfusion  puncture.”  Tem- 
perature  that  day  ranged  from  103°  F.  at  8 
a.  m.  to  104°  F.  at  6 p.  m.  It  gradually  climb- 
ed until  the  baby’s  death  the  next  morning  at 
11 :15  o’clock  when  it  was  106°  F. 

The  interesting  features  in  this  case  to  me 
are:  1st.  the  baby  weighing  8 lbs.  6 1-2  oz. 
at  six  months.  2nd : the  well  developed  mas- 
toid cavity  for  such  a poorly  nourished  under 
weight  infant.  It  would  have  been  surprising 
enough  to  find  such  a cavity  in  a child  of  nor- 
mal weight  for  that  age. 

Gray  says:  “The  tympanic  antrum  is  a cav- 
ity of  considerable  size  at  the  time  of  birth; 
the  mastoid  air  cells  may  be  regarded  as  di- 
verticula from  the  antrum  and  begin  to  ap- 
pear at  or  before  birth ; by  the  fifth  year  they 
are  well  marked,  but  their  development  is  not 
complete  until  toward  puberty.” 

Cunningham:  “At  birth  the  lateral  wall  of 
the  antrum  has  a thickness  of  1-2  mm.,  but  by 
the  ninth  year  this  has  increased  to  about  10 
mm.  Coincident  with  the  growth  of  the  mas- 


October,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


553 


toid  process  the  mastoid  air  cells  are  devel- 
oped downward  and  backward  as  diverticula 
from  the  antrum  and  present  the  greatest  pos- 
sible variations  in  different  skulls.” 

Dench:  “In  the  infant  at  birth  the  mastoid 
is  but  poorly  developed,  consisting  usually  of 
but  a single  cell,  the  antrum.  It  must  be  re- 
membered, however,  there  is  a very  large 
pneumatic  space  in  (immediate  relation  to  the 
tympanic  cavity,  as  the  vault  in  the  child  is 
nearly  as  large  as  in  the  adult.” 

Kopetzky:  “The  antrum  is  fully  developed 
in  the  newborn,  but  no  mastoid  process  is 
present  at  this  time.  The  mastoid  cells  com- 
mence tlujir  growth  from  the  antrum  progres- 
sing at  first  posteriorly  and  later  toward  the 
protuberance.  At  the  end  of  the  first  year 
pneumatization  begins.  At  the  end  of  the 
third  year  the  mastoid  process  may  already 
resemble  the  adult  type.  In  a case  operated 
upon,  the  writer  observed  a mastoid  process 
in  a child  of  two  years  which  in  no  way  dif- 
fered from  the  adult  type.” 

'Case  II. — Mjiss  A.  L.  aged  43,  came  into  the 
office  about  11  a.  m.  November  2!),  1926  with 
the  following  history : 

Three  days  before  coming  to  me  she  had  a 
hemorrhage  from  nose  and  was  treated  by  an- 
other doctor.  She  had  no  further  trouble  un- 
til that  morning,  when  nose  started  to  bleed 
again.  Previous  to  this  epistaxis  her  heal  111 
had  been  perfect;  said  she  had  never  had  a 
doctor  that  she  could  recall. 

Family  history:  Father  died,  aged  76. 
Doctor  said  cause  old  age.  Mother  dead,  age 
63,  cause  influenza.  Brothers,  three  living  and 
well. 

Examination:  The  hemorrhage  was  from 
left  side  and  rather  active.  Nasal  inspection 
showed  bright  red  blood  coming  from  be- 
neath anterior  tip  of  left  middle  turbinate, 
and  during  normal  expiration  a fine  spray 
could  be  seen  just  beneath  anterior  tip  of 
middle  turbinate.  There  was  no  bleeding 
point  I could  discover  otherwise. 

Patient’s  nose  was  packed  with  1-2  inch, 
5%  iodoform  gauze,  filling  the  left  nasal,  cav- 
ity with  moderate  pressure.  She  was  to  take 
C.  R.  C.  tablet  that  evening,  magnesium  sul- 
phate next  morning,  2 drams  elixir  chloro- 
caleium  three  times  daily. 

That  evening  at  8 p.  m.  patient’s  sister  call- 
ed me  by  phone  and  said  her  sister’s  nose  was 
bleeding  again  and  had  been  for  two  hours. 
Told  her  to  bring  her  sister  to  office  jn  thirty 
minutes.  The  hemorrhage  coming  from  the 
middle  fossa  made  me  think  of  the  antrum, 
as  I remembered  having  read  a case  report 
of  hemorrhage  from  the  antrum,  but  did  not 
remember  where  or  when  I read  it. 

An  x-ray  examination  made  of  her  sinuses 
that  morning  showed  her  left  antrum  cloudy, 
which  you  can  see  in  the  pictures.  That  even- 


ing when  she  returned  to  office  I found  her 
left  antrum  transilluminated  dark.  Upon  ir- 
rigating same  there  was  fresh  blood  and  be- 
tween one  and  two  drams  of  clotted  blood. 
The  irrigation  was  done  with  warm  boric  acid 
solution.  The  nose  was  repacked  more  com- 
pletely and  fjrmer  than  that  morning. 

The  patient’s  sister  called  me  by  phone  that 
same  evening  about  12  o’clock  saying  her  sis- 
ter’s nose  had  been  bleeding  for  about  an 
hour.  I was  unable  to  appreciate  how  her 
nose  could  be  bleeding  much  with  the  pack 
that  I had  placed  that  evening;  and  when  I 
arrived  at  her  house  about  1 a.  m.,  she  in- 
formed me  that  it  had  stopped  bleeding  just 
prior  to  my  arrival.  I looked  into  pharynx 
and  saw  there  was  no  bleeding,  then  returned 
home,  requesting  her  to  report  at  office  that 
morning,  when  I irrigated  her  antrum  to  find 
blood  but  not  the  bright  red  it  was  about  12 
hours  before.  I used  the  irrigation  rather 
warm  thinking  it  would  have  some  hemostatic 
effect.  Her  nose  was  repacked  with  cotton. 
That  morning  her  clotting  time  was  six  min- 
utes, Hg.,  65%,  R.  B.  C.,  3,320,000,  W.  B.  C., 
10,800,  blood  pressure  130-108.  Wassermann 
was  negative. 

The  next  day,  December  1,  antrum  was  ir- 
rigated ; bloody  but  not  as  fresh  as  day  before. 
Nose  was  repacked  with  cotton  and  patient 
was  told  to  skip  a day  before  reporting  at  of- 
fice, but  the  next  morning  (Dec.  2)  her  nose 
began  bleeding  and  she  came  to  the  office. 
As  I was  out  of  town  she  was  sent  to  Dr.  Hall 
who  treated  her  and  left  in  a light  pack. 

That  same  evening  about  8 o’clock  her  sis- 
ter called  me  and  said  her  sister’s  nose  had 
been  bleeding  for  about  two  hours.  Had  her 
to  meet  me  at  the  office  again,  antrum  was  ir- 
rigated with  warm  boric  acid  solution  and 
nose  packed  with  cotton.  She  repored  at  of- 
fice next  morning  and  fresh  blood  continued 
to  persist  in  its  presence ; and  I was  getting  to 
the  point  where  I wanted  some  relief  as  wrell 
as  the  patient.  I was  about  to  decide  the  best 
thing  to  do  was  to  remove  a good  portion  of 
the  lateral  wrall  and  pack  the  antrum  for  about 
24  to  48  hours,  when  the  thought  occurred  to 
me  to  use  thromboplastin.  So,  after  irrigat- 
ing the  antrum,  a pledget  of  cotton  was 
placed  twdxt  middle  turbinate  and  lateral 
wall  to  block  the  ostium  and  the  antrum  was 
filled  with  thromboplastin  (for  local  use 
only).  Then  the  opening  beneath  inferior 
turbinate  which  was  made  by  puncturing  for 
irrigation  was  covered  with  cotton  pledgets. 
The  next  mornling  when  the  antrum  was  irri- 
gated there  was  no  fresh  blood  and  there  had 
been  no  bleeding.  The  antrum  was  again 
filled  with  thromboplastin  and  nose  packed  as 
before. 

The  thromboplastin  was  used  the  third  and 
fourth  of  December,  the  fifth  and  sixth  day 
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after  seeing  her.  She  continued  to  report  at 
office  fifth,  sixth,  seventh,  eighth  and  tenth 
for  observation,  without  any  further  trouble. 
On  January  16th,  1927,  another  x-ray  picture 
was  made  which  showed  the  left  antrum  prac- 
tically clear  bu;  slightly  cloudy  compared  to 
the  right.  Another  picture  mads  last  week 
(May  4th ) shows  antrum  clea2. 

DISCUSSIONS 

Walter  Dean,  Louisville:  This  baby  was  in  a 

desperate  condition  when  Dr.  Bass  operated  its 
mastoids.  It  seemed  to  suffer  no  shock  from 
the  operations  and  did  improve  generally  for  a 
day  or  two. 

The  anatomical  iindings  were  interesting.  The 
mastoid  antra  were  the  largest  I have  ever  seen 
in  an  infant.  We  know  that  babies  have  rela- 
tively large  antrums  and  that  they  are  often 
larger  than  they  remain  in  adult  life. 

Speaking  to  Dr.  Bass’  second  case,  will  say 
that  I have  never  seen  a spontaneous  hemor- 
rhage from  the  accessory  sinus  of  the  nose.  Sev- 
eral years  ago  I prepared  a paper  on  epistaxis. 
Finding  no  mention  of  spontaneous  hemorrhage 
from  the  sinuses  in  our  text  books,  I wrote  to 
Skillern  to  ask  if  it  occurred.  He  replied  that 
he  had  not  seen  it. 

Shelton  Watkins,  Louisville:  I,  too,  was  pres- 

ent at  the  operation  in  the  first  case  reported  by 
Doctor  Bass  and  was  surprised  at  the  develop- 
ment of  the  mastoids.  In  the  great  majority  of 
cases  the  antrum  is  the  only  cell  in  the  mastoid 
at  birth  and  the  development  of  other  cells  be- 
gins at  the  end  of  the  first  year.  In  this  case 
the  mastoid  was  quite  large  for  the  age  of  the 
patient  and  there  were  several  definite  cells 
around  the  antrum.  Dr.  Bass  was  unfortunate, 
after  performing  a successful  operation,  that  the 
child  did  not  survive  the  intestinal  infection. 

This  case  raises  the  question  that  has  been  dis- 
cussed by  Marriott  and  his  associates  in  St. 
Louis  during  the  last  few  years.  They  recom- 
mend, as  a routine,  operation  on  the  mastoid  in 
infants  suffering  from  “summer  diarrhea”.  This 
I think,  is  radical.  I do  not  believe  this  opera- 
tion should  be  performed  in  every  case.  I feel 
that  incision  of  the  tympanic  membrane  should 
first  be  made,  provided,  of  course,  there  are 
signs  of  otitis  media  and,  I believe  in  most  cases 
this  is  sufficient.  If  not,  in  the  more  serious 
cases,  mastoidectomy  may  be  tried.  It  can  be 
done  quicker  under  light  anesthesia. 

This  is  not  a new  idea.  Several  authorities 
recognized  it  years  ago.  Macewen,  in  his  fam- 
ous book  on  “Pyogenic  Infective  Diseases  of  the 
Brain  and  Spinal  Cord,”  published  in  1893,  men- 
tions it.  He  believes  that  most  of  the  absorp- 
tion is  from  pus  that  is  swallowed,  which  drains 
in  some  cases  through  the  Eustachian  tube.  He 
states,  also,  that  in  other  cases  toxemia  is  ap- 
parently responsible  for  the  intestinal  symp- 
toms. Alexander  in  his  text  book  quotes  Prey- 


sing, who  thinks  the  absorption  of  toxins  is  the 
factor  that  upsets  the  digestive  tract.  Both  au- 
thorities consider  it  an  uncommon  complication. 

In  regard  to  the  second  case,  spontaneous  hem- 
orrhage in  the  maxillary  sinus  is  extremely  rare. 

I would  like  to  ask  Doctor  Bass  if  it  were  asso- 
ciated with  the  senses.  Possibly  it  was  a vi- 
carious form  of  menstruation. 

R.  H.  Cowley,  Berea:  I would  like  to  men- 

tion the  fact  that  about  two  years  ago  I saw  a 
child  six  months  old  apparently  in  perfect  health. 
The  first  sign  of  trouble  the  mother  noticed  was 
that  one  ear  “hung  down  away  from  the  child’s 
head,”  and  there  was  a large  swelling  behind  the 
ear.  The  mother  wras  a very  intelligent  woman 
and  took  excellent  care  of  her  children.  At  op- 
eration the  mastoid  proved  to  be  about  the  size 
of  the  one  Dr.  Bass  has  described.  It  was  en- 
tirely necrotic  and  filled  with  pus  and  debris. 
There  were  no  other  symptoms,  the  drum  mem- 
brane was  plainly  visible,  and  there  was  no  evi- 
dence of  middle  ear  trouble.  I incised  the  drum 
and  no  pus  was  liberated.  The  mastoid  was 
three-fourths  of  an  inch  long  and  half  an  inch 
wide. 

I merely  mention  this  case  to  emphasize  the 
fact  that  when  a child  is  sick  it  is  a good  idea 
to  examine  the  ears.  In  this  case  the  swelling 
was  the  first  symptom  either  general  or  local. 

D.  M.  Griffith,  Owensboro:  Seven  years  ago  I 

performed  bilateral  mastoidectomy  upon  a child 
less  than  four  months  old  with  recovery.  Two 
years  ago  I did  mastoidectomy  on  a child  eight 
months  old.  The  baby  had  persistent  diarrhea 
for  which  the  family  physician  could  find  no 
cause.  There  were  no  definite  symptoms  refer- 
able to  the  ears,  but  one  day  the  grandmother 
noticed  the  child  frequently  put  his  hands  on 
the  head.  I was  called  and  made  the  diagnosis  of 
mastoid  abscess  and  advised  operation,  but  the 
family  hesitated.  The  next  day  Dr.  Shelton  Wat- 
kins, of  Louisville,  was  in  Owensboro  and  I had 
him  see  the  child  with  me.  He  agreed  that  mas- 
toidectomy might  be  beneficial.  Operation  was 
performed  the  following  day,  and  within  forty- 
eight  hours  the  diarrhea  was  greatly  relieved  and 
shortly  disappeared  entirely.  The  child  had  a 
well  developed  mastoid  antrum.  That  was  two 
years  ago.  ■ Now  we  know  that  mastoidectomy 
is  frequently  performed  in  cases  of  persistent 
diarrhea  for  which  no  cause  can  be  found  and 
which  cannot  otherwise  be  controlled. 

Joseph  D.  Heitger,  Louisville:  A number  of 

years  ago  when  doing  some  work  on  osteosclero- 
sis Wittmaack  was  surprised  to  find  quite  fre- 
quently a certain  type  of  involvement  of  the 
middle  ear  in  infants.  This  was  not  an  infec- 
tion but  a type  of  irritation  supposed  to  be  due 
to  meconium  or  liquor  amnii  getting  into  the 
ears  through  the  eustachian  tube.  This  form  of 
mechanical  irritation  resulted  in  certain  changes 
in  the  myxomatous  tissue  of  the  middle  ear.  In 


October,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


555 


general  it  was  described  in  three  forms:  hyper- 
trophic, and  atrophic,  and  a mixed  type.  When 
any  of  these  types  of  irritation  was  present  there 
was  delay  in  the  pneumatization  of  the  tempor- 
al bone.  Cases  of  mastoid  infection  which  be- 
come chronic  often  do  so  because  of  faulty  and 
delayed  pnuematization  of  the  temporal  bone, 
and  Wittmaack  claims  that  the  sclerosis  present 
in  the  bone  is  a primary  thing  resulting  in 
chronicity,  and  not  a secondary  thing  as  a re- 
sult of  chronicity. 

Our  ideas  about  the  size  of  the  mastoid  in 
young  children  must  as  a result  be  changed  as 
many  of  these  cases  were  developed  normally 
long  before  they  were  expected  to  have  any  mas- 
toid development. 

The  case  reported  by  Dr.  Bass  bears  out  ir. 
every  detail  many  of  the  statements  of  Witt- 
maack regarding  the  development  and  pneuma- 
tization of  the  temporal  bone. 

W.  N.  Offutt,  Lexington:  In  line  with  what 

Dr.  Bass  has  said,  I have  had  two  cases  which  I 
would  like  to  report.  One  of  them,  a child  three 
years  old,  was  brought  to  the  office  with  marked 
unilateral  middle  ear  infection.  I incised  the 
drum  membrane  which  drained  for  three  or  four 
days  then  healed,  the  tympanum  again  becom- 
ing normal.  I heard  no  more  from  the  patient 
for  three  or  four  weeks.  The  child  then  return- 
ed to  the  office  complaining  of  slight  earache, 
there  was  some  sagging  of  the  superior  posterior 
canal  wall,  but  apparently  no  evidence  of  mas- 
toiditis. I made  'a  free  incision  into  the  drum 
membrane.  A roentgen-ray  examination  of  the 
mastoid  was  made  which  showed  typical  evidence 
of  disease.  Mastoidectomy  was  then  performed, 
and  as  in  the  case  reported  by  Dr.  Bass,  the  en- 
tire cavity  was  filled  with  disintegrated  cells  and 
the  wall  was  necrotic. 

The  other  case  was  spontaneous  hemorrhage 
from  the  maxillary  antrum:  The  patient  was  a 
child  of  five  seen  during  my  hospital  service. 
The  hemorrhage  was  coming  from  underneath 
the  middle  turbinate  and  originated  in  the  an- 
trum. Packing  was  introduced  and  I had  no 
difficulty  in  arresting  the  bleeding  for  a time. 
About  ten  o’clock  that  night  T saw  the  patient 
again  and  hemorrhage  had  returned.  T packed 
again  with  cotton  saturated  with  adrenalin  and 
the  bleeding  ceased.  At  one  o’clock  the  follow- 
ing morning  there  was  a recurrence  of  the  bleed- 
ing and  the  antrum  was  irrigated  and  adrenalin 
packing  again  introduced.  That  continued  for 
forty-eight  hours  when  the  hemorrhage  finally 
stopped. 

These  cases  are  so  similar  to  those  mentioned 
by  Dr.  Bass  that  I desired  to  report  them. 

Gaylord  C.  Hall,  Louisville:  In  regard  to  the 

case  of  hemorrhage  from  the  maxillary  antrum: 
As  stated  by  Dr.  Bass,  I saw  the  patient  during 
his  absence  from  the  city.  In  this  case  I be- 
lieve the  cause  of  the  hemorrhage  was  consti- 


tutional, notwithstanding  the  fact  that  the  clot- 
ting time  was  six  minutes.  I merely  adminis- 
tered 3 cm.  of  haemo  plastin  and  the  patient  re- 
turned to  Dr.  Bass  the  next  day. 

I think  from  Dr.  Bass’  description  of  the  case 
and  the  apparent  lack  of  local  pathology,  that  it 
must  have  been  due  to  some  constitutional  dis- 
turbance. The  point  made  by  Dr.  Watkins  is 
important  and  entitled  to  consideration.  I would 
like  to  have  Dr.  Bass  speak  of  the  menstrual 
history  of  the  patient  in  closing. 

A.  L.  Bass,  Louisville  (in  closing)  : I thank 

the  gentlemen  for  their  discussion.  I was  una- 
ble to  appreciate  why  they  made  the  transfusion 
into  the  anterior  fontanelle.  I wish  now  they 
had  introduced  the  blood  intra-peritoneally.  Had 
this  been  done  there  might  have  been  a different 
story  and  possibly  the  child  would  have  lived. 

In  the  second  case  I inquired  particularly 
about  the  menstrual  history,  whether  there  had 
been  any  disturbance,  etc.  and  the  patient  said 
there  had  not  been  any  trouble  in  that  respect. 
Whether  there  was  any  abnormality  at  this  time 
I am  unable  to  say. 

Dr.  Griffith  referred  to  a well-developed  mas- 
toid in  a child  four  months  old.  He  beats  me  by 
two  months.  I thought  my  case  was  rather  un- 
usual when  the  text  books  state  that  the  mas- 
toid is  not  usually  developed  until  the  end  of  the 
second  year. 

Someone  referred  to  the  work  of  Marriott  and 
Arbuckle:  They  have  been  operating  upon  the 
mastoid  where  the  child  had  persistent  diarrhea 
and  they  could  not  find  any  other  cause  for  it. 
They  have  operated  in  many  cases  where  the  ear 
showed  no  symptoms  whatever  and  claim  to  have 
secured  some  wonderful  results.  In  the  case  re- 
ported the  child  had  diarrhea  when  the  ear  dis- 
tui-bance  started. 

Dr.  Heitger  spoke  of  myxedema  of  the  middle 
ear  and  its  relation  to  development  of  the  mas- 
toid cells.  This  child  had  a well  developed  mas- 
toid cavity. 


Constitution  and  Infectious  Diseases — Naegeli 
believes  in  the  variability  of  viruses.  He  ob- 
served grave  superinfections  in  twelve  light 
cases  of  influenza  caused  by  a gravely  ill  man 
brought  into  the  same  room  (a  total  of  eleven 
deaths) . In  the  same  epidemic  the  infections 
were  severe  in  one  part  of  the  regiment  and 
light  in  the  other  part,  stationed  elsewhere.  He 
believes  that  epidemic  encephalitis  is  different 
from  influenza  (in  the  latter,  leukopenia  and 
grave  degenerative  changes  in  the  leukocytes) 
and  that  it  is  a new  disease.  Leichtenstern’s 
cases  of  influenzal  encephalitis  presented  a large 
hemorrhages  of  the  brain.  The  mild  cases  of 
smallpox  in  the  recent  Swiss  epidemic  differ 
from  true  smallpox  clinically  and  hematological- 
ly,  athough  there  is  crossed  immunity.  The  dis- 
ease shoud  be  called  variola  nova. 
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CEREBELLAR  ABSCESS  OF  OTITIC  OR- 
IGIN: CASE  REPORT  WITH  AUTOPSY 
FINDINGS* 

By  S.  B.  Marks,  M.  D.,  F.  A.  C.  S., 
Lexington. 

R.  V.,  white  man,  aged  41,  night  watch- 
man, was  referred  to  us  by  Dr.  J.  E.  Bau- 
com,  of  Winchester,  with  the  following  his- 
tory : He  had  never  been  seriously  ill,  but  14 
years  ago  had  a double  otitis  media  which  he 
attributed  to  working  in  a dusty  wheat  car. 
Some  months  later  he  came  to  Dr.  Baucom 
with  a chronic  suppm.at.ive  condition  in  each 
ear,  with  destruction  of  the  drum  membranes 
and  many  granulations  filling  the  middle 
ears,  but  with  no  mastoid  involvement  and  no 
history  of  such.  Following  this  the  granula- 
tions recurred  several  times  in  the  next  three 
or  four  years,  after  which  he  often  reported 
because  of  moisture  in  his  ears  at  times  ac- 
companied by  small  granulations. 

He  again  reported  to  Dr.  Baucom  ten  days 
before  I saw  him  because  his  right  ear  had 
been  discharging  freely  for  four  or  five  days. 
At  this  time  there  was  coming  from  the  right 
ear  a thin  yellow  pus  filling  the  middle  ear, 
and  a large  polyp  nearly  occluding  the  canal 
and  coming  from  the  region  of  the  attic.  This 
was  carefully  removed  with  scissors  and  the 
base  cauterized  with  silver  nitrate  leaving  the 
cavity  partly  filled  with  smaller  granulations, 
but  with  no  signs  of  cholesteatoma  and  only 
a slight  odor.  At  this  time  there  was  no  pain 
nor  anv  sign  of  mastoid  involvement.  Soon 
after  this  there  developed  at  the  right  tem- 
poral region  just  above  the  mid-point  of  the 
zygoma  an  intense,  persistently  recurring, 
stabbing-  pain  of  which  he  complained  bitter- 
lv  and  described  as  being  deep  in  his  head  and 
which  was  not  relieved  by  anodynes,  and  he 
was  unable  to  sleep  because  of  it. 

Two  or  three  days  after  the  appearance  of 
the  pain  th erp  developed  an  area  of  tender- 
ness and  slight  redness  over  the  upper  part 
of  the  right  iugular  vein  which  disappeared 
in  the  following  four  or  fi’-''  ' 

The  discharge  continued  the  same  or  a bit 
thicker,  but  with  no  elevation  of  temperature 
until  a week  after  the  removal  of  the  polyp 
reaching  iits  highest  the  day  before  we  saw 
him  and  leaving  entirely  in  the  next  three 
davs. 

Examination  revealed  the  following:  a thin 
fairly  well  nourished  man  of  about  forty 
years,  with  an  expression  of  anxiety  and  pain, 
showing  no  constitutional  derangement,  with 
normal  urine,  leucocytes  11,000,  blood  Wasser- 
mann  negative,  blood  pressure  within  normal 
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limits  and  no  abnormalities  of  the  pupils,  fun 
dus  nor  ocular  muscles.  The  right  ear  showed 
a moderate  amount  of  a thin  yellowish  muco- 
pus  with  no  cholesteatoma  and  little  odor 
coming  from  a middle  ear,  with  the  lower  two- 
thirds  of  the  membrane  destroyed  and  partly 
filled  with  sifiall  firm  granulations.  There 
was  no  mastoid  nor  other  tenderness  elicited. 

An  x-ray  examination  showed  the  right 
mastoid  dense,  sclerotic  and  rather  small,  but 
with  no  evident  necrosis  and  no  cellular  struc- 
ture. The  left  was  also  sclerotic  but  showed 
cells  at  the  tip. 

The  nose  was  negative  upon  the  right  but 
upon  the  left  there  was  marked  septal  ob- 
struction and  some  thin  crusts  with  nothing 
to  signify  from  where  they  arose.  Transil- 
lumination showed  the  anterior  sinuses  clear 
and  there  was  no  significant  change  in  the 
spheno-ethmoid  region  upon  posterior  rhino- 
scopy. The  tonsils  were  septic  to  a plus  two 
degree. 

Upon  admission  his  temperature  was  100.6°, 
pulse  90,  and  respirations  24.  There  was  no 
change  in  his  condition  for  the  next  three 
days  except  an  x-ray  examination  of  the 
teeth  revealed  an  unerrupted  third  molar  up- 
on either  side  above,  and  his  temperature  and 
pulse  reached  normal.  Because  of  the  per- 
sistence of  the  pain,  with  a disregard  of  the 
teeth,  it  was  decided  to  open  the  right  mas- 
toid, Dr.  J.  A.  Stuelcy  who  saw7  him  with  us, 
agreeing. 

Operation  revealed  a very  thick  dense  hone 
which  concealed  two  or  three  very  small  cells 
filled  with  yellow  pus  under  pressure  lying 
external  to  but  separated  from  the  antrum  by 
a thin  apparently  intact  layer  of  bone.  The 
middle  ear  in  its  entirety  and  the  antrum  con- 
tained a thick  pyogenic  lining  membrane  and 
a moderate  amount  of  yellow  muco-pus,  with 
some  small  granulations  in  the  middle  ear  but 
no  necrosis  nor  cholesteatoma  and  there  was 
no  sign  of  pressure  nor  blockage.  No  fissure 
was  found  in  the  tympanic  plate  and  the  bone 
over  the  sinus  was  sound.  The  usual  flap 
radical  operation  was  completed.  The  tip 
was  not  diseased. 

The  convalesence  .was  uneventful,  but  for  a 
rather  extensive  and  sluggish  wound  infec- 
tion and  an  anxiety  upon  the  part  of  the  pa- 
tient that  the  pain  which  had  disappeared 
would  return,  and  an  -indisposition  to  sit  up 
in  bed,  but  he  slept  and  ate  well  and  his  tem- 
perature ranged  from  97.6  to  100.2°  F.  with 
a pulse  around  70  and  respirations  20,  for 
five  days.  The  range  after  this  was  from  97° 
in  the  early  morning  to  98.4°  in  the  after- 
noon with  a pulse  of  around  70  going  upon 
one  occasion  as  low  as  60.  This  slow  pulse 
was  disregarded  as  the  patient  said  his  pulse 
was  always  slow,  and  Dr.  Baucom  agreed  with 
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him,  saying  it  was  rarely  over  70  and  fre- 
quently as  low  as  60  as  a normal  state.  He 
was  gradually  got  out  of  bed  in  a chair  for, 
an  hour  or  so  and  was  comfortable  when  sit- 
ting in  bed  or  out,  although  for  the  first  few 
times  he  was  up  in  bed  lie  complained  of  be- 
ing dizzy  but  with  no  nausea  nor  vomiting. 
In  spite  of  the  fact  he  was  apparently  im- 
proving, eating  and  sleeping  well  with  some 
improvement  in  his  wound,  he  did  not  gain 
strength  and  was  getting  thinner  and  upon 
the  night  of  the  eleventh  day  he  was  about 
his  room  and  had  to  be  got  bhck  to  bed.  The 
next  two  days  were  uneventful,  but  the  next 
night  he  was  \ip  again  and  upon  the  follow- 
ing day  he  was  torpid  with  no  disposition  to 
talk  and  had  to  be  fed,  his  pulse  reaching  at 
one  time  as  low  as  56. 

Another  consultation  was  held,  the  eye 
ground  upon  the  right  showing  a distinct  dis- 
tention of  the  veins  with  a slight  change  upon 
the  left  and  some  increase  in  the  reflexes  but 
no  nystagmus,  pupils  moderately  open  and 
sluggish  and  no  ocular*  paralysis.  The  leuco- 
cytes were  9,000  and  general  examination  was 
negative.  A diagnosis  of  probable  temporo- 
sphenoidal  abscess  was  made  and  an  explor- 
ation advised. 

The  original  wound  was  extended  upwards 
and  the  tympanic  plate  examined  for  a fis- 
sure, and  as  none  was  found  the  temporal 
lobe  was  exposed  at  its  lower  border  just 
above  the  floor  of  the  middle  fossa  and  a Jack- 
son  explorer  slowly  introduced  for  a half  an 
inch,  through  a small  incision  in  the  dura, 
when  quite  a considerable  amount  of  thin 
fluid  escaped  and  we  thought  we  were  into 
a cyst  of  probably  infectious  nature.  After 
placing  a small  rubber  drain,  the  lower  part 
of  the  old  wound,  which  had  been  packed  off, 
was  explored  and  a small  opening  was  found 
in  the  bone  over  the  sinus;  this  was  investi- 
gated superficially  and  as  no  pus  was  found 
was  disregarded. 

After  the  patient  had  left  the  operating 
room  the  after-thought  uppermost  in  my  mind 
was  that  a distended  posterior  horn  of  the 
lateral  ventricle  had  been  opened  and  we  were 
worse  off  than  before.  This  was  well  veri- 
fied the  next  morning  when  a profuse  drain- 
age was  found  to  have  occurred  during  the 
night  with  the  patient  in  collapse.  The  drain 
was  removed  and  marked  improvement  was 
noted  during  the  day,  but  collapse  again  oc- 
curred and  death  took  iilace  the  next  morn- 
ing from  respiratory  paralysis. 

The  autopsy  report  follows,  for  which  I am 
indebted  to  Dr.  E.  S.  Maxwell,  of  the  Lexing- 
ton Clinic : 

“The  body  is  that  of  a white  man.  about 
40  years  of  age.  which  shows  considerable 
emaciation.  The  brain  only  was  examined. 


“Over  the  right  mastoid  there  is  a surgical 
wound  from  which  gauze  drains  protrude. 
The  skull  cap  was  removed  and  the  meninges 
covering  the  cortex  were  found  to  be  appar- 
ently normal.  Considerable  extra  dural  pus 
was  found  on  the  posterior  surface  of  the 
petrous  portion  of  Ihe  right  temporal  bone 
and  immediately  adjacent  to  the  right  lateral 
sinus.  A surgical  wound  was  found  passing 
to  the  posterior  horn  ol  the  right  lateral  ven- 
tricle. Cut  section  showed  two  abscesses  ir 
Ihe  right  lobe  of  the  cerebellum.  The  out  in 
the  anterior  and  lateral  portions  measure..  25 
turns  iii  diameter  and  filled  with  thick, 
creamy  pus.  A smaller  abscess  measuring  10 
mms.  in  diameter  was  present  in  Ihe  lower 
and  posterior  portion  of  this  lobe.  The  lining 
of  the  right  lateral  ventricle  is  roughened  and 
shows  numerous  petechial  hemorrhages.  Both 
ventricles  show  evidences  of  considerable  dis- 
tention. No  abscesses  were  found  in  the  cere- 
brum. The  right  lateral  sinus  was  complete- 
ly thrombosed  and  the  thrombosis  extended 
into  the  foramen  of  exit  in  the  temporal  bone 

“ Histopathology : Sections  from  the  walls 
of  the  cerebellar  abscesses  showed  marked 
polynuclear  infiltration  with  necrosis.  Sec- 
tions from  the  wall  of  the  right  lateral  sinus 
showed  a marked  acute  inflammatory  reac- 
tion. Sectiions  from  the  thrombosed  sinus 
shows  it  to  be  of  recent  origin. 

“Diagnosis:  Multiple  cerebellar  abscesses. 

“Thrombosis  of  the  right  lateral  sinus. 

“Extra-dural  abscess  adjacent  to  lateral 
sinus.  „ ' 

“Acute  inflammation  of  the  lining  of  the 
bight  lateral  ventricle.” 

Comment:  1.  The  absence  of  the  usual 
symptoms  of  cerebellar  abscess,  except  the  in- 
creasing emaciation,  even  though  the  autopsy 
findings  showed  them  to  be  of  long  standing. 

2.  The  absence  of  any  symptom  at  any 
time  of  a sinus  thrombosis,  except  the  area  of 
tenderness  and  redness  over  the  jugular  vein 
of  a three  or  four  days  duration  and  that  re- 
solving entirely. 

3.  The  failure  upon  my  part  not  to  have 
recognized  the  cerebellar  condition  in  the 
presence  of  the  increasing  emaciation  and  the 
absence  of  insomnia  so  often  seen  in  temporal 
lobe  abscess  and  not  to  have  first  explored 
the  region  of  the  sinus  thoroughly  before  op- 
ening the  middle  fossa. 

DISCUSSIONS 

R.  Glen  Spurling,  Louisville:  I appreciate 

your  courtesy  in  asking  me  to  discuss  Dr.  Mark’s 
most  interesting  case.  If  I had  seen  this  I prob- 
ably would  have  been  misled  just  as  were  the 
gentlemen  who  examined  the  patient.  The  only 
comment  I have  to  make  upon  the  diagnosis,  is 
the  fact  that  greater  importance  should  have 
been  attached  to  the  slow  pulse.  This  sign  in 
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conjunction  with  the  other  signs  and  symptoms 
point  clearly  to  medullary  pressure.  In  cerebel- 
lar lesions,  medullary  pressure  may  result  from 
two  causes.  Firstly,  it  may  be  due  to  an  inter- 
ference with  the  circulation  of  the  cerebro-spinal 
fluid  by  obstructing  the  aqueduct  of  sylvius  or 
the  fourth  ventricle.  Secondly,  it  may  be  due 
to  a direct  pressure  on  the  brain  stem  by  a cere- 
bellar or  pontile  lesion,  which  does  not  block 
the  circulation  of  the  cerebro-spinal  fluid.  In 
either  event,  among  the  signs  and  symptoms,  will 
be  found  a slow  bounding  pulse.  In  this  case  I 
believe  medullary  pressure  was  probably  due  to 
the  latter  cause,  inasmuch  as  the  patient  appar- 
ently did  not  have  hydrocephalus. 

This  subject  of  brain  abscess  is  most  interest- 
ing to  me  because  I have  had  some  unusual  ex- 
periences with  similar  lesions  during  the  past 
year.  I should  like  to  point  out  what  I consider 
to  be  some  common  misconceptions  regarding 
these  lesions.  It  is  generally  believed  that  in 
brain  abscess  we  always  have  some  evidence  of 
inflammation  in  the  examination  of  the  cerebro- 
spinal fluid.  As  a matter  of  fact,  these  signs  of 
inflammation  as  exemplified  by  increase  in  cell 
count,  increase  in  globulin  and  protein  content, 
and  change  in  the  colloidal  gold  curve  are  often 
entirely  wanting.  There  usually  is  an  increase 
in  cerebro-spinal  fluid  pressure;  however,  it  is 
usually  believed  that  these  cases  run  a fever  and 
show  an  increase  of  leucocytes  in  the  blood 
stream.  These  also  I believe  to  be  fallacies,  be- 
cause patients  with  brain  abscess  frequently 
show  no  elevation  of  temperature  whatever,  nor 
do  they  show  a leukocytosis.  Regarding  the  di- 
agnosis of  cerebellar  abscess  in  particular,  there 
are  a few  signs  in  this  case  which  deserve  em- 
phasis. As  you  remember,  nystagmus  was  ab- 
sent. When  present,  nystagmus  is  a valuable 
sign  of  a lesion  in  the  poterior  fossa,  but  when 
absent  it  may  be  of  little  significance.  As  I 
understand  it,  the  pathological  anatomy  that  pro- 
duces cerebellar  nystagmus  is  due  to  some  im- 
pairment or  breaking  in  continuity  of  the  cere- 
bell  o-vestibular  apparatus.  Thus  any  lesion  that 
affects  Deiters’  nucleus  or  any  of  its  connections 
with  the  semi-circular  canals  may  result  in  char- 
acteristic jerking  movements  of  the  eyeballs. 
Thus  we  can  easily  see  that  there  may  be  often 
a large  cerebellar  lesion  without  involvement  of 
these  tracts.  Again  the  cerebellar  lesion  may 
be  in  the  mid  line,  and  this  is  well  known  not 
to  cause  nystagmus.  Other  more  important 
signs  of  cerebellar  disease,  whether  it  be  abscess 
or  tumor,  are  dysmetria,  incoordination  of  move- 
ments, hypotonia,  and  instability  of  posture. 
Taking  it  all  in  all  I believe  that  cerebellar  les- 
ions are  the  easiest  neurological  diagnosis  that 
we  have  to  make,  although  just  as  in  this  case 
there  may  be  great  confusion. 

In  urological  surgery  just  the  same  as  in  ab- 
dominal surgery,  our  ulcimate  result  depends 


often  in  a large  degree  upon  the  promptness  with 
which  the  diagnosis  is  made.  This  is  particularly 
true  of  brain  abscess.  The  matter  of  a few 
hours  may  swing  the  pendulum  from  an  opera- 
tive success  to  an  operative  failure. 

As  to  the  treatment  of  cerebellar  abscess  in 
general:  Once  the  diagnosis  is  made,  I think 

we  should  approach  the  lesion  in  the  same  way 
that  we  would  approach  a cerebellar  tumor,  in 
other  words  a wide  exposure  through  a typical 
cross  bow  incision.  Dr.  Gaylord  Hall  and  I have 
recently  seen  an  abscess  of  the  left  cerebellar 
hemisphere,  which  we  drained  according  to  this 
technique.  The  man  was  operated  upon  three 
months  ago,  and  is  at  present  well  as  far  as  we 
can  determine.  Of  course  this  case  was  operat- 
ed upon  undej-  local  anesthesia  just  as  we  oper- 
ate upon  practically  all  head  cases.  I should 
like  to  say  a word  in  closing  regard. ng  the  treat- 
ment of  staphylococcus  meningitis,  which  is  such 
a frequent  complication  of  ear  disease.  During 
the  past  three  months,  I have  operated  upon 
three  cases  of  meningitis  proven  to  be  due  to 
the  staphylococcus,  and  two  of  the  patients  are 
well  today.  The  operation  consists  of  laminec- 
tomy with  a free  drainage  of  the  subarachnoid 
space. 

Gaylord  C.  Hall,  Louisville:  I enjoyed  Dr. 

Marks’  report  very  much.  As  time  did  not  per- 
mit Dr.  Spurling  to  make  a full  report  of  the 
case  we  saw  together,  I want  to  detail  a few 
points  in  connection  with  it,  because  I ‘ hink  the 
treatment  employed  was  a distinct  step  forward 
in  the  handling  of  these  cases. 

The  patient  had  chronic  suppuration  of  the 
ear  with  symptoms  of  acute  labyrinthitis  at 
first.  The  nystagmus  he  had  was  away  from  the 
affected  side,  later  it  returned  to  the  affected 
side.  He  had  symptoms  of  slightly  increased  in- 
tra-cranial  pressure.  Vertical  nystagmus  both 
upward  and  downward  and  the  muscular  inco- 
ordinations were  all  on  the  side  of  the  affected 
ear. 

The  question  of  treatment  arose.  The  man 
had  persistent  vomiting,  he  was  dehydrated, 
starved,  he  was  able  to  retain  no  nourishment 
over  a period  of  two  days.  Th?  question  arose, 
should  we  operate  through  the  mastoid,  which 
was  manifestly  diseased  and  where  the  infection 
originated,  or  should  we  disregard  this  focus  of 
infection  for  the  time  being  and  deal  with  the 
brain  lesion?  Inasmuch  as  the  cerebellar  symp- 
toms were  of  the  greatest  importance  we  adopt- 
ed the  latter  procedure.  And  I want  to  say  to 
you  that  while  these  cases  are  exceedingly  rare, 
I am  firmly  convinced  from  the  outcome  in  this 
case,  if  I had  another  cerebellar  lesion  to  deal 
with  I would  certainly  have  Dr.  Spurling  do  as 
he  did  in  this  instance,  that  is  make  a wide  ex- 
posure to  relieve  the  pressure,  then  drain  the  ab- 
scess to  prevent  further  extension  into  the  brain. 
After  the  patient  recovered  from  this  opera  n, 
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and  we  had  prevented  further  infection  of  the 
brain  by  means  of  proper  drainage,  then  per- 
formed radical  mastoidectomy.  To  farther  show 
the  wisdom  of  the  procedure  adopted  in  this 
case,  in  the  radical  mastoidectomy  which  we  did 
three  weeks  after  the  cerebellar  operation,  we 
found  that  this  man  had  an  exceedingly  forward 
sinus  and  the  antrum  was  pushed  backward  un- 
derneath the  sinus,  so  if  we  had  attacked  the 
ear*  primarily  expecting  to  drain  the  cerebellar 
abscess  through  the  posterior  incision,  it  would 
have  been  impossible  to  do  so  on  account  of  the 
forward  position  of  the  sinus.  As  it  was  we 
drained  through  the  cerebellar  incision  where 
drainage  was  favored  by  gravity. 

I am  glad  to  say  the  man  lias  made  a complete 
recovery. 

J.  A.  Stucky,  Lexington:  I saw  this  patient  on 
two  occasions  and  felt  sure  that  the  spheno-tem- 
poral  lobe  was  involved  as  a result  of  the  mas- 
toid infection  and  thought  it  was  probably  an 
extra-dural  abscess.  All  the  symptoms  that 
could  be  elicited  were  carefuly  studied,  and  in 
thinking  the  matter  over  now,  I do  not  see  any- 
thing in  addition  that  I would  advise  in  another 
similar  case.  This  case  was  an  atypical  mastoid 
with  complications  that  gave  no  indication  of 
their  location. 

I wonder  if  these  small  abscesses  which  were 
found  ten  or  twelve  days  after  the  first  opera- 
tion were  there  at  the  time  I first  saw  the  pa- 
tient, or  if  they  were  the  result  of  metastases? 
The  case  was  a puzzle  from  the  beginning.  I 
have  seen  small  cerebellar  abscesses  in  several 
cases  at  autopsy  that  gave  no  previous  clinical 
evidence,  and  I have  seen  cases  with  large  ab- 
scesses that  gave  all  the  clinicai  symptoms  and 
were  easily  diagnosed.  I had  one  patient  die 
on  the  operating  table  from  rupture  of  a large 
cerebellar  abscess. 

Is  there  any  way  of  diagnosing  these  small 
cerebellar  abscesses?  Did  we  leave  anything  un- 
done in  this  case  to  make  a correct  diagnosis? 

W.  P.  Drake,  Bowling  Green:  Unfortunately 
the  symptoms  of  brain  abscess  do  not  appear 
generally  until  too  late  to  do  much  good  for  the 
patient.  Such  symptoms  as  emaciation,  pulse 
and  eye  ground  changes,  do  not  appear  until 
late  in  the  condition.  Two  symptoms  are  rather 
prominent  in  cerebellar  abscess,  namely,  head- 
ache and  periodic,  vomiting.  These  two  symptoms 
will  assist  us  in  differentiating  between  cere- 
bellar and  temporo-sphenoidal  abscess. 

The  headache  in  cerebellar  abscess  is  more 
persistent  and  more  frequently  confined  to  the 
side  of  the  head  or  area  of  the  lesion.  Vomit- 
ing in  temporo-sphenoidal  abscess  is  usually  at 
the  onset.  In  cerebellar  abscess  vomiting  ap- 
pears at  intervals  throughout  the  entire  course. 
There  are  other  important  symptoms  that  may  be 
present,  such  as  nystagmus,  subjective  vertigo, 
d^adokokinesis,  and  disturbances  of  statis  equili- 


brium. I think  one  should  make  sure  whether 
he  is  dealing  with  acute  suppurative  labyrin- 
thitis or  cerebellar  abscess,  as  the  treatment  of 
the  two  conditions  is  quite  different.  Both  con- 
ditions have  nystagmus,  but  the  nystagmus  in 
cerebellar  abscess  is  a changing,  rotary  nystag- 
mus, i.  e.,  the  changes  are  made  in  the  direc- 
tion which  the  eyes  are  turned,  but  most  usually 
the  pronounced  movements  of  the  eyes  are  to- 
ward the  side  of  the  lesion.  The  nystagmus 
may  remain  indefinitely  and  become  more  mark- 
ed as  the  lesion  pi'ogresses.  In  suppurative  laby- 
rinthitis we  have  a rotary  nystagnAis  which  is 
always  increased  when  the  eyes  are  turned  to- 
ward the  sound  ear  with  subsidence  or  disap- 
pearance of  the  nystagmus  in  from  ten  days  to 
three  weeks. 

I do  not  know  whether  Dr.  Marks  made  an  ex- 
ploration of  the  cerebellar  region  in  front  of  the 
sigmoid  sinus,  and  the  cerebellar  region  behind 
the  sigmoid  sinus,  at  the  time  of  the  operation. 
If  he  did  not,  probably  that  is  one  of  the  things 
he  should  have  done  in  making  his  exploration. 

W.  N.  Offutt,  Lexington:  As  stated  by  Dr. 

Marks  in  his  paper,  I saw  the  patient  on  several 
occasions  with  him.  One  feature  of  interest  in 
connection  with  the  case  was  the  entire  absence 
of  ocular  symptoms.  The  man  had  a cerebellar 
abscess  which  proved  fatal,  therefore  he  ought 
to  have  had  some  ocular  symptom,  fulness  of  the 
blood  vessels,  changes  in  the  disc,  or  other  in- 
dicative signs — but  he  had  none. 

I can  think  of  nothing  that  was  left  undone 
either  from  a diagnostic  or  operative  standpoint. 

Edmond  D.  Wells,  Louisville:  I was  very 

much  interested  in  Dr.  Marks’  report,  and  espec- 
ially his  reference  to  the  treatment  of  cerebellar 
abscess.  A very  valuable  contribution  to  this 
subject  appeared  in  a recent  number  of  the 
Archives  of  Oto-Laryngology  in  which  Lie  re- 
sults are  given  in  five  thousand  cases.  In  thirty- 
nine  hundred  mastoidectomies  there  occurred 
only  seven  brain  abscesses.  Of  the  seven,  three 
patients  died,  which  is  only  one  in  fiv  hundred 
and  sixty-eight.  No  one  man  has  the  oppor- 
tunity of  seeing  many  brain  abscesses. 

I believe  we  ought  to  call  a competent  neuro- 
logical surgeon  to  help  us  in  these  cases,  be- 
cause we  do  not  see  a sufficient  number  of  them 
to  become  expert  in  the  diagnosis.  Whenever  a 
patient  presents  symptoms  indicating  brain  ir- 
ritation, we  ought  to  call  a neurological  surgeon 
in  consultation. 

Joseph  D.  Heitger,  Louisville:  No  one  has 

mentioned  the  use  of  the  Barany  test  in  diag- 
nosis, and  I am  wondering  whether  this  was  at- 
tempted in  the  case  reported  by  Dr.  Marks.  In- 
vestigations concerning  the  methods  of  Barany 
have  progressed  in  a general  way  until  I believe 
we  can  now  say  there  are  few  things  that  will 
help  more  materially  in  assisting  in  making  a 
proper  neurologic  examination.  If  with  a sus- 
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pected  brain  lesion  the  patient  is  able  to  with- 
stand tne  entire  examination  the  chances  are 
there  may  be  involvement  of  the  posterior  fossa, 
r or  instance,  a patient  with  a cerebellar  lesion 
can  stand  so  much  more  of  tne  routine  Barany 
examination  than  one  with  a lesion  in  the  an- 
terior or  middle  fossa.  A number  of  so-called 
axioms  were  developed  during  the  elaboration  of 
tne  .barany  technic  for  which  too  great  claims 
were  made.  The  Barany  tests  will  show  whether 
they  were  dealing  with  a dead  labyrinth  or  vice 
versa;  will  assist  materially  in  any  diagnosis  of 
angle  tumor's,  and  also  in  the  differential  diag- 
nosis of  cerebral  and  cerebellar  lesions.  Most 
of  us  see  too  few  of  these  cases  to  warrant  our 
drawing  any  marked  definite  conclusions.  Jt  is 
all  very  well  to  find  a patient  had  a cerebellar 
abscess,  and  if  he  recovers  to  say  that  the  proper 
method  of  treatment  was  followed.  Often  there 
is  not  evidence  enough  upon  which  to  base  such 
an  opinion.  Of  course,  the  “proof  of  the  pudding 
is  in  the  eating  ".  The  patient  gets  well,  but  that 
doesn’t  warrant  the  operator  in  making  the  state- 
ment that  because  a certain  type  of  brain  lesion 
recovered  the  recovery  was  due  to  a certain 
route  of  approach.  The  Barany  test  in  the  the 
last  few  years  has  I think  added  something  to 
the  diagnosis  of  brain  lesions.  Many  nave  tried 
these  tests,  expecting  them  to  show  pathogno- 
monic signs,  and  have  been  disappointed.  Work 
done  in  the  last  few  years  has  been  much  more 
conservative  for  the  simple  reason  that  we  have 
learned  what  to  disregard  and  what  to  depend 
on.  There  are  only  a few  cases  in  which  the 
Barany  tests  have  failed  to  differentiate  be- 
tween lesions  of  the  anterior  and  poster:or  fos- 
sae. If  other  neurological  symptoms  are  substan- 
tiated by  the  Barany  tests  that  is  about  all  we 
can  expect. 

Walter  Dean,  Louisville : If  I understand  Dr. 

Marks  correctly,  his  patient  had  two  or  more 
cerebellar  abscesses.  Such  a patient  is  fore- 
doomed. If  the  cerebellum  had  been  entered 
and  one  abscess  found  and  drained,  naturally  the 
operator  would  have  been  satisfied  and  explored 
no  further  or  insufficiently.  From  the  descrip- 
tion of  the  postmortem  findings,  I do  not  con- 
ceive that  preoperative  diagnosis  of  multiple  ab- 
scesses of  the  cerebellum  could  have  been  made. 

S.  B.  Marks,  Lexington  (in  closing)  : I thank 

the  gentlemen  for  their  liberal  discussion.  I 
was  very  much  interested  in  a report  by  Ferreri 
published  in  a recent  number  of  the  Archives  of 
Oto-Laryngology.  He  reviewed  a large  number 
of  cerebellar  abscess  cases  of  the  so-called  silent 
group.  The  case  I reported  belongs  to  the  silent 
group.  That  was  the  reason  for  opening  the 
cranium  in  the  situation  de'cribed  instead  of  in 
the  posterior  region.  Even  in  the  silent  cases 
he  (Ferreri)  states  there  is  always  persistent 
headache  confined  to  the  affected  side.  This 
man  had  headache  which  was  relieved  by  radical 


mastoidectomy,  probably  due  to  the  few  small 
cells  containing  pus  confined  in  the  sclerosed 
bone.  Aspirin  relieved  the  pain  after  the  mas- 
toid operation.  At  no  time  did  the  patient  vom- 
it, nor  diet  he  have  any  nausea. 

One  thing  I neglected  to  mention  in  my  re- 
port was  that  the  blood  culture  was  negative, 
yet  the  man  had  thrombosis  of  the  lateral  sinus 
with  pus  around  it.  At  no  time  did  he  have  se- 
vere pain  or  any  symptom  of  thrombosis  of  the 
lateral  sinus,  except  slight  tenderness  and  red- 
ness below  the  ear  for  a few  days. 

I was  misled  by  the  fact  that  the  patient 
stated  his  pulse  had  always  been  low,  and  this 
was  confirmed  by  the 'family  physician.  Further- 
more, the  leucocyte  count  was  always  low,  which 
is  usual. 

I believe  both  abscesses  were  old  ones,  be-' 
cause  they  were  well  inclosed  by  a pyogenic 
membrane  which  lined  the  abscess  cavities.  One 
of  the  abscesses  was  quite  small. 

CEREBRAL  ARTERIOSCLEROSIS*  , 
By  C.  W.  Dowden,  M.  D.,  Louisville. 

Foreword  on  Arterial  Hypertension. 

One  of  the  most  hopeless  tasks  confronting 
the  medical  profession  today  is  the  control, 
much  less  the  cure,  of  arterial  hypertension  or 
hyperplesia,  as  the  English  prefer  to  call  it. 

The  classification  of  functional  and  organ- 
ic hypertension  which  we  have  followed  for  a 
number  of  years,  was  unquestionably  defin- 
ite progress  towards  a solution^of  the  difficul- 
ties. Such  a classification,  however,  left  much 
to  be  desired,  chiefly  because  a satisfactory 
explanation  could  not  be  offered  for  the  func- 
tional type,  which  was  frequently,  if  indeed 
not  always,  the  forerunner  of  the  organic 
type. 

While  we  must  still  acknowledge  defeat  as 
to  the  knowledge  of  underlying  causes,  the 
situation  is  becoming  clearer  each  day,  not 
from  the  laboratory  test  tube  but  from  com- 
mon sense  reasoning  and  knowledge  gained 
through  a study  of  the  very  beginning  of  this 
perplexing  problem.  Indeed  such  a course  is 
necessary  to  successfully  combat  any  symp- 
tom or  any  disease. 

The  first  question  we  should  ask  ourselves 
is  whether  the  structural  change  that  can  be 
demonstrated  in  the  so-called  organic  hyper- 
tension or  arterio-sclerosis,  is  responsible  for 
the  functional  disturbance  or  whether  the 
functional  disturbance  is  responsible  for  the 
structural  change.  This  may,  upon  careful 
analysis,  be  the  crux  of  the  whole  situation. 

If  we  would  avoid  the  association  of  arterio- 
sclerosis and  study  hypertension  at  its  very 
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beginning,  we  must  begin  through  an  investi- 
gation of  young  and  apparently  healthy  peo 
pie.  How  many  of  us  record  blood  pressures 
in  young  individuals  and  when  we  do,  how  do 
we  interpret  slight  rises  above  normal? 

Much  interesting  work  has  been  done  along 
this  fine  that  is  very  enlightening.  Of  580 
undergraduates  at  Toronto,  the  average  pres- 
sure was  126  5-71.  Ten  per  cent  of  this  num- 
ber had  systolic  pressure  of  140  and  of  these 
the  average  age  was  nineteen.  Alvarez,  (2) 
in  a study  of  1500  students,  found  that  over 
twenty  per  cent  had  systolic  pressures  of  140. 
Of  650  children  aged  ten  to  seventeen,  52  had 
systolic  pressures  above  130.  Some  of  these 
were  further  studied  and  a few  showed  thick- 
ened arteries,  slight  displacement  of  the  apex 
beat,  accentuation  of  the  aortic  second  sound, 
left  side  preponderance  and  radiographic  en- 
largement of  the  heart;  quite  sufficient  to  in- 
dicate that  certainly  transient,  intermittent 
and  even  permanent  hypertension  exists 
among  the  young. 

We  are  all  moi'e  or  less  familiar  with  the 
bizarre  symptoms  exhibited  by  many  people 
and  even  children,  which  are  attributed  to  an 
over-responsive  vaso-motor  system.  Such  be- 
ing true,  why  should  we  not  find  transient 
hypertension  under  physical  and  especially 
psychical  stress?  Certainly  the  very  intimate 
connection  between  the  higher  center's  and  the 
vaso-motor  centers,  causes  the  latter,  as  ex- 
pressed by  some  of  our  English  scientists,  to 
respond  to  every  blast  of  vain  doctrine. 

The  average  boy  of  fifteen  to  twenty  will 
have  a blood  pressure  of  110  to  120,  with  a 
diastolic  pressure  of  60  to  80.  Linder  any  of 
the  various  effort  tests  the  systolic  will  go  to 
165  to  170,  with  the  diastolic  remaining  the 
same.  In  three  to  five  minutes,  the  pressure 
will  drop  to  the  first  figure  or  even  lower.  Oc- 
casionally, however,  one  will  be  found  with  a 
pressure  of  135  and  a disatolie  of  70  and  af- 
ter the  same  exercise,  the  pressure  will  rise  to 
170  and  the  diastolic  to  85  and  it  requires 
twenty  minutes  for  it  to  return  to  the  start- 
ing point.  Here  then,  it  is  believed,  is  the 
first  evidence  of  permanent  hypertension  and 
the  one  which  we  should  discover  if  we  hope 
to  curb  this  increasing  menace.  In  all  prob- 
ability, this  latter  case  is  one  of  potential  hy- 
pertension— it  is  now  transient — but  the  fu- 
ture course  will  probably  be  determined  by 
the  strain  under  which  his  vaso-motor  system 
is  placed.  If  he  is  to  be  spared  the  structural 
changes  which  arise  from  continuous  func- 
tional disturbance,  then  he  must  be  placid 
rather  than  over-anxious,  striving  and  a slave 
to  anticipation.  His  employment  must  be 
methodical  and  agreeable,  rather  than  stren- 
uous and  uncertain.  His  physical  habits 
should  be  relaxed,  rather  than  trim  and  res- 


training. A familial  tendency  may  add  to 
his  dangers  and  this  should  always  be  in- 
quired into.  He  may  withstand  the  strain  un- 
til the  responsibilities  of  maturity  or  even 
middle  life  increase  the  load  to  the  breaking 
point.  Numerous  such  cases  have  been  re- 
ported as  functional  hypertensions,  their  sig- 
nificance not  realized,  consequently,  the  warn- 
ing not  heeded. 

I myself  plead  guilty  to  such  errors  and 
even  in  the  past  four  or  five  years,  I have  seen 
some  of  my  innocent  transients  of  the  so- 
called  functional  type,  become  fixed  and  per- 
manent with  a hovering  vascular  tragedy 
looming  in  the  foreground. 

It  is  not  unusual  to  see  cases  under  mental 
stress  and  anxiety  with  rest  pressures  of  15(J 
which  will  rise  to  220  under  effort  tests  and 
at  another  time,  when  stress  is  absent,  show 
pressures  of  118  and  up  to  140  under  the  same 
test.  Certainly  this  is  excessive  vaso-constric- 
tor  responsiveness.  At  a later  stage,  if  the 
stress  and  anxiety  continues,  the  rest  pres- 
sure will  assume  a higher  level  and  the  figures 
under  effort  tests  will  rise  still  higher.  With 
the  structural  changes  which  are  now  appear- 
ing, will  come  cardiac  hypertrophy  and  an  in- 
crease in  diastolic  pressure,  which  is  a better 
measure  of  the  strain  on  the  arteries. 

What  are  we  to  say  about  the  effects  of  to- 
bacco, alcohol,  salt,  so-called  intestinal  toxins, 
high  protein  diets,  obesity  and  the  climateric 
as  causing  or  influencing  high  blood  pres- 
sure? I am  not  yet  willing  to  cencede  that 
there  is  not  a type  of  increased  tension  in 
the  obese  that  will  respond  to  weight  reduc- 
tion, nor  a type  associated  with  the  menopause 
and  dependent  upon  an  endocrine  imbalance 
that  cannot  be  controlled.  It  is  true,  how- 
ever, that  we  find  as  many  hypertensive  cases 
in  the  thin  as  in  the  obese  and  as  many  or 
more  of  the  obese  with  low  pressure  than  with 
high  pressures.  It  is  equally  true  that  we 
find  many  women  going  through  the  meno- 
pause with  low  pressure  as  with  high  pres- 
sures. Honor  are  practically  even  and  it  may 
be  that  even  here,  an  unstable  vaso-motor 
system  may  be  the  deciding  factor.  Certainly 
the  general  preparation  of  food  and  modera- 
tion in  eating  is  of  more  importance  than  pro- 
tein and  salt  intake.  As  a matter  of  fact, 
most  of  the  so-called  intestinal  toxins  arising 
from  the  upper  bowel,  are  depressors  rather 
than  pressors. 

Nador  Nakitit  (3),  in  a study  of  495  cases, 
found  a definite  relationship  between  such 
factors  as  meat,  alcohol,  tobacco  and  hyperten- 
sion. Furthermore,  this  seems  to  be  rather 
consensus  of  opinion  among  present  authori- 
ties on  the  subject.  It  seems  fairly  well  es- 
tablished, therefore,  that  the  origins  are  sev- 
eral. 
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Exaggerated  function  is  probably  the  cause 
and  this  is  not  the  same  in  every  case.  If  re- 
cognized in  early  life,  much  can  be  done  in 
regulating  habits  and  environment  to  prevent 
structural  change  in  the  arteries.  Whatever 
the  cause,  it  goes  through  a transient  and  in- 
termittent stage  and  finally  becomes  fixed  and 
subsequently  anatomical  changes,  which  lead 
by  steady  progression  to  the  developed  dis- 
ease, are  probably  one  and  the  same  thing. 

While  general  arterial  hypertension  is  of 
interest  chiefly  to  the  medical  man,  when  this 
process  involves  the  cerebral  arteries,  it  at 
once  becomes  of  interest  to  every  branch  of 
the  medical  profession.  While  1 feel  that  the 
foregoing  remarks  are  extremely  important 
with  reference  to  prevention  of  the  fixed  dis- 
ease, there  are  also  many  heretofore  unsus- 
pected symptoms  suggesting  early  involve- 
ment of  the  cerebral  vessels. 

It  seems  important  to  keep  in  mind  that  ar- 
terio-sclerosis  is  not  an  entity,  but  a manifes- 
tation of  many  diseased  processes,  some  of 
which  remain  obscure.  While  cerebral  scle- 
rosis is  usually  part  of  the  general  sclerosis, 
it  not  infrequently  is  the  chief  field  of  opera- 
tion. The  peripheral  vessels  are  not  neces- 
sarily an  index  to  the  cerebral  vessels  and  ad- 
vanced sclerosis  is  often  present  with  perfect- 
ly normal  peripheral  vessels.  The  converse 
is  also  true. 

The  symptoms  and  signs  are  dependent  up- 
on : (1)  Distribution  and  intensity  of  the  scle- 
rosis, and  (2)  the  recurrence  of  results  de- 
pendent upon  the  sclerosis — principally  hem- 
orrhage, thrombosis  and  rarely  embolism.  In- 
volvement of  the  basilar  artery  will  of  course 
produce  chiefly  symptoms  referable  to  the 
bulb  of  the  cerebellar  vessels,  cerebellar  symp- 
toms and  of  the  middle  cerebral  or  its  branch- 
es, paralytic  symptoms.  Either  we  see  most 
of  these  patients  when  1 he  disease  is  well  ad- 
vanced or  we  fail  to  recognize  the  symptoms 
of  early  involvement. 

An  English  writer  has  quite  cleverly  di- 
vided cerebral  sclerosis  into  a pre-hospital  and 
hospital  class.  Of  the  former,  he  found  that 
the  signs  and  symptoms  started  on  an  average 
of  five  years  before  admission  and  in  some  in- 
stances ten  years  or  more.  These  were  part- 
ly mental  and  partly  physical.  Some  showed 
a period  of  elevation  and  a sense  of  well-being 
— a condition  described  by  Sir  Clifford  All- 
but  (5)  as  being  due  to  a richer  supply  of 
blood  to  the  brain.  With  this  period  came 
such  actions  as  dressing  extravagantly,  con- 
sorting with  prostitutes  for  months,  then  set- 
tling down,  with  later  Intermittent  headaches 
until  greater  focal  symptoms  appeared.  Other 
signs  were  extravagant  spending  of  money 
and  speculation,  followed  by  headaches,  with 
anxiety  and  depression,  increased  irritabili- 


ty, emotional  incontinence  at  home,  depres- 
sions and  delusions  of  ruin  and  hypochon- 
driasis. Mental  and  well  as  physical  fatiga- 
bility were  HE requent  and  somnolence  in  day 
and  insomnia  at  night  were  common  symp- 
toms. There  was  loss  of.  interest  in  domestic 
and  business  affairs,  affection  replaced  by 
irritable  obstinacy  and  even  brutality.  Intol- 
erance of  usual  quantities  of  alcohol,  tea  and 
coffee,  with  palpitation  resulting,  were  com- 
mon complaints.  Vertigo  on  the  golf  course, 
irritability  in  performing  routine  work  and  a 
tendency  to  sleep  at  the  desk,  transient  diffi- 
culty in  speech  after  physical  or  mental  strain, 
morning  headaches,  were  all  included  in  the 
category  of  symptoms. 

Unfortunately  and  of  Ihe  greatest  import- 
ance was  the  fact  that  no  retinal  examina- 
tions had  been  made.  There  are  good  ana- 
tomical reasons  why  the  retinal  vessels  should 
act  as  a guide  to  the  condition  of  the  cerebral 
vessels.  In  fifty  per  cent  of  cases  of  retin- 
itis with  arteriosclerosis,  studied  by  Foster- 
Moore  (6),  death  followed  from  a cerebral 
lesion. 

It  is  believed  that  with  inquiry  into  the  pa- 
tient’s habits  of  life  for  a period  of  several 
years  back,  along  with  an  intelligent  study  of 
the  retinal  vessels,  much  valuable  informa- 
tion will  be  obtained  that  will  enable  us  to 
outline  a therapeutic  procedure  which  will  be 
of  great  value.  In  the  early  stages,  the  ar- 
teries are  paler  and  straighter  than  normal 
and  no  longer  clear  columns  of  blood.  There 
is  knuckling  of  the  veins  where  they  are  cross- 
ed by  arteries  and  diminished  blood  stream 
through  the  veins.  At  a little  later  stage, 
the  arterial  twigs  are  cork-screwed,  the  lumen 
diminished,  with  silver  wire  appearance  here 
and  there  and  the  veins,  where  crossed  by  ar- 
teries, are  converted  from  their  paths  and 
show  blanching  on  either  side.  On  the  near 
side  of  the  vein,  ampouiiform  swellings  are 
seen  as  if  the  blood  were  damned  back.  In 
the  third  and  last  stage  and  the  one  usually 
seen,  there  is  marked  silver  wire  appearance 
or  a fibrous  streak.  Hemorrhages  are  seen 
on  the  surface  of  the  retina  and  the  disc  is  at 
times  edematous,  often  atrophied,  and  ac- 
companied by  failure  of  vision. 

Weiner  and  Wolfe  (7)  have  noted  that  in 
high  blood  pressures,  the  pupils  contract  to 
light,  then  dilate,  even  though  tbe  light  is 
continued.  In  early  cases  frequently  the  pu- 
pils are  sluggish  to  light  or  there  is  a bilater- 
al myosis. 

Arcus  senilis  occurs  in  fifteen  to  twenty 
per  cent  of  cases,  but  this  is  also  found  in  nor- 
mal individuals.  Occasionally,  irregularity 
of  the  deep  reflexes  on  the  two  sides  will  be 
found  without  hemiplegia  or  other  gros^  le- 
sions. The  blood  pressure  may  be  normal  or 
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low  and  the  presence  of  albuminuria  depends 
upon  the  kidney  involvement. 

It  has  been  demonstrated  experimentally 
that  sclerosis  of  the  renal  vessels  does  not  pro- 
duce general  hypertension. 

Included  under  the  hospital  stage  were 
those  eases  in  which  the  symptoms  and  signs 
were  such  as  to  remove  them  from  the  home 
surroundings.  This  is  the  type  in  which  the 
diagnosis  is  usually  first  made  and  represents 
terminal  symptoms  rather  than  the  early 
signs.  They  can  be  quite  conveniently  ar- 
ranged into  two  groups — those  in  which  the 
pressure  is  high  with  renal  damage  and  car- 
diac hypertrophy,  showing  a rapid  course 
with  severe  focal  lesions.  Such  cases  are  not 
likely  to  be  mistaken  for  something  else.  The 
other  class  is  represented  on  the  whole  by 
lower  pressures  with  the  absence  of  severe 
focal  lesions  and  without  the  rapid  progress 
to  severe  dementia  and  death.  Allbut  applies 
the  term  “decrescent”  to  the  latter  class, 
since  he  believes  it  is  associated  with  senility 
or  pre-senility  and  may  remain  stationary  for 
years.  I am  sure  we  have  all  seen  the  elderly 
individual  who  has  gone  along  quit;  comfort- 
ably for  years  with  a high  systolic  and  even 
diastolic  pressure.  The  other  type  he  classi- 
fies as  true  arteriosclerosis  and  practically  al- 
wavs  these  run  a ranid  course  and  usually 
suffer  a series  of  focal  lesions,  generally  hem- 
orrhagic. 

Associated  with  this  is  a train  of  mental 
symptoms  which  are  quite  characteristic  and 
unouestJonably  depend  upon  interference 
with  the  cerebral  circulation.  There  are  fre- 
ouent  outbursts  of  tears  or  laughter  and  af- 
ter apoplectic  or  epiletiform  seizures,  are 
compulsive  and  uncontrollable.  Sadness,  mel- 
ancholia, delusions  and  at  times  even  suicid- 
al attempts  are  seen.  Apprehension,  even  to 
the  slightest  examination  and  motoraphasia 
are  not  infrequently  found.  At  times  there 
is  severe  vomiting,  which  by  the  way,  can  be 
relieved  bv  repeated  lumbar  puncture.  Ver- 
tigo occasional  deafness,  uncertain  gait,  walk- 
irg  with  short  spastic  strides,  coarse  tremors 
of  the  bands  are  all  to  be  found  in  the  severe 
Tmeowpcisive  form.  Expression  is  immobile 
and  mav  be  confused  with  encephalitic  sequel- 
lae.  Hemorrhages,  minute  or  extensive,  are 
unite  common,  producing  paralysis,  aphasias, 
sensory  losses,  etc.,  although  hemiplegia  most 
often  Anv  of  these  Tatter  svmptoms  will  be 
found  in  the  decrescent  group,  but  conspic- 
imusH  absent  are  the  high  systolic  and  dias- 
tolic pressures  renal  damage  and  cardiac  en- 
largement. Furthermore,  the  mental  symp- 
toms are  of+en  arrested  and  they  reach  a ripe 
old  age.  These  are  the  types  in  Avhich  tran- 
sient aphasias  occur  and  even  mild  tempor- 
ary paresis,  from  which  rapid  recovery  is 


made. 

I have  reviewed  the  symptoms  in  one  hun- 
dred cases  of  arterial  hypertension  coming 
under  my  observation.  The  age  ranged  from 
33  to  75  and  I have  found  nothing  to  sug- 
gest a possible  etiologic  factor.  Practically  all 
of  the  occupations  were  represented  and  as- 
sociated conditions  concerned  the  heart,  the 
kidneys,  the  gall-bladder,  the  nervous  sys- 
tem, obseity,  the  menopause,  infections,  and 
in  fact,  such  a varied  list  that  no  significance 
could  be  attached  to  it.  In  the  future,  how- 
ever, it  is  my  purpose  to  obtain  accurate  re- 
cords of  the  retinal  vessels,  as  well  as  a his- 
tory of  the  patient’s  mental  make-up. 

It  has  been  more  or  less  generally  thought 
that  neurasthenia  and  psychasthenia  were 
closely  related  to  arterial  hypertension.  This, 
however,  is  hardly  probable  since  in  such  con- 
ditions the  nervous  system  acts  as  a safety 
valve  and  shields  the  individual  from  the 
stress  which  must  be  a recognized  factor. 
Again,  chronic  gastro-intestinal  disease  is  of- 
ten considered  a cause  but  in  these  individ- 
uals, the  gastro-intestinal  system  usually  re- 
acts by  pain  or  discomfort  to  slight  strain  or 
stress,  which  breaks  the  vicious  circle. 

The  pathological  findings  in  cerebral  ar- 
terio-sclerosis  offer  some  questionable  explan- 
ation for  the  great  variety  of  symptoms. 
Branches  of  the  main  cerebral  vessels,  of 
which  the  basal  supplies  the  great  ganglia 
and  the  medullary  substance  of  the  brain  ex- 
hibit little  or  no  anastomosis,  whereas  the  cor- 
tical branches  covering  the  cortex  like  a thick 
vascular  mantle,  anastomose  freely  and  ram- 
ify extensively  in  the  pia,  before  entering  the 
cortical  substance. 

It  is  possible  that  the  differences  in  types 
of  blood  pressure  can  he  attributed  to  the  lack 
of  anastomosis  in  one  in  contradistinction  to 
the  free  anastomosis  of  the  other.  Certainly 
the  changes  present  many  problems,  mechan- 
ical and  histiological.  As  to  the  etio- 
logical factors  we  cannot  hope  to  de- 
termine accurately  all  the  underlying  cause 
of  brain  arterio-sclerosis.  The  influence  of 
wear  and  tear  seems  fairly  well  estab- 
lished. There  is  no  good  proof  that  any 
specific,  infection  is  responsible.  That  hyper- 
tension is  always  of  renal  origin  is  a theory 
impossible  to  maintain.  Dietary  treatment 
has  given  disappointing  results.  Obesity  must 
be  of  questionable  influence,  except  so  far  as 
it  is  due  to  an  error  in  metabolism.  As  many 
thin  hypertensives  are  found  as  those  who 
are  obese.  Care  should  be  exercised  in  rapid 
weight  reduction,  since  this  mav  be  the  signal 
for  rapid  deterioration.  Gradual  reduction 
from  a modified  dietary  standpoint  will  fre- 
quentlv  produce  satisfactory  results.  Alcohol 
and  nicotine  are  not  now  generally  accepted 
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causal  factors.  Teetotallers  seem  to  be  as  sus- 
ceptible as  others. 

Great  importance  must  be  attached  to  the 
sympathetic  nervous  system  and  particularly 
in  the  young.  While  it  is  possible  that  the  ef- 
fects of  an  old  infection  would  be  an  import- 
ant agent  in  the  genesis  of  arterio-sclerosis, 
the  result  of  an  acute  infection  on  the  vessel 
is  strictly  an  arteritis  and  not  arterio-scleros- 
is. For  this  reason,  syphilis  has  not  been  men- 
tioned in  this  discussion.  Emotional  factors, 
such  as  worry  and  anxiety  must  occupy  a 
prominent  place  in  the  etiology  of  hyperten- 
sion. Especially  in  solders  was  it  found  that 
high  systolic  and  diastolic  readings  were 
largely  proportionate  to  the  degree  of  anxiety 
present. 

Finally,  we  must  realize  that  rather  than 
seek  for  a specific  causal  agent  in  the  labora- 
tory or  elsewhere,  we  can  more  profitably 
study  the  soil,  which  is  the  individual’s  res- 
ponsiveness to  various  irritants,  particularly 
mental.  With  occurrence  o f emotional 
states,  depression  and  confusion  after  the 
early  fifties,  should  always  be  looked  upon  as 
possibly  due  to  sclerosis  of  the  cerebral  ves- 
sels. A careful  history  and  above  all,  a rou- 
tine ophthalmoscopic  examination  of  such  pa- 
tients can  quite  possibly  permit  of  a diagnos- 
is at  an  early  stage  of  the  disorder.  With  an 
early  diagnosis,  much  can  .be  expected  from 
the  proper  treatment,  especially  that  which 
would  control  the  patient’s  mental  activity. 

I have  quoted  freely  in  many  in- 
stances verbatim,  from  two  articles  appearing 
in  “Proceedings  of  the  Royal  Society  of  Med- 
icine,” Yol.  XXIX,  No.  8,  June  1926,  viz.: 

T.  Discussion  on  Hyperpiesis,  by  The  Rt. 
Hon.  Lord  Dawson  of  Penn.,  Prof.  Francis 
R.  Fraser,  Dr.  F.  Parkes  Weber,  Dr.  J.  A. 
Ryle,  Dr.  D.  C.  Hare,  Sir  John  Broadbent, 
Dr.  Henry  Ellis,  Dr.  J.  Crighton  Bramwell 
(Manchester),  Dr.  C.  W.  Good  hart,  Dr.  Halls 
Dally,  Dr.  Kingston  Barton 

2.  Cerebral  Arteriosclerosis,  by  G.  W.  B. 
James,  M.  C„  London,  D.  P.  M.,  London.  Dis- 
cussions by:  Dr.  C.  C.  Worster  Drought,  Dr. 

R.  Travers  Smith,  Dr.  Neill  Hobhouse.  Dr.  V. 

S.  Hudson,  Dr.  H.  G.  L.  Haynes,  Dr.  Graham 
Forbes,  Dr.  A.  A.  W.  Petrie,  Dr.  R.  H.  Cole. 

One  interested  in  this  subject  should  not 
fail  to  read  these  two  articles,  which  to  me, 
are  the  most  interesting  and  instructive  of 
any  which  have  recently  appeared. 

DISCUSSIONS. 

J.  A.  Stucky,  Lexington:  I congratulate  this 

section  for  having  brought  before  us  in  such  a 
practical  manner,  this  important  topic.  Exag- 
geration in  the  minds  of  the  laity  about  the  dan- 
gers of  high  or  low  blood  pressure  and  the  con- 
sequent psychic  effect  is  doing  a great  deal  of 
harm,  and  I was  glad  to  hear  the  essayist  empha- 


size this  fact.  Suker  before  the  American  Acad- 
emy of  Ophthalmology  a few  years  ago  spoke 
of  the  necessity  of  examination  of  the  ocular 
fundi  in  every  case  of  hypertension.  Where- 
ever  one  sees  the  silver  line,  or  evidence  of  con- 
traction of  the  blood  vessel,  sclerosis  is  present. 
Regardless  of  whether  the  blood  pressure  is  reg- 
istered by  the  instrument  as  high  or  low,  that 
patient  had  better  be  under  the  care  of  an  in- 
ternist or  the  family  physician  to  investigate  and 
ascertain  the  cause  of  it.  It  may  be  the  intake 
of  food  or  drink  that  causes  it,  whether  it  be 
high  or  low  blood  pressure,  because  we  find 
such  disturbances  almost  as  frequently  in  one 
as  the  other.  The  American  people  are  rapidly 
becoming  less  resistant  because  of  the  strenuous 
life  of  the  present  day,  indiscretions  in  diet,  ov- 
er-eating, etc.  I think  we  must  return  to  a ra- 
tional method  of  living.  Undoubtedly  coffee, 
tea,  coca-cola  and  tobacco  are  contributing  fac- 
tors, then  comes  overwork,  and  finally  alcohol  is 
the  worst  of  all,  it  creating  an  abnormal  appe- 
tite causing  one  to  put  into  the  stomach  about 
four  times  as  much  food  as  he  otherwise  would 
do.  I have  demonstrated  this  in  several  pa- 
tients with  hypotension  and  neurotic  conditions 
by  giving  them  small  quantities  of  alcohol  and 
observing  them  afterward.  At  first  the  pres- 
sure did  not  rise  materially,  but  after  partaking 
of  a heavy  meal  the  blood  pressure  showed  very 
decided  hypertension  in  a few  hours.  Alcohol 
stands  at  the  head  of  the  list  of  causes  of  this 
condition  on  account  of  the  artificial  appetite  it 
creates.  In  the  peripheral  circulation  of  the 
cerebrum  is  where  the  oculist  can  help  the  in- 
ternist by  recognizing  the  early  evidences  of 
sclerosis  and  not  alarming  the  patient.  Yes- 
terday I had  a striking  example  of  this  kind:  A 
woman  aged  forty-nine  years  came  into  my  of- 
fice actually  white  with  fear,  because  someone 
had  told  her  that  her  blood  pressure  was  entire- 
ly too  high  and  she  was  going  to  die  of  endo- 
carditis unless  something  was  done  immediately. 
She  complained  of  pain  in  her  chest  and  eyes 
and  diminished  vision.  Her  pulse  was  rapid, 
hands  cold  and  clammy,  the  menopause  delayed, 
she  is  nervous  and  has  many  other  symptoms. 
I believe  the  internist  will  find  the  cause  of  most 
of  her  trouble  and  be  able  to  correct  it.  She  has 
sclerosis  or  narrowing  of  the  blood  vessels  ir. 
the  fundus  of  one  eye  but  not  in  the  other.  One 
or  two  spots  were  noted  in  the  retina.  This  con- 
dition I shall  watch  with  interest.  It  is  a ques- 
tion of  metabolism  plus  the  psychic  effect,  and 
we  can  do  our  patients  a great  deal  of  good  by 
dispelling  some  of  their  fears. 

High  blood  pressure  is  a symptom  of  disturbed 
metabolism,  not  a disease,  and  I think  emphasis 
should  be  placed  upon  the  fact  that  the  nervous 
system  plays  a large  part  in  it. 

Samuel  G.  Dabney,  Louisville : I have  enjoyed 

Dr.  Dowden’s  excellent  paper,  and  have  not  much 
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to  add  to  it.  I am  impressed  with  the  fact  that 
he  says  the  symptom  generally  observed  by  the 
oculist  is  retinal  hemorrhage.  I look  upon  that 
as  a reflection.  It  is  a reflection  first  on  the 
part  of  the  general  physician,  and  second  on  the 
part  of  the  oculist.  Retinal  hemorrhage  is  the 
last  thing  we  should  see,  not  the  first.  Other 
symptoms  are  observed  long  before  there  is  any 
hemorrhage.  There  will  be  a copper  streak  along 
the  artery,  tortuosity  of  the  vessels,  some  hazi- 
ness along  the  optic  disc,  and  decided  identation 
where  the  arteries  and  veins  cross.  These  symp- 
toms should  put  us  on  our  guard  immediately, 
and  they  occur  almost  invariably  before  there  is 
any  hemorrhage.  It  is  of  great  importance  that 
a mydriatic  be  used  to  make  a thorough  ophthal- 
moscopic examination.  I think  the  importance 
of  opthalmoscopic  examination  is  further  empha- 
sized by  the  statement  that  in  retinal  arterio- 
sclerosis there  is  always  an  accompanying  ar- 
teriosclerotic change  in  the  brain.  And  I think 
this  is  one  of  the  reasons  why  persons  should  be 
warned  of  the  danger  of  having  glasses  tested  by 
the  optometrist. 

There  is  another  side  to  the  question : The 

physician  is  consulted  by  people  past  fifty,  some- 
times past  sixty,  with  headache  and  dizziness  de- 
veloping within  the  last  year  or  two,  and  the 
svmptoms  are  supposed  to  be  due  to  eyestrain. 
They  are  rarely  due  to  evestrain  in  my  opinion. 
People  of  that  age  do  not  often  have  symptoms 
of  this  character  due  to  eyestrain.  They  are 
far  more  often  due  to  some  cerebral  disturb- 
ance such  as  Dr.  Dowden  has  described,  and  they 
may  follow  disease  wdiich  should  be  discovered 
bv  the  internist  before  glasses  are  prescribed. 
Sometimes,  of  course,  they  need  glasses  for  othet 
reasons. 

The  prognosis  of  retinal  hemorrhage  as  a fea- 
ture of  cerebral  involvement  is  in  the  main  ser- 
ious. The  statistics  Dr.  Dowden  cited  show  that 
a large  proportion  of  the  patients  develop  sub- 
seouent  hemorrhage  of  the  brain.  Thrombosis 
of  the  central  retinal  veins  is  often  said  not  to 
be  so  significant  as  arteriosclerotic  changes  in 
the  retina,  and  yet  I have  alwavs  had  impressed 
on  mv  mind  the  case  of  a gentleman  who  had 
thrombosis  of  the  retinal  veins  and  died  of  cere- 
bral hemorrhage  seven  or  eight  years  later.  Of 
course  one  case  does  not  mean  anvthing.  Dur- 
ing the  intervening  vears  he  had  led  a vigor- 
ous and  active  life.  I sometimes  wonder  wheth- 
er. had  this  man  been  more  thoroughlv  warned 
about  his  activities  after  the  first  evidence  of 
thrombosis  of  the  retinal  veins  appeared,  his  life 
m’o-ht  not  have  been  prolonged. 

Dr.  Dowden  described  the  appearance  of  the 
retina  accuratelv,  and  from  a practical  point  of 
view  I would  like  to  add  that  the  most  of  us  are 
nrobablv  guiltv  in  not  making  a more  thorough 
routine  retinal  examination  in  elderly  people. 

Wra.  C.  Finnoff,  Denver:  There  is  not  much 


to  be  added  to  what  Dr.  Dowden  has  said.  I 
have  known  patients  who  suffered  from  arterial 
hypertension  that  has  apparently  been  due  to 
mental  stress  and  constant  work.  Under  a care- 
ful regime  they  have  been  able  to  control  the 
symptoms.  By  limiting  the  amount  of  work  and 
delegating  certain  things  to  others,  they  have 
been  able  to  reduce  their  systolic  pressure  and 
the  correspondingly  high  diastolic  pressure. 

The  points  made  in  the  paper  and  also  in  the 
discussion  are  all  very  important,  and  the  sooner 
they  are  brought  before  the  general  profession 
and  before  ophthalmologists  the  better  it  will  be. 

Joseph  D.  Heitger,  Louisville:  I wish  espec- 

ially to  emphasize  what  Dr.  Dabney  has  said.  In 
other  countries  where  there  exists  a closer  rela- 
tionship between  internists,  neurologists  and 
ophthalmologists  before  anything  else  is  done 
the  neurologist  and  internist  will  refer  the  pa- 
tient to  the  ophthalmologist.  He  in  turn  ren- 
ders a diagnosis,  which  is  found  of  great  help  to 
such  confreres.  Frank  symptoms  of  cerebral 
sclerosis  may  be  present  without  there  being  any 
changes  visible  in  the  retina.  On  the  contrary, 
if  retinal  sclerosis  is  present  there  will  always  be 
found  sclerosis  of  the  brain  vessels  with  the  ac- 
companying symptoms. 

An  important  point  in  our  refraction  work  is 
that  instead  of  dismissing  our  presbyopic  pa- 
tients when  we  get  fairly  good  results  insofar  as 
tension  of  the  patient  is  concerned  we  should 
make  more  careful  ophthalmoscopic  examina- 
tions, and  then  refer  the  patient  to  a competent 
internist  for  the  correction,  or  attempted  cor- 
rection, of  the  evils  which  have  been  responsible 
for  bringing  about  the  retinal  changes. 

C.  W.  Dowden,  Louisville  (in  closing)  : I have 
only  a few  words  to  say  in  closing  the  discus- 
sion. I do  not  like  for  Dr.  Dabney  to  take  dis- 
credit for  the  errors  mentioned  in  my  paper,  be- 
cause I think  they  belong  wholly  and  entirely 
to  the  medical  man.  I know  that  I am  guilty 
and  have  definitely  concluded  that  hereafter 
when  a patient  past  middle  life  comes  to  me,  par- 
ticularly if  he  has  the  mental  make-up  that  I 
have  described,  and  notwithstanding  that  the 
blood  pressure  may  be  perfectly  normal,  I in- 
tend to  have  the  evegrounds  carefully  examined.- 

This  naturally  raises  another  point.  I have 
never  believed  in  attempting  something  of  which 
I have  only  a smattering  of  knowledge.  I want 
someone  to  do  it  who  knows  how.  It  seems  to 
me.  particularly  in  this  line  of  work  where  it 
is  important  to  differentiate  the  early  signs,  that 
the  medical  man  with  a limited  knowledge  of 
ophthalmology  is  very  likely  to  overlook  the 
very  things  we  should  know.  Of  course,  we  are 
all  able  to  recognize  gross  changes,  but  as  men- 
tioned in  the  paper,  these  are  terminal,  and  not 
the  early  signs  we  must  have  knowledge  of,  if  we 
are  to  protect  the  patient  from  the  vascular  trag- 
edies and  a condition  which  is  even  worse  than 
death. 
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WHAT  GLASSES  SHALL  WE  PRE- 
SCRIBE AFTER  THE  EXAMINATION.* 
By  R.  H.  Cowley,  M.  D.,  Berea. 

This  brief  paper  is  in  no  way  an  attempt 
to  add  anything  to  our  present  knowledge. 
It  is  presented  rather  with  the  idea  of  calling 
attention  to  a few  of  the  pitfalls  into  which 
a busy  oculist  may  easily  fall.  They  are  the 
points  where  the  man  of  small  experience  who 
is  painstaking  and  conscientious  may  excel 
in  his  results  the  eminent  specialist  whose 
mind  is  on  the  weightier  matters  of  the  law 
and  who  hurries  over  his  refractions  or  rele- 
gates them  to  an  assistant. 

A short  time  ago  I was  talking  to  the  head 
of  the  optical  firm  which  has  for  years  filled 
my  prescriptions,  and  he  told  me  that  not  in- 
frequently a patient  would  come  to  his  shop 
to  have  a prescription  filled  which  had  been 
given  him  by  one  of  the  best  men  in  the  city. 
Later  the  patient  would  return  complaining 
that  he  could  not  wear  the  glasses.  He  was 
sent  back  to  the  oculist  only  to  be  told  that  he 
must  wear  the  glasses.  The  result  in  many 
cases  was  that  the  patient  went  to  an  optom- 
etrist who  would  simply  reduce  the  strength 
of  the  ulus  lens  giving  comfort  to  the  patient, 
and  a figurative  “black  eye”  to  the  oculist 
Under  such  circumstances  the  optometrist  is 
given  credit  for  being  clever,  while  the  oculist 
who  has  done  all  the  careful  painstaking  work 
is  discredited.  I feel  sure  that  it  will  not  be 
wasted  time  if  we  consider  briefly  what  glass- 
es we  should  prescribe  after  we  have  made  the 
examination. 

Fitting  glasses  is  perhaps  the  most  import- 
ant single  thing  that  an  oculist  does,  and  real- 
lv  it  requires  a degree  of  skill  and  judgment 
quite  as  great  as  is  required  for  the  eye  oper- 
ations. One  would  not  think  of  guessing 
about  an  eye  operation,  for  the  results  of 
failure  is  calamity  to  the  patient  and  loss  of 
prestige  to  the  doctor  are  too  serious  to  be 
risked  lightlv.  And  yet  I am  convinced  that 
there  is  nothing  which  brings  more  discredit 
to  the  oculist  today  than  glasses  carelessly 
fitted.  The  danger  with  all  of  us  is  that  we 
shall  depend  on  our  experience  instead  of 
depending  on  careful,  natient,  work  in  coming 
to  our  conclusions.  Fitting  glasses  is  a ted- 
ious nerveraeking,  time  consuming  job  and 
anyone  experienced  or  inexperienced  who 
tries  short  cuts  is  “pretty  apt  to  lose  out  in 
the  long  run.” 

It  is  obiously  unnecessary  to  go  over  the 
steps  of  the  examination,  for  T take  it  for 
granted  that  we  all  know  what  they  are.  Let 
us  first  consider  the  strength  of  the  plus  lens 

*Read  before  the  Eve,  Ear,  Nose  and  Throat  Section  of 
the  Kentucky  State  Medical  Association,  Louisville,  May 
12th,  1927. 


which  should  be  prescribed  in  hyperopia.  I 
was  taught  by  one  of  the  best  men  in  the 
country  tliat  the  examination  in  all  but  elder- 
ly people  should  be  made  under  a mydriatic, 
and  that  the  plus  lenses  ordered  should  be 
from  twenty -five  to  forty  per  cent  less  than 
the  amount  found.  No  post-mydriatic  test 
was  made.  This  strength  of  lens  was  purely 
arbitrary  and  based  on  the  presumption  that 
all  patients  with  a given  amount  of  total  hy- 
peropia should  be  given  about  the  same 
strength  of  plus  lens.  I was  told  that  these 
lenses  might  be  too  strong  sometimes,  but  that 
it  was  better  to  give  them  and  then  rediyie 
them  later  if  necessary,  for  the  patient  could 
not  be  relieved  of  the  eyestrain,  until  the  hy- 
peropia which  was  causing  the  trouble  was 
very  largely  corrected.  When  I tried  to  put 
this  principle  into  practice  I found  that  it 
would  not  work,  that  there  was  no  fixed  rela- 
tionship between  the  total  hyperopia  as  found 
under  the  mydriatic  and  the  lenses  required 
to  give  comfort  to  the  patient. 

One  of  my  earliest  patients  was  a woman 
who  had  made  an  expensive  trip  to  a city  to 
have  her  eyes  examined,  and  when  she  got  the 
glasses  she  could  not  wear  t hem.  I found  that 
the  strength  of  the  plus  lens  was  only  half  a 
diopter  too  great  but  when  it  Was  reduced* 
she  was  perfectly  comfortable. 

The  object  we  have  in  mind  in  prescribing 
plus  lenses  in  hyperopia  is  to  relieve  the  strain 
and  the  accomodative  mechanism.  Whether . 
we  believe  Helmholz’s  theory  as  to  this  me- 
chanism or  not,  we  do  know  that  the  ac- 
commodation is  accomplished  in  some  way  by 
the  contraction  of  the  ciliary  muscle,  and 
'when  a person  has  hyperopia  the  ciliary  mus- 
cle it  is  overworked  and  becomes  exhaust- 
ed or  hypertropic  or  both.  The  overstrain 
on  the  ciliary  muscle  depends  on  two 
things,  the  amount  of  hyperopia  and  an  in- 
tangible personal  element  in  the  patient  which 
differs  in  different  patients  just  as  does  their 
ability  to  resist  colds  and  digest  pork  and 
beans.  The  practical  question  for  us  to  ask 
is  not  how  much  hyperopia  has  this  patient, 
but  how  much  of  it  must  we  correct  in  order 
to  relieve  the  ciliary  muscle  and  give  com- 
fort to  our  patient. 

The  answer  which  some  very  good  men  give 
to  this  question  is  that  nearly  all  of  the  hy- 
peropia must  be  corrected  if  we  are  to  re- 
lieve the  strain.  I believe  most  of  us  think 
otherwise  for  two  reasons : First,  this  answer 
is  not  theoretically  correct,  and  second,  it  is 
not  practically  workable.  The  ciliary  muscle 
like  any  other  muscle  has  a large  reserve  and 
is  capable  of  much  more  work  than  is  nor- 
mally required  of  it.  Just  as  the  biceps  can 
be  trained  to  lift  a much  greater  load  than 
is  ordinarily  required  of  it,  so  the  ciliary  mus- 
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cle  can  do  the  same.  Many  people  with  a high 
hyperopia  are  perfectly  comfortable  so  long 
as  no  sudden  demand  is  made  on  their  accom- 
modation. If  such  a hyperope  enters  college 
or  takes  a position  as  bookkeeper  he  is  very 
apt  to  suffer,  the  amount  of  the  suffering  de- 
pending on  the  two  factors  named  and  being 
different  for  different  individuals.  If  he  fol- 
lows some  vocation  where  he  does  not  have  to 
apply  himself  to  close  work  he  gets  along  very 
comfortably  without  glasses.  An  adult  with 
two  diopters  of  total  hyperopia  will  have  a 
manifest  hyperopia  of  from  one-lialf  to  one 
diopter,  seldom  more  than  this.  If  his  total 
hyperopia  is  four  diopter’s  he  seldom  has  a 
manifest  of  more  than  one  twenty-live  or  one- 
fifty  diopters.  The  remainder  of  the  hypero- 
pia is  taken  care  of  by  hypertrophy  of  the  cil- 
iary muscle.  We  see  this  hypertrophy  if  we 
study  microscopic  sections  of  hypertrophic  and 
myopic  eyes.  When  such  a person  accommo- 
dates for  close  work  he  must  accommodate  the 
three  diopters  which  any  normal  person  must 
use  plus  the  amount  of  his  manifest  hypero- 
pia. The  sti*ain  comes  from  the  added  effort 
he  must  make  to  overcome  this  manifest  hy- 
peropia. If  then  we  correct  the  full  amount 
of  the  manifest  hyperopia,  we  have  given  him 
the  full  amount  of  relief  which  it  is  possible 
for  him  to  get  from  plus  lenses.  If  we  give 
lenses  which  are  stronger  than  this  we  dim  the 
distant  vision,  the  patient  is  uncomfortable 
and  in  most  cases  will  not  wear  the  glasses.  In 
fact,  I have  never  succeeded  in  persuading  a 
patient  to  wear  glasses  which  were  strong  en- 
ough to  dim  the  distant  vision,  though  I tried 
faithfully  before  I learned  that  it  was  neither 
necessary  nor  desirable.  If  we  give  glasses 
which  just  correct  the  manifest  hypex-opia  the 
patient  is  comfortable,  wears  the  g1  asses  glad- 
ly and  when  we  test  the  eyes  a couple  of 
months  later  we  find  that  the  rest  which  we 
have  given  the  ciliary  muscle  has  led  to  its 
l’elaxation  and  we  can  usually  increase  the 
strength  of  the  lenses  until  the  patient  is 
wearing  from  two-thirds  to  three-fourths  of 
his  total  hyperopia.  This  seems  to  me  a 
much  more  rational  way  of  handling  these  pa- 
tients than  to  compel  them  to  wear  lenses 
which  are  uncomfortable  hoping  that  the  cil- 
iary muscle  will  eventually  relax  to  fit  the 
glasses,  a thing  which  it  does  not  always  do. 
These  patients  who  drift  to  the  optometrist 
and  a comparison  is  made  between  the  clever- 
ness of  the  optometrist  and  the  oculist  to  the 
detriment  of  the  latter.  However  unfair  this 
may  be,  it  happens  too  often.  It  is  very  dif- 
ficult to  convince  the  average  human  that 
glasses  are  good  for  the  eyes  when  the  vision 
is  better  with  the  glasses  off  than  with  them 
on.  Even  if  the  oculist  by  virtue  of  his  pres- 
tige and  insistence  is  able  to  persuade  the  pa- 
tient to  wear  the  glasses,  he  has  taken  the  less 


effective  of  two  ways  to  accomplish  the  re- 
sult. Just  as  in  business,  it  is  best  to  -follow 
the  slogan,  “The  customer  is  always  right,” 
so  in  this  matter  the  patient  is  always  right. 

Of  eoui’se  there  are  some  cases  of  what  we 
call  spasm  of  the  accommodation  where  even 
with  a high  total  hyperopia  there  is  no  man- 
ifest hyperopia  at  all.  The  patient  may  even 
see  better  with  a minus  lens.  These  are  the 
cases  which  make  the  examination  under  a my- 
driatic so  necessary.  We  often  see  such  pa- 
tients weai'ing  minus  lenses  which  have  been 
given  them  by  some  optician.  . The  eyestrain 
in  such  cases  may  be  similar  to  that  which  is 
often  found  in  people  who  have  no  hyperopia 
or  visual  defect  at  all.  Where  no  manifest 
hyperopia  is  present,  I do  not  believe  that 
glasses  will  give  relief.  Such  patients  must 
be  advised  to  rest  their  eyes  completely  for  a 
long  enough  time  to  let  them  thoroughly  re- 
lax. Of  course  it  is  understood  that  we  are 
speaking  now  of  simple  hyperopia.  Where 
there  is  astigmatism,  muscle  imbalance  or  a 
hypersensitive  retina,  cylindrical,  prismatic 
or  Viopake  lenses  may  be  needed  to  correct 
these  difficulties  but  not  for  the  hyperopia. 

My  routine  is  to  do  a pre-mydriatic  test 
which  gives  a reasonably  accurate  idea  of  the 
correction  needed.  A mydriatic  is  then  used 
and  the  eyes  refracted  accurately  with  the 
retinoscope.  When  the  eyes  have  completely 
recovered  from  the  mydriatic  a post-mydriat- 
ic test  is  made  and  the  patient  is  given  the 
strongest  lenses  with  which  he  can  see  as  well 
as  with  the  natural  eye.  Where  astigmatism 
is  pi'esent  this  is  first  corrected  and  a plus 
lens  is  given  with  which  he  can  see  somewhat 
better  than  with  the  natui’al  eye.  Where  the 
patient  has  come  from  a distance  and  cannot 
retuirn  for  the  post-mydriatic  test  I make  as 
careful  a determination  as  possible  of  the 
amount  of  the  manifest  hyperopia  before  the 
mydi'iatic  is  used  and  do  not  insist  on  the 
post-mydriatic  test,  but  I never  feel  quite  as 
sure  of  my  results  as  when  the  post-test  is 
used.  Practically  the  only  complaints  I have 
ever  had  about  the  glasses  which  I have  fitted 
have  come  from  those  cases  where  I have  for 
one  reason  or  another  neglected  to  follow  this 
rule. 

Another  point  on  which  our  best  men  are 
not  agreed  is  the  question  of  prescribing 
pbisms  where  there  is  muscle  imbalance.  Some 
men  almost  never  prescribe  prisms,  and  some 
doubtless  prescribe  them  too  freely.  In  mod- 
erate degrees  of  esophoria  accompanied  with 
hyperopia  I think  it  is  best  to  correct  the  hy- 
crepia  as  fully  as  possible  and  try  it  without 
the  pi’ism,  explaining  to  the  patient  carefully 
what  you  are  doing  and  Telling  him  that  it 
may  be  necessary  to  add  the  prism  later.  'With 
higher  degrees,  that  i§  in  those  that  show  the 
eyes  under  cover,  it  is  best  to  add  the  prisms 
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to  the  lenses  from  the  start.  Where  there  is 
hyperphoria  which  is  shown  by  repeated  ex- 
aminations to  be  constant,  it  should  be  partly 
corrected  from  the  start.  Just  how  strong 
a prism  should  be  used  for  the  correction  o i 
hyperphoria  is  a matter  for  experience  and 
judgment  and  cannot  be  determined  by  rule 
of  thumb,  but  I find  that  good  results  are 
usually  obtained  if  about  two  thirds  of  the 
hyperphoria  is  corrected  by  prisms.  An  exo- 
phoria  will  usually  require  no  prism  unless  it 
is  of  rather  high  degree,  for  here  the  muscles 
lend  themselves  to  rest  and  exercise  much  bet- 
ter than  in  the  case  of  the  other  phorias. 
Where  an  exo  or  eso-phoria  is  combined  with 
hyperphoria,  I have  found  the  easiest  way  to 
arrive  at  the  prism  strength  and  the  direction 
of  the  base  is  to  put  the  lenses  into  the  trial 
frame  at  the  patient’s  pupillary  distance,  se- 
lect the  strength  of  the  prism  needed,  and 
make  the  test  of  the  muscles  rotating  the 
prisms  until  one  gets  the  results  desired.  I 
think  this  method  is  much  easier  and  more 
free  from  possible  error  than  to  figure  it  on 
paper.  I have  found  that  it  is  very  easy  with 
my  limited  mathematical  training  to  get  “all 
tangled  up”  in  trying  to  work  my  optical 
mathematics  on  paper. 

Some  men  are  quite  enthusiastic  about  the 
results  they  get  by  exercises  in  their  phoria 
cases.  Perhaps  I have  not  been  patient  en- 
ough or  had  skill  enough,  or  perhaps  it  is  be- 
cause of  the  fact  that  most  of  my  work  is  done 
among  students  who  must  either  keep  at  their 
work  or  go  home.  At  any  rate  I have  never 
succeeded  in  getting  satisfactory  results  in 
the  phorias  by  exercises. 

Another  pitfall  is  the  axis  of  the  astigma- 
tism in  elderly  people.  We  are  apt  to  think 
that  the  axis  does  not  change  after  the  age  of 
55  or  60,  but  this  is  not  always  true  by  any 
means.  I have  one  patient  whose  axes  have 
changed  from  180,  first  in  one  eye  and  then 
in  the  other,  until  they  are  now  15  and  165 
respectively.  As  she  wears  a plus  2.00  cylin- 
der in  each  eye,  she  is  very  sensitive  to  the 
least  change  in  her  axis.  This  happens  often 
enough  so  that  it  is  the  part  of  wisdom  to 
check  the  akis  carefully  whenever  the  lenses 
are  changed  in  elderly  people  and  even  after 
they  have  their  full  reading  correction. 

Another  point  that  we  must  watch,  espec- 
ially since  most  of  our  patients  insist  on 
wearing  horn  frames,  is  the  pupillary  dis- 
tance. The  width  of  the  bridge  of  the  nose 
determines  very  largely  the  pupillary  dis- 
tance of  the  frame  while  it  has  no  relation  to 
the  pupillary  distance  of  the  patient.  When 
the  lenses  are  not  very  strong  this  is  of  little 
consequence,  especially  if  the  prismatic  ef- 
fect produced  merely  reduces  slightly  an  exo- 
or  eso-phoria,  but  where  the  patient  wears  a 


very  strong  lens,  say  a plus  2 or  3 for  dis- 
tance and-»an  added  2.50  for  near  vision,  the 
prismatic  effect  produced  by  even  a few  mm. 
difference  between  the  eyes  and  the  glasses 
may  make  serious  trouble.  It  is  best  in  such 
cases  to  put  the  lenses  into  the  trial  frame  at 
the  pupillary  distance  they  are  to  occupy  on 
the  face  and  then  test  the  muscles.  We  should 
order  them  decentered  to  meet  the  condition 
that  is  found.  In  any  case  one  should  not 
take  it  for  granted  that  the  prescription  has 
been  properly  filled,  but  should  carefully 
check  each  pair  of  glasses  before  they  are 
given  to  the  patient.  I have  even  found  the 
lenses  reversed,  the  right  being  on  the  left 
side  and  vice  versa. 

One  last  point:  I have  not  infrequently 

found  people  wearing  strong  cylinders  in  an 
eye  glass  mount  with  a spring  nose  piece.  In 
one  case  where  the  nose  was  very  narrow  the 
glasses  dropped  downward  until  they  were 
nearly  ten  degrees  off  the  proper  axis.  The 
lenses  had  been  fitted  by  a thoroughly  compe- 
tent man  and  were  a perfest  fit  as  far  as  the 
lenses  went.  The  way  they  were  placed  on 
the  face  made  them  worse  for  the  eyes  than  no 
glasses  would  have  been.  Where  astigmatic 
lenses  are  prescribed  one  must  always  explain 
to  the  patient,  the  nature  of  the  lenses  and  the 
importance  of  keeping  them  straight  in  the 
frame  and  on  the  face..  All  these  little  points 
take  time  and  are  easily  neglected  in  the  hur- 
ry of  a busy  practitioner. 

I once  asked  a very  busy  man  with  whom 
I wras  working  if  it  didn’t  make  him  nervous 
to  do  his  work  with  an  office  full  of  people 
waiting  for  hours  to  see  him.  His  answer  was 
the  best  piece  of  advice  that  I have  ever  had. 
He  said  that  when  a patient  got  into  his  in- 
side office  he  forgot  that  there  were  any  more 
outside  and  gave  him  all  the  time  necessary  to 
find  out  and  correct  what  was  wrong  with  him. 
If  the  patients  in  the  outside  office  didn’t 
want  to  wait  they  could  go  elsewhere. 

After  adopting  this  as  my  slogan  my  work 
has  been  much  more  satisfactory  to  myself 
and  my  patients  much  better  cared  for. 

DISCUSSIONS. 

Joseph  D.  Heitger,  Louisville:  Some  one  said 

a long  time  ago  that  lefraction  is  more  of  an 
art  than  a science.  Some  of  the  points  made 
by  Dr.  Cowley  verify  the  truth  of  this  statement. 
I am  going  to  try  to  answer  his  question,  which, 
if  I understood  him  correctly,  is:  Why  is  the 
manifest  hyperopia  under  a pre-mydriatic  test 
plus  one,  whereas  the  post-mydriatic  test  in  the 
same  individual  shows  plus  sixty-two  hundredths. 
The  ciliary  muscle  is  subject  to  the  same  sort  of 
physiology  in  a general  way  as  the  other  mus- 
cles of  the  body.  After  a mydriatic  the  muscle 
has  been  rested,  and  as  a result  there  is  less  lat- 
ent hyperopia  present  when  the  post-mydriatic  is 
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made.  Again,  I think  it  depends  somewhat  on 
the  muscular  tension  of  the  individual  on  that 
particular  day.  When  the  ciliary  muscle  has 
been  at  rest  there  is  more  latent  hyperpoia  and 
less  manifest.  Another  factor  is  that  the  pa- 
tient on  that  particular  day  may  have  felt  weak 
or  exhausted,  and  when  the  post-mydriatic  test 
is  made  he  feels  better.  Deviations  of  the  mani- 
fest hyperopia  will  be  affected  more  or  less  by 
the  general  tone  of  the  individual  at  the  partic- 
ular time  of  examination.  This  could  hardly  be 
said  to  be  due  to  a cramp  or  a spasm  as  such 
conditions  produce  more  than  the  difference  be- 
tween plus  one  and  plus  sixty-two-hundredths. 
Dr.  Cowley  mentioned  the  fact  that  certain  indi- 
viduals seem  to  have  a ciliary  muscle  that  is  un- 
der tension  much  of  the  time,  and  that  is  the 
type  of  case  where  he  finds  very  little  manifest 
hyperopia.  As  he  has  well  said,  these  people  re- 
quire a rest  more  than  glasses.  I have  found  it 
very  useful  in  this  type  of  case  to  have  the  pa- 
tient instill  a mild  solution  of  homatropin,  a 
fourth  of  one  per  cent,  into  the  eyes  over  the 
week-end.  This  gives  sufficient  relaxation  over 
the  week-end  to  carry  them  through  the  next 
week  in  comfort,  provided  they  have  not  too 
much  added  strain.  There  are  some  very  prom- 
inent oculists  in  this  country  who  rarely  use  a 
cycloplegic  except  in  children,  yet  these  men  get 
accurate  results  with  comfort  to  their  patients. 
One  of  the  most  outstanding  of  these  men  is  Dr. 
Walter  Lancaster,  of  Boston,  a man  whose 
knowledge  of  physiologic  optics  cannot  be  ques- 
tioned, and  yet  he  is  one  oculist  who  gets  excel- 
lent results  without  using  a cycloplegic  routine. 
He  uses  minus  cylinders  with  fogging.  The  min- 
us cylinders  are  used  in  such  a way  that  the  pos- 
terior focal  line  is  always  just  slightly  in  ad- 
vance of  the  retina,  and  as  long  as  he  keeps  it 
there  he  has  a method  by  which  he  can  deter- 
mine the  smallest  degiee  of  astigmatism,  even 
as  small  as  one-eighth  dioj  ter.  There  are  many 
patients  who  have  not  intelligence  enough  to 
notice  small  deviations,  and,  of  course,  in  that 
type  of  case  we  do  not  as  a rule  find  a high 
tension  of  the  nervous  system,  and  the  patient 
does  not  require  such  a fine  degree  of  refraction 
as  the  other  types  with  a more  sensitive  ner- 
vous system.  There  is  one  type  of  patient  oc- 
casionally seen,  and  all  of  you  are  more  or  less 
familiar  with  such  cases,  where  the  individual 
has  been  fitted  with  minus  lenses  by  an  optome- 
trist. Under  examination  with  a cycloplegic  it 
develops  that  the  patient  is  really  hyperopic. 
Minus  lenses  have  added  that  much  more  of  a 
load  on  the  already  almost  exhausted  accommo- 
dation. Dr.  Walter  Lancaster  read  an  excellent 
paper  before  the  Southern  Medical  Association 
in  Chattanooga,  Tenn.,  several  years  ago,  in 
which  he  demonstrated  mathematically  that  the 
extrinsic  muscles  of  the  eye  are  always  strong 
enough  to  move  the  eyeballs  in  all  directions,  but 


that  the  real  thing  at  fault  in  muscle  errors  is 
due  to  deviations  of  neuricity.  Alternation  of 
proper  muscles  and  rest  do  much  to  correct  the 
discomfort  of  patients  suffering  from  disturb- 
ance of  the  extrinsic  ocular  muscles. 

J.  D.  Williams,  Ashland:  Dr.  Cowley  has  giv- 

en us  a very  practical  paper,  and  I am  pleased  to 
discuss  some  of  its  features.  The  first  thing  I 
want  to  mention  is  the  use  of  minus  cylinders,  to 
which  I am  unalterably  opposed  except  in  cases 
where  they  are  found  necessary  by  examination 
under  a cyclopegic.  I had  an  office  associate  two 
years  ago  who  insisted  upon  giving  patients 
minus  cylinders.  Since  he  left  I have  had  to  re- 
place a great  many  of  them  at  my  own  expense, 
with  plus  cylinders.  The  patients  cannot  wear 
the  minus  glasses,  they  try  to  do  so  for  a few 
months  and  then  return.  I never  use  minus  cy- 
linders if  I can  possibly  avoid  it. 

I want  to  refer  for  a moment  to  the  excel- 
lent paper  presented  by  Dr.  Dowden  and  partic- 
ularly the  remarks  made  by  Dr.  Dabney  in  his 
discussion.  I have  had  five  cases  recently  in 
which  the  importance  of  the  points  made  by 
these  gentlemen  were  impressed  upon  me.  One 
of  the  patients  died  recently  from  renal  dis- 
ease, his  glasses  were  changed  by  some  optician, 
he  told  me,  four  or  five  times  before  he  died.  A 
glaucoma  patient,  a short  time  before  her  eye 
was  removed,  was  sold  “nerve  glasses”  by  one 
of  these  optometrists.  Another  patient  had  ne- 
phritis with  rupture  of  blood  vessels  in  the  eye, 
with  hypertension  of  240  or  250.  He  died  with- 
in six  months.  This  patient  had  also  been  to  an 
optometrist.  I have  also  recently  seen  three 
patients  with  amblyopia  from  sinus  involvement, 
two  of  them  approaching  blindness,  who  had 
been  fitted  with  glasses  by  an  optometrist,  one 
of  them  several  times.  I mention  these  cases  to 
show  the  harm  that  is  being  done  the  public  by 
optometrists,  some  of  whom  travel  through  the 
country  telling  the  people  they  are  “Eye  Special- 
ists,” “Government  Eye  Specialists,”  etc. 

I was  very  glad  to  hear  Dr.  Cowley  indict  the 
optometrist.  It  is  to  the  great  shame  of  the  eye 
man  that  these  people  are  being  called  on  to 
attempt  to  do  a much  greater  proportion  of  the 
refractions  than,  in  the  public’s  interest,  i.. 
should.  It  is  only  fair  to  say,  however,  that 
some  eye  men  have  such  a distaste  for  refrac- 
tioi  that  their  work  is  sometimes  so  unsatisfac- 
tory as  to  justify  patients  seeking  the  services 
of  some  rptician  who  is  really  interested  in  his 
work,  notwithstanding  the  great  harm  that  may 
befall  the  patient  because  of  the  optician's  abso- 
lute ignorance  of  the  eye  and  such  pathological 
conditions  as  may  affect  it. 

M.  C.  Baker,  Louisville:  Dr.  Cowley  has  given 

us  a splendid  paper  on  an  interesting  subject. 
There  are  a few  points  I would  like  to  empha- 
size. The  lenses  we  prescribe  should  be  ground 
by  the  best  optical  company  we  can  find.  I be- 
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lieve  we  should  insist  upon  this.  We  should  also 
demand  the  best  fitters  they  have.  We  ought  to 
have  more  to  say  about  the  frames  than  we  do, 
and  this  is  particularly  true  of  the  so-called  horn 
frames,  some  of  which  cannot  be  adjusted  to  suit 
the  eyes.  I think  this  is  the  cause  of  a great  deal 
of  the  dissatisfaction  with  glasses. 

Another  important  point  is  that  we  must  have 
the  thorough  confidence  of  the  patient  and  be 
able  to  assure  him  that  he  is  being  properly 
treated.  The  optometrists  have  all  the  egotis- 
tical self-assurance  in  the  world,  this  being  one 
of  their  greatest  assets.  We  must  let  our  pa- 
tients understand  that  we  know  the  exact  na- 
ture of  their  trouble  and  can  absolutely  remedy 
it.  Not  only  must  we  check  the  lenses  after 
they  have  been  ground,  to  be  sure  they  are  cor- 
rect -as  Dr.  Cowley  has  said,  but  we  must  tell 
the  patient  to  try  the  glasses  for  two  or  three 
weeks  and  if  they  are  not  entirely  satisfactory 
to  report  to  the  office  for  further  observation. 
If  the  patient  returns  somewhat  dissatisfied,  it  is 
well  to  carefully  check  the  eyes  again.  Then 
if  we  find  a mistake  was  made  in  our  previous 
examination,  it  is  our  duty  to  have  another  pair 
of  lenses  ground  without  expense  to  the  patient. 
I think  by  handing  the  matter  in  that  way  we  will 
make  more  by  it  in  the  long  run. 

Oftentimes  deciding  upon  the  proper  lens  is 
not  only  a matter  of  science  but  also  a matter 
of  common  judgment;  we  cannot  always  compel 
the  patient  to  wear  what  we  think  he  ought  to 
wear.  For  example,  a patient  may  actually  take 
a three-plus  lens,  yet  when  this  is  prescribed  and 
he  wears  it  a week  or  two  he  returns  dissatisfied 
and  when  weaker  glasses  are  ordered  he  wears 
them  with  complete  satisfaction.  Another  pa- 
tient of  the  same  age  and  same  occupation  ap- 
pears and  after  refraction  we  prescribe  the  same 
lens  as  the  first  patient.  That  same  patient  may 
get  perfect  satisfaction  with  what  the  first  pa- 
tient refused  to  wear.  We  must  deal  with  the 
patient  as  an  individual  and  base  our  findings 
and  conclusions  on  our  best  judgment.  We 
ought  to  follow  our  patients  and  give  them  every 
assurance  that  they  are  absolutely  to  bo  taken 
care  of  and  the  right  remedy  provided. 

W.  P.  Drake,  Bowling  Green:  It  has  been  my 
observation  in  recent  years  that  the  less  we  try 
to  overdo  the  matter  of  prescribing  strong  spher- 
ical lenses  the  better  for  our  patients;  many  peo- 
ple get  along  just  as  well  with  a weaker  cor- 
rection, and  are  decidedly  more  comfortable. 

I do  not  know  that  I prcperly  understand  the 
doctors  idea  about  prescribing  minus  cylinders. 
Of  course  if  the  patient  has  myopic  astigma- 
tism it  should  be  corrected,  otherwise  I do  not 
see  any  benefit  to  be  derived  from  wearing  a 
minus  cylinder.  Personally,  I feel  that  all  as- 
tigmatic errors  should  be  corrected,  but  only  to 
the  extent  as  to  the  lens  with  which  the  patient 
sees  best  and  is  most  comfortable. 


There  is  another  point  I am  sorry  was  not 
mentioned,  and  that  is  should  we  give  small 
spherical  lenses,  even  as  low  as  50,  to  a patient 
without  astigmatism?  Will  the  patient  receive 
the  proper  benefit  from  such  lenses? 

Furthermore  I believe  there  has  been  too  much 
prescribing  of  colored  or  so-cailed  crooked 
lenses,  for  photophobia  and  other  irritating  eye 
symptoms.  Such  patients  to  my  mind  are  suffer- 
'T  g from  some  focal  infection  or  faulty  meta- 
bolism. 

Charles  K.  Beck,  Louisville:  Most  of  us  have 

heard  of  the  term  muscle-bound.  It  simply 
means  decreased  elasticity  from  overuse.  The 
muscle  cannot  perform  the  proper  amount  of 
work.  I have  noticed  this  personally.  I played 
hand-ball  at  the  Y.  M.  C.  A.  every  afternoon  for 
quite  a long  period  of  time.  I noticed  my  game 
was  not  quite  as  good  as  usual,  and  one  of  the 
men  with  whom  I was  playing  suggested  that 
maybe  I was  getting  “muscle-bound.”  I then 
began  playing  less  frequently,  every  other  day 
or  semi-occasionally,  and  my  game  improved  and 
more  benefit  was  derived  from  the  exercise. 

In  my  opinion  this  is  the  answer  to  the  ques- 
tion asked  by  Dr.  Cowley.  The  hypertrophied, 
over-strained  ciliary  muscle  shows  certain  find- 
ings in  a pre-cycloplegic  test.  The  cycloplegic 
is  used  and  the  muscle  gets  some  rest.  Then 
when  the  post-cycloplegic  test  is  made  it  is 
found  the  muscle  is  able  to  more  work,  the  man- 
ifest hyperopia  is  less,  and  the  eye  does  not  need 
as  strong  lens  as  before.  I believe  that  is  the 
proper  explanation. 

Some  of  the  previous  speakers  have  referred 
to  optometrists,  and  the  statement  has  been  made 
ffiat  we  are  losing  a great  deal  of  our  work  to 
them.  It  has  been  said  that  much  of  the  refrac- 
tion work  is  being  done  by  optometrists.  I am 
not  sure  that  we  are  at  the  present  time  losing 
any  business  to  them  in  this  locality,  but  1 feel 
some  are  going  because  we  use  “drops.”  Dr. 
Heitger  mentioned  the  fact  that  many  men 
throughout  the  country  are  not  using  cyclo- 
plegics  and  are  getting  good  results.  To  my 
mind  the  question  is,  why  should  we  use  them? 
I know  many  of  us  think  we  ought  to  use  them, 
and  do  use  them  regularly.  I still  use  cyclo- 
plegics  occasionally,  but  have  regarded  them  as 
unnecessary  in  the  majority  of  cases,  and  be- 
lieve that  is  the  trend  throughout  the  country  to- 
day. In  another  twenty-five  years  I think  we 
will  seldom  use  cycloplegics  in  refraction  work. 
There  are  a great  many  people  who  object  to 
having  their  pupils  dilated,  and  these  are  the 
ones  who  are  going  to  the  optometrist  to  get 
their  glasses.  We  may  be  losing  some  business 
on  account  of  it. 

Whatever  method  you  employ,  if  you  use  it 
correctly,  you  will  get  about  the  same  results, 
and  I feel  we  will  have  fewer  people  complaining 
about  their  glasses  being  unsuitable  and  claim- 
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ing  inability  to  wear  them  if  we  will  employ  cy- 
cloplegic  less  and  fogging  more. 

C.  DeWeese,  Lexington:  Dr.  Cowley  has  pre- 

sented a splendid  paper.  I do  not  know  of  any- 
one who  has  had  an  opportunity  to  study  the 
eye  more  than  he  has.  Living  near  him  and  com- 
ing in  contact  with  him  as  I have  on  a number 
of  occasions,  I would  feel  some  hesitancy  in  sug- 
gesting anything  to  him  in  regard  to  refraction; 
and  certainly  I would  hesitate  to  try  and  make 
answer  to  his  question  about  variation  in  the 
ciliary  muscle  before  and  after  using  a cyclo- 
plegic.  I believe  he  uses  this  method  quite  ex- 
tensively. I think  he  dilates  the  pupil  in  prac- 
tically all  his  patients.  Personally  it  seems  to 
me  a most  excellent  method,  and  certainly  I do 
not  see  how  we  are  going  to  get  away  from  it 
in  chidren  and  in  early  adult  life.  I do  not  know 
just  how  anybody  is  going  to  fit  glasses  for  a 
child  without  using  a cycloplegic.  I cannot  do  it 
with  satisfaction  to  myself,  and  I use  a cyclo- 
plegic in  a great  number  of  my  cases.  It  is  my 
custom  to  make  three  examinations,  one  before 
the  use  of  a cycloplegic,  then  under  the  cyclo- 
plegic, then  check  the  results  afterward.  There 
is  only  one  objection  that  I can  see  to  the  use  of 
cycloplegics  in  early  adult  life,  that  is  it  takes 
a little  more  of  the  time  of  the  business  or  pro- 
fessional man,  because  he  is  literally  “put  out  of 
the  running''  for  a few  hours  if  the  method  is 
correctly  applied.  I have  never  been  able  to 
get  away  from  it,  nor  have  I noticed  any  such 
trend  on  the  part  of  others.  I think  it  is  the 
proper  thing  to  do. 

Dr.  Cowley  has  given  us  a wonderful  paper 
and  I am  sure  we  have  all  appreciated  it. 

R.  H.  Cowley,  Berea  (in  closing)  : None  of 

the  gentlemen  who  discussed  my  paper  has  of- 
fered a satisfactory  answer  to  my  question. 
This  is  what  I have  found,  and  I have  confirmed 
it  over  and  over  again:  A person  takes  a plus- 
one  in  the  pre-mydriatic  test,  and  will  only  ac- 
cept a plus  .62  or  -.75  afterward.  This  is  so  com- 
mon that  it  is  almost  the  universal  rule.  As  the 
majority  of  you  are  aware,  I deal  almost  ex- 
clusively with  people  from  fifteen  to  twenty 
years  of  age. 

In  regard  to  not  using  a cycloplegic:  If  I were 
a rich  man  I would  give  almost  anything  to  some- 
one who  would  show  me  how  to  fit  glasses  in 
young  people  without  using  a cycloplegic.  We 
have  between  twelve  hundred  and  thirteen  hun- 
dred students  at  Berea  College  every  year  who 
have  perhaps  not  been  away  from  home  before. 
I have  all  the  refraction  work  to  do,  and  I have 
tried  every  method  I could  to  avoid  using  a cyclo- 
pdegic.  Since  I have  adopted  the  plan  of  using 
a cycloplegic  and  making  a pre-mydriatic  and 
post-mydriatic  test,  I have  had  no  trouble. 


ENDOSCOPY  WITH  ANALYSIS  OF 
CASES.* 

By  Gaylord  C.  Hall,  M.  D.,  Louisville. 

Endoscopy,  the  visual  inspection  of  the  air 
and  food  passages,  has  developed  greatly  dur- 
ing the  past  few  years.  A number  of  fac- 
tors have  contributed  to  this.  First,  better  in- 
struments ; the  lights  are  more  reliable;  the 
working  space  has  been  increased  in  the  lat- 
est models  and  the  continuous  suction  tubes 
fitted  into  the  instruments  has  contributed 
much  to  the  ease  of  the  examination.  There 
has  been  greater  facility  in  the  use  of  the  in- 
struments and  better  understanding  of  tbe  me- 
chanical problems  involved  in  the  solution  of 
the  cases. 

The  more  frequent  use  of  the  instruments 
has  of  necessity  developed  a better  technique 
and  wider  fields  of  application  lias  been  the 
result. 

Incidently,  there  has  been  a better  reading 
of  the  signs  and  symptoms  in  suspected  cases 
of  trouble  so  that  there  has  developed  a fair- 
ly accurate  symptomotology  in  these  cases. 
This  applies  to  the  history,  the  physical  ex- 
amination, and  the  reading  of  the  x-ray 
plates. 

It  may  be  of  interest  to  detail  the  signs  and 
symptoms  in  groups  as  given  by  Dr.  Jackson 
in  his  book  on  Bronchscopy  and  Esophago- 
scopy. 

Esophageal  Foreign  Body  Symptoms. 

1.  There  are  no  absolutely  diagnostic 
symptoms. 

2.  Dysphagia,  however,  1s  the  most  con- 
stant complaint,  varying  with  the  size  of  the 
foreign  body,  and  the  degree  of  inflammatory 
or  spasmodic  reaction  produced. 

3.  Pain  may  be  caused  by  penetration  of 
a sharp  foreign  body,  by  inflammation  second- 
ary thereto,  by  impaction  of  a large  object,  or 
by  spasmodic  closure  of  the  hiatus  esophag- 
eus. 

4.  The  subjective  sensation  of  foreign 
body  is  usually  present,  but  can  not  be  relied 
upon  as  assuring  the  presence  of  a foreign 
body  for  this  sensation  often  remains  for  a 
time  after  the  passage  onward  of  the  intruder. 

5.  All  of  these  symptoms  may  exist,  often 
in  the  most  intense  degree,  as  the  result  of  pre- 
vious violent  attempts  at  removal;  and  the 
foreign  body  may  or  may  not  be  present. 

Symptoms  of  Laryngeal  Foreign  Body. 

1.  Initial  laryngeal  spasm  followed  by 
wheezing  respiration,  croupy  cough,  and  vary- 
ing degrees  of  impairment  of  phonation. 

2.  Pain  may  be  a symptom.  If  so,  it  is 
usually  located  in  the  laryngeal  regi  n,  though 
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in  some  cases  it  is  referred  to  the  ears. 

3.  The  larynx  may  tolerate  a thin,  flat, 
foreign  body  for  a relatively  long  period  of 
time,  a month  or  more;  but  the  development 
of  increasing  dyspnea  renders  early  removal 
imperative  in  the  majority  of  cases. 

Symptoms  of  Tracheal  and  Bronchial 
Foreign  Body. 

1.  Tracheal  foreign  bodies  are  usually 
movable  and  their  movements  can  usually  be 
felt  by  the  patient. 

2.  Cough  is  usually  present  at  once,  may 
disappear  for  a time  and  recur,  or  may  be  con- 
tinuous, and  may  be  so  violent  as  to  induce 
vomiting.  In  recent  cases  fixed  foreign  bod- 
ies cause  little  cough;  shifting  foreign  bod- 
ies cause  violent  coughing. 

3.  Sudden  shutting  off  of  the  expiratory 
blast  and  the  phonation  during  paroxysmal 
cough  is  almost  pathognomonic  of  a movable 
tracheal  foreign  body. 

4.  Dyspnea  is  usually  present  in  tracheal 
foreign  bodies,  and  is  due  to  the  bulk  of  the 
foreign  body  plus  the  subglottic  swelling  caus- 
ed by  the  traumatism  of  the  shiftings  of  the 
intruder. 

5.  Dyspnea  is  usually  absent  in  bronchial 
foreign  bodies. 

6.  The  respiratory  rate  is  increased  only 
if  a considerable  portion  of  lung  is  out  of 
function,  by  the  obstruction  of  a main  bron- 
chus, or  if  inflammatory  sequelae  are  exten- 
sive. 

7.  The  Asthmatoid  Wheeze  is  usually  pres- 
ent in  tracheal  foreign  bodies,  and  is  often 
louder  and  of  lower  pitch  than  the  asthma- 
toid wheeze  of  bronchial  foreign  bodies.  It  is 
heard  at  the  open  mouth,  not  at  the  chest 
wall;  and  prolonged  expiration  as  though  to 
rid  the  lungs  of  all  residual  air,  may  be  neces- 
sary to  elicit  if. 

8.  Pain  is  not  a common  symptom,  but 
may  occur  and  be  accurately  localized  by  the 
patient,  in  case  of  either  tracheal  or  bronchial 
foreign  body. 

Early  Symptoms  of  Irritating  Foreign 

Body  Such  as  a Peanut  Kernel  in  the 
Bronchus. 

1.  Initial  laryngeal  spasm  is  almost  invar- 
iably present  with  foreign  bodies  of  organic 
nature,  such  as  nut  kernels,  peas,  beans, 
maize,  etc. 

2.  A diffuse  purulent  laryngo-tracheo- 
bronchitis  develops  within  24  hours  in  chil- 
dren under  two  years. 

3.  Fever,  toxemia,  cyanosis,  dyspnea  and 
paroxysmal  cough  are  promptly  shown. 

4.  The  child  is  unable  to  cough  up  the 
thick  mucilaginous  pus  through  the  swollen 
larynx  and  may  “drown  in  its  own  secre- 
tions” unless  the  offender  Jbe  removed. 

5.  “Drowned  lung,”  that  is  to  say  natural 
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passages  filled  with  pus  and  secretions,  rapid- 
ly formas. 

6.  Pulmonary  abscess  develops  sooner  than 
in  case  of  mineral  foreign  bodies. 

7.  The  older  the  child  the  less  severe  the 
reaction. 

Symptoms  of  Prolonged  Foreign  Body  So- 
journ in  the  Bronchus. 

1.  The  time  of  inhalation  of  a foreign  body 
may  be  unknown  or  forgotten. 

2.  Cough  and  purulent  expectoration  unti- 
mately  result,  although  there  may  be  a delus- 
ive protracted  symptomless  interval. 

3.  Periodic  attacks  of  fever,  with  chills 
and  sweats,  and  followed  by  increased  cough- 
ing and  the  expulsion  of  a large  amount  of 
purulent,  usually  more  or  less  foul  material, 
are  so  nearly  diagnostic  of  foreign  body  as 
to  call  for  exclusion  of  this  probability  with 
the  utmost  care. 

4.  Emaciation,  clubbing  of  the  fingers  and 
toes,  night  sweats,  hemoptysis,  in  fact  all  of 
the  symptoms  of  tuberculosis  are  in  most 
cases  simulated  with  exactitude,  even  to  the 
gain  in  weight  by  an  out-door  regime. 

5.  Tubercle  bacilli  have  never  been  found, 
in  the  cases  at  the  Bronchoscopic  Clinic,  asso- 
ciated with  foreign  body  in  the  bronchus. 

The  exceptional  case  has  at  last  been 
encountered.  A boy  with  a tack  in  the  bron- 
chus was  found  to  have  pulmonary  tubercu- 
losis.) In  cases  of  prolonged  sojourn  this  has 
been  the  only  element  lacking  in  a complete 
clinical  picture  of  advanced  tuber;  ulosis.  One 
point  of  difference  was  the  almost  invariably 
rapid  recovery  after  removal  of  the  foreign 
body.  The  statement  in  all  of  the  text-books, 
that  foreign  body  is  followed  by  phthisis  pul- 
monalis  is  a relic  of  the  days  when  the  bacil- 
lary origin  of  true  tuberculosis  was  unknown, 
hence  the  foreign  body  phthisis  pulmonalis,  or 
pseudo  tuberculosis,  was  confused  with  the 
true  pulmonary  tuberculosis  of  bacillary  or- 
igin. 

6.  The  subjective  sensation  of  pain  may 
allow  the  patient  accurately  to  localize  a for- 
eign body. 

7.  Foreign  bodies  of  metallic  or  organic 
nature  may  cause  their  peculiar  taste  in  the 
sputum. 

8.  Offensive  odored  sputum  should  always 
suggest  bronchia]  foreign  body:  but  absence 
of  sputum,  odorous  or  not,  should  not  exclude 
foreign  body. 

9.  Sudden  complete  obstruction  of  one 
main  bronchus  does  not  cause  noticeable  dysp- 
nea provided  its  fellow  is  functioning. 

10.  Complete  obstruction  of  a bronchus  is 
followed  by  rapid  onset  of  symptoms. 

11.  The  physical  signs  usually  show  limi- 
tation of  expansion  on  the  affected  side,  im- 
pairment of  percussion,  and  lessened  trans- 
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mission  or  absence  of  breath-sounds  distal  to 
the  foreign  body. 

In  the  handling  of  a suspected  case  three 
things  are  essential.  First,,  the  taking  of  a 
very  careful  history.  This  applies  not  only 
to  the  immediate  symptoms  but  should  be 
carried  back,  it  may  be  over  a period  of  sev- 
eral years.  Careful  questioning  of  the  par- 
ents will  often  elicit  important  information 
regarding  the  possible  ingestion  of  a foreign 
body  they  had  considered  of  no  importance 
whatsoever. 

After  the  history,  a careful  physical  exam- 
ination should  be  made,  especially  in  suspect- 
ed disease  of  the  air  passages.  This  should 
preferably  be  done  by  an  internist,  though 
one  may  get  much  valuable  information  with 
the  careful  use  of  the  stethoscope,  percussion, 
and  palpation. 

Finally  careful  x-ray  examination  should  be 
conducted.  This  will  show  foreign  bodies  if 
of  greater  density  than  the  bones  of  the  pa- 
tient and  may  disclose  valuable  information 
regarding  the  presence  of  emphysema  or  col- 
lapse of  the  lung  distal  to  the  suspected  ob- 
struction, or  disclose  the  “drowned  lung” 
present  in  abscesses  or  other  conditions. 

There  are  few  if  any  contraindications  for 
instrumentation,  though  in  case  of  aneurysm 
one  naturally  would  not  be  inclined  to  resort 
to  this  method.  It  is  well  to  remember  that 
there  should  be  a definite  time  limit  to  these 
seances.  Certainly  7iot  over  forty-five  min- 
utes and  better  thirty  minutes,  and  it  is  well 
to  impress  upon  both  the  patient  and  the  fam- 
ily physician  the  fact  that  whereas  one  may 
be  unsuccessful  the  first  time  the  case  may  be 
successfully  solved  at  a second  or  third  in- 
strumentation. In  fact,  it  is  much  better  to 
have  several  short  sessions  than  one  session 
unduly  prolonged. 

In  general  it  mav  be  said  that  prompt  in- 
strumentation in  these  cases  is  highly  desir- 
able and  the  sooner  the  better.  It  should  be 
remembered,  however,  that  when  one  skilled 
in  the  use  of  these  instruments  is  not  immed- 
iately available  and  the  patient  is  subject  to 
much  dyspnea  it  is  far  better  to  do  a tracheo- 
tomy to  relieve  the  dyspnea  if  possible  and  the 
consequent  strain  on  tiie  heart  than  to  ex- 
hause  the  patient’s  vitality  through  a long 
coninued  dyspnea. 

It  must  not  be  assumed  that  the  extraction 
of  foreign  bodies  does  or  should  make  up  the 
bulk  of  this  work. 

It  is  valuable  for  diagnosis  of  various  ob- 
scure conditions  and  may  be  the  only  method 
by  which  a diagnosis  can  be  made.  In  the 
oesophagus  difficulty  is  swallowing,  regurgi- 
tation of  food  calls  for  a diagnostic  oesophag- 
oscopy.  In  the  air  passages,  hemorrhage  or 
blood  s+rined  sputum  not  otherwise  account- 


ed for ; persistent  dyspnea ; discharge  which 
is  persistently  negative  for  tubercle  bacillus 
call  for  diagnostic  bronchoscopy. 

Jackson  and  others  have  diagnosed  tumors 
of  tlxe  air  passages  and  in  some  cases  removed 
them  when  in  a favorable  situation. 

In  treatment  the  method  of  dilation  in  ob- 
structive disease  of  the  oesophagus  is  notable. 

As  a method  of  treatment  in  the  air  pas- 
sages the  removal  of  diphtheritic  membrane  as 
practiced  by  Lynch  and  one  of  our  own  mem- 
bers. The  pumping  out  of  drowned  lung  in 
acute  edema  and  the  aspiration  of  pulmonary 
abscesses  when  recent  indicates  an  ever  broad- 
ening field  in  its  application. 

Coming  to  the  analysis  of  my  own  cases 
we  find:  Total  cases,  126;  bronchoscopies, 

45;  oesophagoscopies,  81.  Of  the  broncho- 
scopies thirty  were  for  foreign  bodies ; fif- 
teen for  suspected  foreign  body  which  was 
not  there  or  for  other  conditions. 

In  this  series  there  were  four  deaths.  One 
on  the  table;  cause  not  determined.  Two  with- 
in twenty-four  hours  after  removal  of  the  for- 
eign body,  due  to  severe  infection  present  at 
the  time  of  operation;  one  was  a peanut  case, 
the  other  a nut  shell.  One  in  about  nine 
months  after  the  accident,  due  to  non-removal 
of  foreign  body. 

There  was  one  failure  to  remove  a foreign 
body,  a small  pin  in  the  deeper  part  of  the 
lung.  Only  one  attempt  was  allowed,  the  pa- 
tient dying  some  months  later  of  septic  con- 
dition in  the  lung. 

In  only  one  case  wras  lower  bronchoscopy 
necessary. 

There  were  two  cases  of  chronic  edema  of 
the  larynx. 

Two  abscesses  of  the  lung. 

In  three  cases  the  foreign  body  was  coughed 

up. 

There  was  one  tumor  in  trachea,  and  one 
carcinoma  of  larynx. 

The  nature  of  the  foreign  bodies  was  as 
follows:  Corn,  ten  cases.  Peanuts,  four.  Beans, 
four.  Watermelon  seeds,  two.  Nut  shells, 
two.  Button,  screw,  safety  pin,  cockle  burr, 
nail,  glass  b“ad,  metal  tag,  and  straight  pin, 
one  case  each. 

The  oesophagostomi.es  were  distributed  as 
follows:  Forty-three  were  for  foreign  bodies. 
Thirty-eight  were  for  suspected  foreign  bod- 
ies not  found  or  for  other  conditions. 

There  were  no  deaths.  This  serves  to  con- 
trast with  the  bronchoscopies. 

In  one  case  only  did  we  fail  to  remove  the 
foreign  body,  one  attempt  only  being  allowed. 

There  were  nineteen  cases  of  stricture  of 
the  oesphagus.  Six  of  these  were  spasmodic; 
thirteen  were  organic.  Of  Ihe  thirteen  cases 
of  organic  stricture  the  cause  was  as  follows: 
Lye  or  other  chemical,  six.  Malignant,  three. 
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Congenital-syphilitic,  typhoid,  one  each.  One 
not  determined,  though  it  was  probably  sy- 
philitic. One  diverticulum  of  oesophagus. 
There  was  one  case  of  peptic  ulcer  near  the 
cardia.  One  case  of  dysphagia  without  as- 
signable cause.  There  were  twelve  cases  of 
cuts  and  abrasions  of  the  oesophageal  wall 
due  to  foreign  body  that  had  passed  on,  leav- 
ing an  oesophagitis. 

The  character  of  the  foreign  bodies  was  as 
follows:  Bone,  eleven  cases.  Coins,  seven 

cases.  Meat,  four  cases.  Safety  pins,  six  cas- 
es. Peach  with  part  of  seed,  three  cases.  But- 
ton, two  cases.  Seeds,  two  eases.  Tooth  plates, 
two  cases.-  Nut  shell,  egg  shell,  china,  collar 
button,  screw,  straight  pin,  each  one  case.  One 
case  of  congenital  atresia  of  oesophagus  com- 
municating with  trachea. 

The  following  case  reports  will  serve  to  il- 
lustrate the  various  types  of  trouble. 

E.  F.,  aged  2 1-2  years,  seen  10-O-23.  Pa- 
tient has  stricture  of  the  oesophagus  following 
lye  burn.  Had  been  previously  treated  by 
Dr.  Pirkey  and  was  getting  along  saisfac- 
torily  until  he  swallowed  a pawpaw  seed 
which  lodged  above  stricture,  completely 
blocking  the  oesophagus.  Patient  seen  at 
Childrens  Hospital.  Pawpaw  seed  removed 
and  stricture  dilated.  Subsequent  dilations 
at  three  months  intervals.  Patient  discharged 
after  a year  and  a half. 

R.  L.,  aged  13  years,  Carrollton,  Ky.,  seen 
2-8-22.  Two  days  ago  sucked  portion  of  a 
.32  caliber  bullet  into  right  bronchus,  which 
was  located  by  Dr.  Donaldson  of  Carrollton 
with  the  x-ray.  Picture  sent  down  with  pa- 
tient. Temperature  99.8°  F.  Pulse  96.  No 
rales  in  chest.  Air  to  both  sides  equally.  Pa- 
tient claimed  that  he  coughed  up  bullet  while 
coming  down  on  train.  Fluoroscopic  examin- 
ation shows  chest  clear.  Bullet  discovered  in 
lower  pelvis.  X-ray  plate  confirms  findings. 
No  operation. 

I.  C.,  aged  8 years,  Corbin,  Ky.,  seen  6-21- 
24.  Patient  has  particle  of  button  in  the  lung. 
Has  been  present  for  six  weeks ; has  intermit- 
tent periods  of  high  fever,  cough,  and  abund- 
ant expectoration  followed  by  amelioration  of 
symptoms.  X-ray  examination  shows  slight 
shadow  on  the  right  side.  Bronchoscopy : 
Button  seen  in  righ  bronchus.  Seized  with 
forceps  several  times  but  slipped  off  at  level 
of  cords.  On  last  attempt  it  was  thought  that 
particle  was  drawn  up  in  mouth  and  swallow- 
ed. Complete  absence  of  all  symptoms  for  ten 
days.  Second  bronchoscopy  ten  days  later. 
Discovered  button  in  right  bronchus ; removed 
without  difficulty. 

D.  B.,  aged  8 years,  Irvine,  Ky.  Seen  3-13- 
23.  Several  days  ago  sucked  a bead  into  left 
bronchus.  Has  very  little  reaction.  Occas- 
ional cough ; slight  cyanosis ; breath  sounds 


heard  In  both  lungs  with  slight  impairment  on 
the  left  side.  Bronchoscopy  showed  bead  in 
the  left  bronchus.  Neither  forceps  nor  hooks 
could  be  passed  beyond  bead.  Beginning 
edema  above.  After  thirty  minutes  work  the 
attempt  was  abondoned.  Four  days  later  sec- 
ond attempt  made  without  success.  Four 
days  later  third  attempt,  at  which  time 
bead  was  successfully  extracted  by  means  of 
a special  screw  arrangement  which  fitted  in- 
to the  hole  of  the  bead.  Recovery. 

E.  F.  T.,  aged  10  months,  seen  in  consulta- 
tion with  Dr.  Wolfe  11-24-24.  Child  had  al- 
ways been  healthy.  Mother  stated  that  baby 
had  a coughing  spell  while  playing  on  the 
floor.  Symptoms  were  but  momentary,  but 
Dr.  Wolfe  was  called.  Patient;  brought  to 
hospital  by  Dr.  Wolfe  and  x-ray  picture  tak- 
en, which  was  negative  for  foreign  body. 
There  were  no  localized  symptoms  and  no  dif- 
ficulty in  breathing.  It  was  thought  that  a 
bronchoscopic  examination  under  the  cieum- 
stances  was  not  justifiable.  Patient  seen 
twenty-four  hours  later.  Child’s  condition 
was  precarious.  Marked  cyanosis  with  great 
difficulty  in  breathing  together  with  rapid  res- 
piration. Considerable  laryngeal  edema  was 
present.  A bronchoscope  was  passed  beyond 
locating  a foreign  body  at  the  bifurcation  of 
the  trachea.  Dr.  Wolfe  did  a tracheotomy 
with  bronchoscope  in  position.  A rather  large 
particle  of  hickory  nut  shell  was  removed 
through  the  bronchoscope.  Child  left  the  ta- 
ble in  good  condition.  The  following  morn- 
ing at  2 o’clock  I was  called  by  the  nurse  on 
account  of  the  difficulty  in  breathing.  On 
reaching  the  hospital  the  child  was  breathing 
quietly  and  the  pulse  was  of  good  volume.  Air 
was  entering  freely  on  both  sides  of  the  lungs. 
The  tube  was  cleaned  and  changed  and  there 
was  apparently  no  difficulty  present.  At  5 
o’clock  that  morning  the  child  went  into  sud- 
den collapse  and  died,  the  cause  of  death  not 
being  determined  though  apparently  it  was 
due  to  a sudden  dilatation  of  the  heart  as 
the  nurse  had  stated  that  there  was  no  inter- 
ference with  breathing  up  to  the  time  that  the 
collapse  came.  Efforts  at,  resuscitation  car- 
ried on  for  over  an  hour  were  unavailing. 
This  case  illustrates  the  poisonous  qualities 
of  nut  kernels  and  shells  and  the  necessity  for 
early,  prompt  intervention  even  in  the  tem- 
porary absence  of  symptoms.  T believe  had 
bronchoscopy  been  done  on  this  child  twenty- 
four  hours  earlier  we  would  have  probably 
have  had  a successful  result. 

M.  E.  R.,  aged  5 years,  seen  3-20-25.  This 
patient  was  also  referred  by  Dr.  Wolfe  the 
h'i'storv  being  that  four  weeks  previously  was 
thought  to  have  aspirated  some  glass  beads 
into  her  lungs.  Since  that  time  she  has  been 
hoarse,  had  coughing  attacks,  irregular  fev- 
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er,  and  rapid  pulse.  Has  complete  aphonia,. 
X-ray  examination  of  the  chest  was  negative. 
Physical  examination  of  the  chest  was  like- 
wise negative.  Patient  has  rather  large,  prom- 
inent tonsils  and  adenoids.  Bronchoscopy 
shows  marked  edema  of  the  larynx  with  neg- 
ative findings  as  to  the  lungs.  The  patient’s 
dyspnea  increasing  a tracheotomy  was  done 
twenty-four  hours  following  the  bronchscopy, 
a tube  inserted  and  left  in  place  for  ten  days 
at  which  time  a direct  layngoscopy  was  done 
which  showed  the  edema  of  the  larynx  as  be- 
fore. Careful  search  was  made  for  the  pres- 
ence of  a foreign  body  in  the  ventricles  of  the 
larynx  but  none  was  found.  Leaving  the 
tracheotomy  tube  in  position  it  was  decided  on 
consultation  with  Dr.  Wolfe  that  the  best 
thing  to  do  woujd  be  to  remove  the  tonsils  and 
adenoids  inasmuch  as  no  other  explanation  for 
the  continued  edema  could  be  found.  This  op- 
eration was  performed  by  Dr.  Wolfe.  Two 
weeks  later  another  laryngoscopy  was  per- 
formed at  which  time  it  was  seen  that  the 
edema  of  the  larynx  had  entirely  disappeared. 
The  tube  was  then  removed  and  the  patient 
kept  under  observation  but  she  has  remained 
perfectly  well. 

L.  T.  N.,  aged  6±  years,  Columbia,  Ky.  Seen 
12-3-25.  Patient  was  referred  to  me  by  Dr. 
Irvin  Abell  with  the  following  history:  that 
four  weeks  before  while  going  up  a hill  he  had 
pulled  off  a twig  from  a cedar  tree  and  put 
same  in  mouth;  suddenly  taking  a deep  breath 
through  the  mouth  he  had  aspirated  these 
twigs  and  spines  into  the  lung.  Has  had  much 
cough,  considerable  dyspnea  and  irregular 
fever;  profuse,  fetid  expectoration.  Was  sent 
to  hospital  and  bronchoscope  passed,  the  path- 
ology being  entirely  located  in  the  left  lung. 
Much  necrotic  tissue  and  considerable  pus  as- 
pirated. No  trace  of  spines  or  twig  could  be 
seen  at  first  bronchoscopy.  Much  improve- 
ment resulted  from  the  first  treatment.  The 
second  bronschoseopy  was  done  a week  follow- 
ing. The  edema  of  the  lung  tissue  was  much 
less  as  well  as  the  expectoration  and  odor.  Fol- 
lowing the  second  bronchoscopy  patient  in  a 
fit  of  coughing  during  the  night  coughed  up 
considerable  number  of  cedar  spines,  after 
which  the  condition  of  the  lung  greatly  im- 
proved. 

The  third  bronchoscopy  was  done  in  anoth- 
er week,  which  showed  the  lung  clearing  rap- 
idly, the  necrotic  material  having  practically 
disappeared  and  very  little  pus'  was  present. 
The  physical  examination  of  the  chest  also 
showed  the  absence  of  rales  and  the  return  of 
the  resonant  percussion  not  over  the  affected 
area  of  the  left  side.  Patient  was  sent  home 
with  pulse  and  temperature  normal,  practical 
absence  of  expectoration,  and  feeling  greatly 
improved. 


DISCUSSION. 

S.  Ii.  Marks,  Lexington:  Dr.  Hall  has  intro- 

duced a very  broad  subject,  and  I have  certainly 
enjoyed  his  paper.  We  do  not  see  enough  such 
cases  and  each  presents  its  own  problem.  A care- 
ful history  is  a feature  which  cannot  be  too 
strongly  emphasized,  particularly  the  fact  that  a 
foreign  body  has  been  inspired  which  has  passed 
entirely  through  the  larynx;  the  first  symptom 
that  occurs  after  the  inspiration  is  an  expira- 
tory cough,  and  if  careful  history  is  obtained 
this  type  of  cough  will  be  shown  to  have  occur- 
red. 

In  studying  the  roentgen-ray  plate  there  are 
several  things  to  be  kept  in  mind.  Dr.  Manges 
who  is  connected  with  the  Jackson  Clinic  has 
probably  done  more  than  anybody  else  in  this 
country  toward  the  development  of  a proper 
x-ray  study  in  these  cases.  He  describes  several 
types  of  cases  which  show  different  findings. 
One  type  he  calls  “ball-valve”  obstruction.  In 
such  cases  the  foreign  body  becomes  lodged  in 
the  bronchial  tree  and  emphysema  occurs  in  that 
portion  of  the  lung  because  of  imprisoned  air  as 
is  shown  in  the  roentgen-ray  picture.  In  those 
cases  he  takes  a picture  not  only  on  inspiration 
but  also  on  expiration,  thus  flattening  the  nor- 
mal lung  as  much  as  possible  and  increasing  the 
shadow  of  the  emphysema-block  on  the  other 
side.  We  have  found  his  studies  and  suggestions 
very  valuable. 

As  to  the  cases  in  which  tracheotomy  is  de- 
manded: Most  of  my  tracheotomies — I think  I 
have  had  only  two — have  oeen  in  cases  where  I 
could  not  remove  the  foreign  body.  In  both  in- 
stances the  foreign  body  was  an  open  safety 
pin.  Some  authors  recommend  tracheotomy  in 
every  instance  where  a protein  body  is  present 
because  of  the  very  extensive  tracheo-bronchial 
secretion  which  will  strangle  or  drown  the  child 
if  it  is  not  done.  In  doing  a tracheotomy  the 
wound  is  held  open  by  sutures  and  the  suction 
apparatus  used.  This  will  often  bring  away  the 
foreign  body  with  the  secretion,  or  it  may  be 
removed  through  the  tracheotomy  wound.  I had 
one  such  case  in  which  tracheotomy  had  been 
done  eight  hours  before  I saw  the  child.  He 
was  almost  dead  at  the  time.  The  first  thing 
I did  was  to  apply  the  suction  apparatus  to  get 
rid  of  the  excessive  secretion,  and  then  removed 
through  the  tracheal  wound  a bean  which  had 
become  impacted  in  right  second  division  bron- 
chus. If  I had  not  used  suction  first  I am  sure 
the  child  would  have  died. 

One  thing  we  have  found  very  valuable  in 
esophageal  foreign  bodies  is  the  use  of  a bis- 
muth capsule.  We  use  an  ordinary  capsule  hold- 
ing ten  grains  of  bismuth  which  lodges  and 
shows  the  absolute  location  of  the  foreign  body. 

We  have  made  a few  studies  with  lipiodol. 
One  case  was  of  great  interest  to  me.  This  pa- 
tient was  seen  with  Drs.  McClure  and  Scott,  a 
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boy  of  18  with  a history  of  a severe  attack  of 
measles  at  13,  followed  by  a constant  cough 
with  expectoration.  Dr.  Scott  thoroughly  ex- 
amined him  for  evidences  of  tuberculosis  with 
negative  results.  The  boy  had  profuse  hemor- 
rhages from  the  lung,  he  was  greatly  depleted  in 
health  and  strength.  I dilated  an  abscess  cav- 
ity which  was  found  in  the  right  lung  and  in- 
jected argyrol.  After  six  or  seven  weekly  treat- 
ments he  became  very  r uch  better,  but  still  had 
his  cough  and  an  occasional  hemorrhage.  Dur- 
ing a paroxysm  of  coughing  he  ejected  the  ver- 
tebra of  a bird.  We  found  lipiodol  valuable  in 
locating  the  site  of  obstruction  and  abscess. 

Gaylord  C.  Hall,  Louisville  (in  closing)  : The 
point  made  by  Dr.  Marks  in  regard  to  impris- 
oned air  in  the  lungs  wjiere  the  foreign  body  is 
lodged  in  the  bronchial  tree,  and  the  develop- 
ment of  emphysema  in  that  portion  of  the  lung, 
is  very  important.  He  also  mentioned  another 
feature  which  should  be  emphasized,  namely  the 
application  of  suction  to  tracheotomy  wounds. 
Instead  of  trying  to  make  the  patient  cough  and 
thereby  expel  the  secretion,  suction  apparatus 
should  be  placed  into  the  trachea  and  suction 
applied,  taking  care  to  move  the  suction  tube 
back  and  forth  rather  than  leaving  it  in  one 
place,  and  it  is  often  surprising  the  amount  of 
material  that  can  be  obtained. 

Of  course  this  work  is  difficult.  The  chief 
drawback  I have  found  in  the  work  over  a per- 
iod of  several  yeai;s  is  that  we  see  patients  so 
late.  For  example,  in  cases  of  foreign  bodies,  in- 
stead of  seeing  the  patients  immediately  after 
the  accident  has  occurred,  it  is  sometimes  any- 
where from  three  or  four  days  to  three  or  four 
months  before  the  patients  are  referred  to  us, 
and  definite  changes  have  then  occurred  placing 
the  patients  at  a definite  disadvantage.  If 
there  is  one  thing  I would  like  to  emphasize 
more  than  another  in  this  work,  it  is  to  give  us 
a chance  to  see  these  patients  early;  do  not  de- 
lay until  the  diagnosis  is  unmistakable  and  def- 
inite pathological  changes  have  taken  place. 
The  patient  would  be  infinitely  better  off  if  in 
suspected  cases  we  were  given  an  opportunity 
to  clarify  the  diagnosis.  Neither  bronchoscopy 
nor  esophagoscopy  in  itself  carries  with  it  any 
practical  danger  and  no  mortality.  If  we  have 
found  no  pathology  we  have  done  the  patient  no 
harm  and  only  minor  amount  of  discomfort  in 
employing  the  only  method  by  which  a definite 
diagnosis  can  be  made,  and  I would  urge  that 
we  be  permitted  to  see  these  patients  earlier. 


ACUT^l  PANCREATITIS:  REPORT  OF 
THREE  CASES.* 

By  L.  Wallack  Frank,  B.  A.,  M.  D.,  F.  A. 

C.  S,  Louisville 

Of  the  acute  catastrophies  occurring  with- 
in the  abdomen,  there  is  none  so  serious  nor 
is  there  any  in  which  the  mortality  is  higher 
than  in  acute  hemorrhage  pancreatitis.  The 
disease  makes  its  appearance  suddenly  and  is 
characterized  by  sharjj  pain  in  the  abdomen 
associated  with  persistent  vomiting.  On  ac- 
count of  the  latter,  most  of  the  cases  are  diag- 
nosed intestinal  obstruction. 

Acute  pancreatitis  is  supposed  to  be  due  to 
regurgitation  of  bile  into  the  duct  of  AVirsung 
or  Santorini.  The  following  cases  illustrate 
the  mode  of  onset  and  the  usual  result  of  this 
disease : 

Case  I.  Mr.  F.,  aged  53,  was  referred  to  us 
June  18th,  1926,  on  account  of  pain  in  the 
abdomen.  He  gave  the  history  of  having  felt 
well  except  for  occasional  indigestion  during 
the  past  three  months.  The  indigestion  was 
characterized  by  a feeling  of  fulness  after 
meals  and  belching.  Two  or  three  days  ago 
he  had  several  sharp  pains  in  his  upper  abdo- 
men. They  were  not  very  severe  and  he  did 
not  consult  a physician.  Night  before  last 
he  developed  severe  pain  in  his  upper  abdo- 
men and  vomited  several  times.  No  blood. 
Aresterday  he  felt  somewhat  better,  but  at 
noon  today  he  became  worse,  he  felt  weak, 
and  his  abdomen  became  distended.  Several 
enemas  were  given  with  no  result. 

Examination  showed  a fat,  shock-neck  man, 
breathing  with  difficulty,  and  apparently  very 
sick.  His  heart  was  normal  except  for  rap- 
idity. Lungs  normal.  The  abdomen  was 
greatly  distended  and  there  was  general  ab- 
dominal tenderness  more  acute  in  the  right 
iliac  fossa  and  in  the  upper  abdomen  to  the 
right  of  the  inidline.  Slight,  general  rigidity. 
No  masses.  Peristalsis  not  heard.  Blood 
count  showed  12,900  leucocytes,  92  per  cent 
polymorplionuclears. 

The  patient  was  operated  upon  with  the  di- 
agnosis of  perf  ora  ted  duodenal  ulcer  and  when 
the  abdomen  was  opened  it  was  found  to  be 
filled  with  bloody  fluid.  There  was  exten- 
sive fat  necrosis  throughout  the  omentum. 
The  stomach,  liver  and  duodenum  were  nor- 
mal. The  gall  bladder  was  greatly  distend- 
ed, but  no  calculi  were  palpable.  The  pan- 
creas was  large,  hard,  and  hemorrhagic.  A 
drainage  tube  was  placed  down  to  the  pan- 
creas through  the  gastrocolic  omentum,  a sec- 
ond tube  placed  in  the  foramen  of  Winslow, 
and  another  drain  placed  through  the  gastro- 
hepatic  omentum  down  to  the  pancreas.  The 
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abdomen  was  then  closed.  The  patient  died 
within  thirty  hours. 

Case  11.  Mr.  i\l.,  aged  55,  was  first  teen 
by  us  the  morning  of  April  18th,  1527,  with 
the  history  that  ten  years  ago  he  had  an 
acute  attack  ot  upper  abdominal  p'ain  which 
was  diagnosed  as  duodenal  uicer  possibly  per- 
forated. lie  was  treated  medically  and  re- 
covered. i’  ive  years  ago  he  had  a similar  at- 
tach, not  quite  so  severe.  Oilier  than  that  he 
nad  felt  well  except  for  an  occasional  disten- 
sion with  gas. 

Three  days  before  we  saw  him  he  developed 
acute  discomfort  in  the  upper  abdomen,  liis 
suffering  was  not  very  intense  and  there  was 
no  vomiting  the  first  day.  The  next  day  his 
discomfort  increased,  he  began  vomiting  with- 
in a few  hours,  and  peristalsis  ceased.  An 
enema  gave  no  result.  Vomiting-  was  not  pro- 
jective in  type  and  consisted  of  small  quan- 
tities ot  fluiu  regurgitated  into  the  mouth. 
He  became  weaker,  the  pulse  rate  increased, 
and  upper  abdominal  pain  became  worse. 

Thysical  examination  showed  a rather  short 
man,  somewhat  fat.  Pulse  112  to  118,  tem- 
perature 100.5°  F.  Leucocyte  count  12,000. 
He  was  admitted  to  hospital  with  the  diagnos- 
is' or  intestinal  obstruction.  Examination  of 
the  abdomen  at  that  time  showed  some  peris- 
talsis. 

With  the  foregoing  as  the  pre-operative 
diagnosis,  the  abdomen  was  opened  early  the 
following  morning.  There  was  some  blood- 
tinged  fluid  in  the  lower  abdomen.  Incision 
was  made  to  the  right  of  the  umbilicus  under 
the  belief  that  the  trouble  was  located  in  the 
lower  abdomen.  There  was  decided  evidence 
of  inflammation  throughout  the  cavity  and  in 
one  area  the  intestine  was  collapsed.  Numer- 
ous areas  of  fat  necrosis  were  found.  The 
upper  abdomen  was  examined.  The  gall  blad- 
der was  small,  contracted  well  under  the  river, 
and  contained  probably  a dozen  small  calculi, 
each  about  the  size  of  a BB  shot.  The  pan- 
creas, including  the  entire  body  almost  to  the 
tail,  was  three  times  the  normal  size  and  quite 
hard.  A drainage  tube  was  placed  in  the 
gastrohepatic  region,  the  gall  bladder  was 
drained,  no  attempt  being  made  to  remove  the 
calculi,  and  the  man  was  returned  to  bed.  He 
died  within  twenty-four  hours. 

In  both  the  foregoing,  cases  the  post-opera- 
tive diagnosis  was  acute  pancreatitis. 

Case  J.II.  Mr.  E.,  aged  62,  was  first  seen 
by  us  September  25th,  1926.  He  had  com- 
plained of  pain  in  the  upper  abdomen  and 
the  diagnosis  of  gall  bladder  had  'been  made. 
Operative  intervention  was  advised.  He  gave 
the  history  of  gaseous  indigestion  and  pain 
in  his  upper  abdomen.  At  one  time  the  pain 
was  so  severe  that  he  went  into  collapse. 
Vomiting  was  always  present.  He  recovered 


from  the  attack,  but  had  a recurrence  two 
months  later,  and  then  came  to  Louisville.  It 
was  during  his  stay  in  the  hospital  that  he 
had  an  attack  of  terrific  pain  in  which  he  be- 
came cold  and  clammy,  pulse  rapid,  and  vom- 
iting incessantly. 

In  this  case  we  made  the  diagnosis  of  acute 
pancreatitis.  Arrangements  were  completed 
to  operate  upon  him  two  days  later,  and  he 
had.  another  attack  while  we  were  getting  him 
into  condition  suitable  for  operation. 

Operation  disclosed  a rather  recent  chole- 
cystitis, showing  evidence  of  some  leakage 
with  adhesions, # the  gall  bladder  was  much 
thickened  showing  evidence  of  previous  dis- 
ease. The  pancreas  was  two  and  a half  times 
the  normal  size,  and  rather  hard.  Drainage 
was  instituted  and  the  patient  made  an  un- 
eventful recovery.  In  this  case  there  was  no 
fat  necrosis  in  the  abdomen.  The  drainage 
tube  remained  in  situ  for  three  months,  and 
since  then  the  man  has  gained  twenty-five 
pounds  in  weight,  and  looks  better  than  he  has 
in  twenty  years.* 

Since  the  foregoing  report  this  patient 
has  been  reoperated  and  the  gall  blad- 
der removed.  At  this  operation  examination 
of  the  pancreas  revealed  it  to  be  of  normal 
size  and  of  normal  consistency.  He  made  a 
good  operative  recovery  and  since  then,  which 
is  about  four  months  now,  he  has  remained 
entirely  well. 

My  reason  for  reporting  these  cases  is  that 
we  see  a great  many  individuals  whose  his- 
tory shows  that  they  have  had  attacks  of  pain 
due  to  the  presence  of  gall  stones  and  appar- 
ently recovered  under  medical  treatment. 
These  cases  illustrate  the  point  that  we  must 
not  consider  gall  stones,  when  definitely 
shown  to  be  present,  as  being  an  innocent 
disease.  The  potentialities  for  harm  are  very 
great.  I have  mentioned  two  men  whose  lives 
were  lost.  In  one  case  the  diagnosis  was  not 
made,  but  if  the  patient  had  sought  medical 
advice  1 do  not  believe  there  is  any  question 
that  the  diagnosis  would  have  been  made 
clear.  In  the  other  case  the  diagnosis  of  gall 
stones  was  made.  Certainly  by  a careful 
study,  test  meals,  roentgenographic  examina- 
tion, etc.,  the  diagnosis  can  be  correctly  made 
in  the  majority  of  cases.  Had  these  two  pa- 
tients been  operated  upon  early,  there  is  lit- 
tle question  that  they  would  have  been  living 
today. 

The  third  case,  fortunately,  was  diagnosed 
early  as  gall  bladder  disease,  and  the  patient 
sought  medical  advice  soon  enough  for  some- 
thing to  be  done.  He  had  acute  pancreatitis, 
but  it  had  not  progressed  to  the  point  where 
there  was  any  definite  hemorrhage  into  the 
pancreas,  and  there  was  no  fat  necrosis.  Tn 
this  case  surgery  afforded  complete  relief. 
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Gall  stones  themselves  may  be  innocent  en- 
ough, and  while  it  is  perfectly  true  that  quite 
frequently  patients  come  to  operation  for 
other  lesions  where  gall  stones  are  unsuspect- 
ed and  are  found  present,  yet  in  individuals 
having  gall  stones  there  is  always  the  possi- 
bility of  acute  pancreatitis  to  say  nothing  of 
the  possibility  of  carcinoma  or  secondary 
chi’onic  pancreatitis. 

The  reported  cases  with  the  end-results  of 
gall  stones  illustrated  show  that  gall  bladder 
disease  is  not  such  a benign  condition  as  we 
might  suppose,  and  that  while  gall  stones  may 
be  silent  at  the  same  time  their  presence  is 
fraught  with  a great  deal  of  danger  to  the  in- 
dividual. 

DISCUSSION. 

James  W.  Bruce:  I do  not  know  much  about 

acute  pancreatitis  from  actual  experience,  but 
the  case  reports  by  Dr.  Frank  are  very  interest- 
ing. I would  like  to  know  as  a matter  of  infor- 
mation whether  trauma  can  produce  acute  pan- 
creatitis. I am  reminded  of  a case  my  father 
had  when  I was  a medical  student,  and  I had 
occasion  to  investigate  the  literature  of  the 
subject  at  that  time.  A man  was  in  a railroad 
wreck  and  a day  or  two  later  developed  symp- 
toms of  acute  pancreatitis.  This  diagnosis  was 
made  by  Dr.  Louis  Frank  who  operated  upon  the 
patient.  The  man  later  died  and  the  medico- 
legal question  arose  whether  trauma  could  cause 
acute  pancreatitis. 

Ben  Carlos  Frazier:  I want  to  emphasize  one 

of  the  points  made  by  Dr.  L.  W.  Frank,  i.  e., 
that  gall  stones  are  not  as  innocent  or  harmless 
as  we  have  formerly  believed.  In  my  opinion 
every  individual  who  has  gall  stones  should  be 
subjected  to  surgical  treatment.  I have  under 
observation  at  the  present  time  two  patients  who 
have  gall  stones,  the  diagnosis  having  been  made 
a year  ago,  yet  they  cannot  seem  to  bring  them- 
selves to  the  point  where  they  will  consent  to 
operation.  One  of  the  patients  has  been  exam- 
ined in  California  and  many  other  places  and  is 
fully  aware  that  he  has  gall  stones.  It  is  a dif- 
cult  matter  to  tell  these  people  that  they  must 
be  operated  upon,  because  our  reputations  may 
be  jeopardized  should  unfavorable  results  ensue. 
It  is  true  that  some  of  these  patients  apparent- 
ly get  well  without  surgery,  but,  as  Dr.  Frank 
has  stated,  gall  stones  are  always  fraught  with 
danger. 

J.  Rowan  Morrison:  I have  enjoyed  Dr. 

Frank’s  report  very  much.  When  there  exists 
definite  evidence  of  pathology,  when  the  diag- 
nosis of  gall  stones  or  a chronically  infected  gall 
bladder  can  be  made,  I beieve  it  would  be  bad 
practice  not  to  subject  the  patient  to  surgical 
treatment.  My  observation  has  been  that  peo- 
ple with  chronic  gall  bladder  disease  have  not 
done  very  well,  and  after  they  have  had  several 
acute  exacerbations  of  cholecystitis  and  pan- 


creatitis has  deveoped,  they  are  very  poor  oper- 
ative risks.  My  experience  has  been  that  when 
the  surgeon  operates  upon  a person  with  acute 
cholecystitis  with  possible  pancreatitis,  he  is 
dealing  with  a very  sick  patient.  On  the  other 
hand,  while  I do  not  wish  to  criticise  the  sur- 
geon, it  is  well  known  that  some  of  these  pa- 
tients get  well  without  operation.  However, 
when  there  exists  definite  disease  of  the  gall 
bladder,  I believe  we  should  use  our  best  ef- 
forts to  persuade  such  patients  to  have  the  path- 
ology removed  while  they  are  in  the  operable 
zone.  My  own  experience  has  been  that  whether 
gall  bladder  drainage  is  employed  or  not,  and 
rt  is  a fact  that  this  method  may  relieve  ‘the  pa- 
tient for  a time,  that  the  majority  of  people 
with  gall  bladder  disease  have  to  be  operated  up- 
on sooner  or  later.  I consider  Dr.  Frank’s  point 
well  taken,  and  I always  advise  my  patients  to 
be  operated  upon  while  they  are  still  in  the  op- 
erable zone. 

J.  A.  Flexner : Dr.  Frank’s  report  empha- 

sizes a very  interesting  feature,  and  that  is  the 
close  relationship  between  gall  bladder  disease 
and  pancreatitis,  which  has  been  so  beautifully 
demonstrated  in  the  lower  animals.  The  state- 
ment made  by  Mayo  several  years  ago  about  in- 
nocent gall  stones  is  true;  there  are  no  inno- 
cent gall  stones,  and  an  infected  gall  bladder  is 
always  a potential  source  of  danger  to  the  pa- 
tient. 

I think  the  reason  one  of  Dr.  Frank’s  patients 
recovered  was  that  he  did  not  have  sufficient 
distribution  of  pancreatic  juice  in  the  abdominal 
cavity  to  produce  extensive  fat  necrosts. 

Oscar  Bloch:  Dr.  Frank’s  report  is  very  in- 

teresting. It  brings  to  mind  an  early  experience 
of  mine  which  may  be  worth  relating.  A wo- 
man had  a typical  attack  of  gall  stone  colic,  with 
jaundice,  and  there  was  no  question  about  the 
diagnosis.  I was  young  in  practice  then,  and  she 
wanted  to  consult  an  older  physician,  so  she 
went  to  see  the  late  Dr.  J.  W.  Irwin  who  told 
her  he  could  effect  a cure  by  the  administration 
of  medicines.  Eighteen  months  afterward  the 
woman  died  of  carcinoma  of  the  liver.  This  cir- 
cumstance emphasized  the  fact  to  me  that  gall 
stones  may  cause  enough  trouble  to  produce 
death.  I had  an  idea  even  then  that  the  pres- 
ence of  gall  stones  may  be  an  etiologic  factor 
in  the  production  of  carcinoma  of  the  liver  or 
adjacent  organs. 

Louis  Frank:  I have  probably  seen  in  my  ex- 

perience between  fifteen  and  twenty  cases  of 
acute  hemorrhagic  pancreatitis.  After  the  first 
one  seen,  the  most  of  them  we  have  been  able  to 
diagnose;  in  other  words,  we  have  diagnosed  pre- 
operatively  those  presenting  in  their  symptoma- 
tology anything  classical.  We  have  also  ob- 
served a number  of  cases  which  were  not  hemor- 
rhagic. 

In  the  second  case  reported  we  did  not  be- 
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lieve  the  man  had  an  organic  obstruction,  and  I 
think  I so  expressed  myself  prior  to  operation. 
There  was  absolutely  no  peristalsis,  so  indicative 
of  organic  iobstruction,  nor  did  he  have  disten- 
sion, and  there  was  absence  of  elevation  of  tem- 
perature such  as  characterizes  organic  obstruc- 
tion of  any  duration.  However,  he  did  have  an 
obstruction,  but  what  was  the  definite  cause  I 
did  not  then  know.  The  man  was  desperately 
ill  and  we  recognized  that  an  operation  was  nec- 
essary. Upon  opening  the  abdomen  we  found 
the  lower  intestine  completely  empty.  If  he  had 
an  obstruction  we  concluded  it  must  be  very 
high  in  the  abdomen,  because  the  intestine  below 
was  practically  collapsed.  In  the  mesentery 
there  were  three  or  four  suspicious  looking  plac- 
es. In  the  lower  pelvis  there  was  £ small  amount 
of  bloody  serum.  The  gall  bladder  was  about  1 
cm.  in  diameter,  2.5  cm.  in  length,  and  contained 
a number  of  small  calculi.  The  fundus  of  the 
gall  bladder  was  at  a depth  of  at  least  7 cm. 
from  the  margin  of  the  liver,  perfectly  free,  but 
greatly  thickened.  The  pancreas  was  enormous, 
the  head  much  larger  than  my  doubled  fist,  the 
enlargement  extending  backward  beyond  the 
midline.  In  the  upper  abdomen  he  had  a num- 
ber of  areas  of  fat  necrosis  in  the  gastrohepatic 
omentum;  also  further  downward  on  the  poster- 
ior wall  we  could  see  areas  of  fat  necrosis.  I 
made  a fatal  prognosis  at  the  time.  Drainage 
was  instituted,  but  the  man  died  very  promptly. 

It  may  be  of  interest  to  note  that  this  man 
had  never  consulted  a physician,  and  in  his  re- 
cent attack  of  pancreatitis  he  had  no  shock.  The 
disease  developed  gradually,  he  remained  com- 
fortable although  he  had  some  nausea  and  vom- 
iting, the  vomitus  being  the  contents  of  the  duo- 
denum. This  was  evidently  due  to  the  intense 
toxemia  which  paralyzed  the  intestine.  He  died 
very  quickly.  His  gall  bladder  was  of  that  type 
we  could  not  bring  it  to  the  surface,  the  only 
thing  we  could  do  was  to  drain  it. 

The  other  man  Dr.  L.  W.  Frank  mentioned 
who  died  following  operation, — and  I have  seen 
but  few  of  them  recover, — was  in  profound 
shock,  he  had  no  localized  pain,  no  beginning 
acute  peritonitis,  no  localized  rigidity,  but  a tre- 
mendous amount  of  pain  in  the  upper  abdomen, 
which  led  us  to  believe  at  the  time  that  he  prob- 
ably had  perforation  of  the  duodenum  or  stom- 
ach. In  the  cases  I have  seen  the  onset  has  not 
been  so  acute  as  a rule  as  in  this  instance,  but 
I know  of  nothing  in  which  the  shock  is  so  pro- 
found, in  which  the  vomitus  contains  such  grum- 
ous  bloody-looking  fluid,  and  in  which  the  mater- 
ial from  the  duodenum  is  ejected  so  quickly,  and 
generally  there  can  absolutely  be  no  mistake  in 
the  diagnosis. 

The  patient  mentioned  by  Dr.  Bruce  had  been 
treated  two  or  three  days  before  I saw  him  and 
made  the  diagnosis  of  acute  pancreatitis.  He 
was  operated  upon  within  two  or  three  hours, 


and  if  I remember  correctly  no  gall  stones  were 
found.  At  the  time  of  the  operation  I said  these 
cases  were  almost  always  secondary  to  gall 
bladder  disease,  but  they  sometimes  developed 
after  trauma.  The  work  of  Opie  shows  that 
quite  a number  of  traumatic  cases  have  been  re- 
ported. Three  or  four  days  before  symptoms 
appeared  this  man  had  been  in  a railroad  acci- 
dent and  was  struck  on  the  abdomen.  Later 
when  this  man  was  brought  to  my  attention  I 
remarked  that  trauma  might  possibly  be  the 
cause,  having  in  mind  then  the  work  of  Opie. 

I have  seen  another  case  in  which  j.  man  fell 
and  struck  his  abdomen,  and  promptly  developed 
pancreatitis.  Quite  a number  of  other  cases 
have  been  recorded  in  which  pancreatitis  devel- 
oped without  pre-existing  history  of  gall  bladder 
disease,  all  of  them  being  traumatic  in  origin. 
They  are  very  interesting  types  of  cases  Pan- 
creatitis may  arise  from  direct  tr  ■ ma;  it  may 
arise  from  any  cause  that  will  produce  hemor- 
rhage into  the  pancreas,  provided  it  be  of  such 
character  that  it  will  liberate  ome  of  the  di- 
gestive ferments  of  the  pancreas,  and  when 
these  are  absorbed  into  the  circulation  the  pa- 
th nt  develops  fat  necrosis.  However,  the  ma- 
jority of  the  cases  are  due  to  gall  stones.  Rup- 
ture of  small  ducts  and  hemorrhage  takes  place, 
although  the  hemorrhage  may  be  exceedingly 
small.  This  is  due  to  retro-injection  of  bile.  I 
have  seen  cases  where  the  hemorrage  in  the  pan- 
creas was  punctate  in  character  and  a 1 1 when 
the  material  gets  into  the  circulate  n it  breaks 
up  the  glycerine  and  fatty  acids  and  at  various 
points  are  seen  fat  necrosis.  Every  patient  that 
I have  personally  seen  with  extensive  fat  necros- 
is has  died. 

I operated  upon  a man  from  Indiana  several 
years  ago  who  lived  three  or  four  weeks.  The 
diagnosis  of  acute  pancreatitis  was  made  and  the 
operation  confirmed  it.  He  developed  marked 
extensive  ulceration  due  to  dilgestion  of  the  skin 
and  many  other  symptoms  before  he  died.  I re- 
call having  been  associated  with  Dr.  B.  F.  Zim- 
merman in  the  case  of  a man  who  developed 
well-marked  diabetes  and  who  also  had  gall 
stones.  Operation  had  been  advised  but  the  pa- 
tient procrastinated.  After  several  days  he  had 
severe  cholecystitis,  the  gall  bladder  was  opened 
and  drained,  and  the  man  recovered.  One  of  my 
early  cases  was  seen  with  the  late  Dr.  Ap  Mor- 
gan Vance,  the  patient  being  a physician  from 
the  interior  of  Kentucky.  He  was  operated  up- 
on, and  I think  we  secured  the  pancreas  at  the 
post-mortem  table.  He  died  very  promptly. 
These  patients  die  from  absorption  of  toxines 
that  are  produced  in  the  upper  abdomen;  they 
die  just  as  do  dogs  when  a ligature  is  placed 
around  the  duodenum. 

When  we  talk  about  gall  stones,  exploratory 
operations,  etc.,  I wish  to  say  that  I think  to- 
day there  is  little  excuse  for  overlooking  dis- 
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ease  of  the  gall  bladder.  Every  patient  com- 
plaining of  digestive  disturbances,  whether  we 
suspect  gastric  ulcer  or  something  else,  should 
be  carefully  studied  by  the  Graham  technique. 
Before  this  procedure  came  into  vogue,  we  can 
well  understand  why  the  gall  bladder  was  oc- 
casionally not  removed  because  no  gall  stones 
were  found  present.  I recall  in  one  instance 
having  opened  the  abdomen  of  a woman  and 
closed  it  because  no  gall  stones  could  be  found 
and  the  bladder  appeared  normal.  However, 
her  symptoms  continued,  and  cholecystography 
was  performed  later  demonstrating  failure  of 
concentration.  The  gall  bladder  on  removal 
showed  marked  pathology.  I reported  before 
this  society  one  case  in  which  the  patient  had 
practically  no  gall  bladder,  simply  an  enormous 
dilatation  of  the  common  duct.  The  cliolecysto- 
graph  had  shown  no  concentration.  In  another 
similar  case  failure  to  get  a shadow  at  opera- 
tion disclosed  cirrhosis  of  the  liver.  Disease  of 
the  liver  must  be  excluded  in  the  interpretation 
of  the  Graham  technique.  Prior  to  development 
of  the  Graham  technique,  I think  a great  many 
gall  bladders  were  removed  that  were  not  dis- 
eased. Personally,  I do  not  care  what  the  spec- 
ial symptoms  are.  I believe  removal  of  the  gall 
bladder  is  like  removal  of  the  appendix,  it  must 
be  proven  to  me  that  disease  exists  in  the  organ 
before  its  removal  is  justifiable. 

Less  than  a week  ago  I saw  a young  woman 
whose  gall  bladder  has  been  drained  on  several 
occasions,  and  she  was  looked  upon  as  having 
gall  bladder  disease.  The  aspiration  method  was 
used  and  I really  believe  the  gentlemen  who  had 
the  patient  under  observation  were  honest  in 
their  opinion  that  the  gall  bladder  should  be  re- 
moved, but  further  investigation  demonstrated 
that  her  disease  was  situated  in  the  colon.  In  a 
great  many  cases,  after  the  appendix  has  been 
removed,  it  has  been  found  that  the  site  of  the 
disease  was  in  the  colon,  and  the  patients  were 
not  relieved  by  the  operation.  In  some  cases  of 
gall  bladder  disease,  prior  to  the  Graham  tech- 
nique, the  patient  did  not  get  relief  until  chole- 
cystectomy was  performed.  Practically  every 
one  of  these  specimens  (appendices  as  well  as 
gall  bladers)  are  sent  to  the  pathological  lab- 
oratory for  examination  and  report.  In  the  ma- 
jority of  cases  report  is  made  that  the  tissue 
shows  marked  or  moderate  round  cell  or  leuco- 
cytic reaction,  which  does  not  mean  disease  by 
any  means.  There  are  many  cases,  of  course,  if 
studied  by  the  Graham  technique,  will  show  def- 
inite disease  present.  We  should  check  all  cases 
before  the  gall  bladder  is  removed,  and  also  in 
all  gastric  and  pyloric  ulcer  suspects.  As  an  ex- 
ample, Dr.  L.  W.  Frank  reported  tonight  the 
man  dying  of  acute  pancreatitis  who  ten  years 
ago  was  supposed  to  have  had  duodenal  perfor- 


ation, yet  by  x-ray  study  then  nothing  was  shown 
in  the  duodenum  nor  gall  bladder.  He  had  py- 
lorospasm,  spasticity  about  the  stomach  and 
around  the  pylorus.  He  was  given  belladonna 
in  large  doses  and  apparently  rel'eved.  Had  the 
Graham  technique  been  in  use  then,  we  could 
have  told  him  what  was  the  matter.  All  these 
ten  years  the  man  had  a gall  bladder  with  poten- 
tial danger,  finally  culminating  as  the  leporter 
has  already  detailed. 


ATRESIA  OF  THE  AUDITORY  CANAL: 
CASE  REPORT .* 

By  Walter  Dean,  M.  D.,  Louiville. 

E.  B.  came  to  the  City  Hospital  ear  dis- 
pensary in  Februarf  1927  and  gave  the  fol- 
lowing history : He  is  sixty.-eight  years  old. 
The  hearing  in  the  right  ear  is  impaired.  The 
hearing  in  the  left  ear  has  been  practically 
nil  since  an  automobile  ran  over  him  in  De- 
troit and  severed  his  external  ear  which  hung 
by  a pedicle  of  skin  at  the  top.  He  was  re- 
moved to  the  hospital  where  the  ear  was  su- 
tured on.  No  attempt  was  made,  he  said,  to 
maintain  the  integrity  of  the  canal  and  when 
we  saw  him  he  had  a complete  traumatic 
atresia  of  the  canal.  The  cartilaginous  canal 
had  been  bisected  and  the  weight  of  the  lobule 
had  drawn  the  lateral  end  below  the  mesial 
and  the  canal  was  entirely  obliterated  as  the 
photograph  shows. 

Under  narcosis,  mastoid  incision  was  made 
close  to  the  ear,  the  aponeurosis  was  reflected 
and  the  mastoid  was  chiseled  away  down  to 
about  the  level  of  the  antrum,  lowering  the 
posterior  bony  meatus  for  a distance  of  about 
three-fourths  of  an  inch.  Then  the  posterior 
membraneous  canal  was  incised  longitudinal- 
ly, the  atresia  opened,  and  the  flaps  disposed 
of  by  the  Pansy  method  as  in  a radical  mas- 
toidectomy. A half  inch  rubber  tube  was  in- 
serted in  the  enlarged  meatus  and  the  mas- 
toid incision  closed  by  sutures.  As  we  were 
in  and  over  cartilage,  we  feared  that  infec- 
tion might  supervene  and  nulify  our  efforts, 
but  it  did  not.  We  conserved  all  skin  so  that 
very  little  granlation  repair  was  necessary. 
The  canal  is  now  patent  and  the  function  of 
the  ear  is  restored.  We  believe  that,  since 
ten  weeks  have  elapsed  since  the  operation, 
the  improvemnt  to  be  permanent. 
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DYSMENORRHEA.* 

By  Lattie  Graves,  M.  D.,  Seottsville. 

In  discussing  dysmenorrhea  I shall  discuss 
primary  or  essential  dysmenorrhea  and  not 
secondary  or  acquired  type. 

This  so-called  minor  gynecological  condi- 
tion has  great  importance  because  of  its  fre- 
quent occurence  and  its  economic  influence. 

Some  of  our  best  authorities  estimate  as 
high  as  75%  of  our  American  girls  suffer 
from  dysmenorrhea. 

The  percentage  being  higher  in  those  who 
lead  a sedentary  life.  The  girls  that  have 
the  advantage  of  outdoor  life  and  exercise  run 
a considerably  lower  percentage. 

Be  the  percentage  what  it  may,  there  is 
scarcely  a school,  office,  store  or  factory  that 
is  not  interfered  with  on  account  of  young 
women  being  either  reduced  in  efficiency  or 
entirely  incapaciated  once  a month  from  this 
ailment. 

As  yet  the  etiology  of  dysmenorrhea  is  un- 
known, there  being  several  theories  advanced, 
and  none  so  strong  but  that  a comparison 
with  other  theories  and  a knowledge  gained  by 
experience  with  clinical  material  makes  us  be- 
lieve that  the  cause  is  yet  to  be  found. 

The  older  writers  regarded  the  cause  of 
dysmenorrhea  as  due  entirely  to  mechanical 
obstruction,  caused  by  a congenital  stenosis 
of  the  internal  os,  damming  back  the  men- 
strual flow  in  the  uterine  cavity  where  it 
became  clotted  and  acting  as  a foreign  body 
setting  up  contractions  of  the  uterus,  the 
cramp-like  pains  being  caused  by  the  pas- 
sage of  the  clotted  blood  as  it  is  forced 
through  the  internal  os. 

This  theory  has  been  considerably  shaken 
by  numerous  observation  showing  on  the  one 
hand,  that  dysmenorrhea  may  occur  in  the 
entire  absence  of  any  mechanical  obstruc- 
tion, while  on  the  other  hand,  it  may  be  ab- 
sent when  a greater  or  lesser  degree  of  ob- 
struction is  present.  Menstrual  pains,  for  in- 
stance, are  frequently  present  when  the  uter- 
ine canal  is  widely  patulous.  Tt  has  been 
shown  that  in  cases  of  dysmenorrhea,  sup- 
posedly due  to  cervical  obstruction,  a uter- 
ine sound  may  be  easily  passed  through  the 
cervical  canal  during  the  menstrual  period, 
showing  that  there  can  be  no  great  obstacle 
to  the  free  out-flow  of  blood  from  the  uterus. 

The  average  amount  of  blood  given  off  at 
each  menstrual  period  is  two  to  eight  ounces, 
or  assuming  that  the  menstrual  flow  lasts 
four  days  not  more  than  two  ounces  per  day 
would  pass.  This  is  equivalent  to  saying 
that  about  forty  drops  come  through  the  cer- 
vical canal  each  hour,  or  two-thirds  of  a drop 
each  minute  Tt  would  seem  difficult  to  eon- 
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ceive  that  the  cervix  in  these  cases  of  dys- 
menorrhea could  be  obstructed  to  such  a de- 
gree as  not  to  allow  the  passage  of  this  small 
amount  of  blood. 

Perhaps  the  principal  argument  in  favor  of 
the  view  that  mechanical  obstruction  may,  at 
least  in  some  cases,  be  responsible  for  dys- 
menorrhea, is  the  fact  that  a certain  number 
of  cases  of  the  primary  form  are  relieved  by 
dilatation  of  the  uterus.  On  the  other  hand 
an  even  larger  number  are  not  relieved  at  all 
or  are  improved  only  temporarily. 

Another  theory  is  that  the  swelling  of  the 
endometrium,  whether  it  be  the  pre-menstrual 
edema  or  a pathologic  hypertrohy  of  the  en- 
dometrium which  was  supposed  to  increase 
the  narrowing  of  the  internal  os,  causing  the 
pain. 

Gebhard  describes  an  endometritis  dysmen- 
orrheica  in  which  the  mucosa  is  greatly  thick- 
ened at  the  time  of  menstruation,  and  filled 
with  fine  particles  of  clotted  exudate.  He 
thinks  this  exudate  exerts  a pressure  on  the 
uterine  nerves  which  gives  the  dysmenorrheic 
pains. 

Theilhaber  denies  that  the  misplacement  of 
the  uterus  or  stenosis  of  the  internal  os  or 
hypertrophy  of  the  endometrium  have  any- 
thing to  do  with  dysmenorrhea  as  et'iologic 
factors,  but  believes  the  cause  to  be  a spastic 
contraction  of  the  circular  muscular  fibers 
around  the  internal  os,  called  forth  by  a pre- 
disposition to  abnormal  nervous  irritability. 

Menge  and  Kronig  believe  most  dysmenor- 
rheas are  psychoneuroses. 

Flies  and  Schaeffer  laborated  a theory 
of  so-called  nasal  dysmenorrhea.  No  satis- 
factory explanation  has  been  presented  for 
the  evident  relationship  existing  between  the 
olfactory  nerves  and  the  sexual  apparatus. 

In  view,  however,  of  the  great  advances 
which  recent  years  have  brought  in  our  know- 
ledge of  the  internal  secretions,  and  knowing 
as  we  now  do  that  these  internal  secretions 
or  hormones  are  capable  of  exerting  a sel- 
ective action  upon  organs  or  tissues  far  re- 
moved from  those  which  produce  the  hor- 
mones, it  seems  much  more  logical  to  me  to 
believe  the  cause  of  dysmenorrhea  will  be 
found  in  the  dysfunctioning  of  some  of  the 
glands  of  internal  secretions. 

With  this  array  of  conflicting  theories  the 
problem  of  etiology  seem  far  from  a solution. 

Leaving  theories  aside  there  are  certain 
facts  which  occur  with  sufficient  constancy  as 
to  give  us  some  basis  for  working  out  a meth- 
od of  treatment. 

We  find  the  following  anatomic  changes  oc- 
curring with  sufficient  regularity  as  to  as- 
sign a definite  relationship  between  them  and 
the  menstrual  pains:  (1)  Malpositions  of  uter- 
us nearly  always  present,  usually  retroces- 
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sion  with  anteflexion,  occasionally  retroflex- 
ion. (2)  Moderate  hypoplasia  manifesting  it- 
self in  an  infantile  cervix  of  various  degrees. 
(3)  Occasionally  a cicatrical  band  at  the  in- 
ternal os. 

Treatment  of  dysmenorrhea  is  difficult  and 
unsatisfactory.  All  methods  used  are  some- 
times successful  but  quite  frequently  fail. 

We  would  consider  the  treatment  of  dys- 
menorrhea under  two  heads:  (1)  Symptomat- 
ic treatment,  during  the  attack.  (2)  Treat- 
ment for  permanent  relief. 

Treatment  during  an  attack : Patient  should 
be  put  to  bed ; usually  they  take  to  bed  of 
their  own  accord.  Hot  water  bag  to  lower  ab- 
domen ; the  bowels  should  be  well  evacuated. 
The  drugs  used  in  the  treatment  of  dysmen- 
orrhea are  legion.  The  two  drugs,  however, 
which  are  most  efficacious  in  relieving  the 
pains  of  dysmenorrhea,  both  possess  such  dis- 
advantages that  they  should  rarely,  if  ever, 
be  employed. 

I have  reference  to  morphine  and  alcohol ; 
the  administration  of  either  is  attended  with 
the  risk  of  habituation  to  their  use,  especially 
when  they  are  used  in  the  treatment  of  such 
a regularly  recurring  trouble  as  dysmenor- 
rhea so  frequently  is. 

Atropine  is  at  present  receiving  much  at- 
tention. The  dose  should  be  large  enough  to 
get  the  physiological  effect.  This  drug  has 
its  best  effect  in  that  type  of  dysmenorrhea 
which  suggests  the  obstructive  type  or  classed 
by  some  vagotonic  type,  the  pain  in  this  com- 
ing on  before  menstruation  and  lasting  a fexv 
hours  after  its  appearance. 

Benzyl  benzoate  in  this  class  acts  well  and 
is  less  toxic. 

In  the  ovarian  type,  in  which  there  is  hy- 
peractivity of  the  ovarian  secretions  charac- 
terized by  symptoms  of  bilateral  ovarian 
pains  synchronous  with  the  appearance  of  the 
flow,  pre-menstrual  headache,  epistaxis  and 
uterine  cramps  after  the  flow  has  begun,  ad- 
renalin hypodermically  acts  beautifully.  Re- 
cently we  have  had  placed  on  the  market  a 
synthetic  drug,  ephedrine,  which  can  be  ad- 
ministered orally  and  the  effects  are  the  same 
as  adrenalin  but  more  lasting. 

Cocainizing  the  genital  spots  in  the  nose 
gives  good  results  in  this  type. 

In  cases  where  cocainization  of  these  geni- 
tal spots  in  the  nose  gives  immediate  tempor- 
ary l'elief  from  pain,  it  is  highly  probable 
that  we  could  expect  a good  percentage  of 
cures  from  this  type  by  destroying  these 
nerve  endings  with  a galvanocautery  or  tri- 
chloracetic acid. 

In  the  obstructive  type  relieved  by  atro- 
pine or  benzyl  benzoate  we  may  expect  per- 
manent relief  in  a great  number  of  cases  by 
marriage,  even  when  pregnancy  does  not 


take  place.  It  is  a common  observation  that 
marriage  brings  great  relief  from  this  symp- 
tom, probably  because  the  relation  of  mar- 
ried life  acts  as  a stimulant  to  the  develop- 
ment of  the  uterus  and  some  of  the  ductless 
glands. 

Unfortunately  marriage  cannot  be  pres- 
cribed with  as  much  readiness  as  medicine. 
At  any  rate  the  suffering  and  inconvenience 
of  patients  is  so  great  that  measures  looking 
for  radical  relief  must  be  considered. 

Dilatation  of  cervix  is  the  most  popular 
method  of  treating  dysmenorrhea  of  this 
type,  now  under  discussion. 

This  plan  of  treatment  is  of  course  based 
primarily  upon  the  conception  that  we  are 
dealing  with  dysmenorrhea  of  obstructive  or- 
igin. As  I have  already  shown  there  can  be 
little  doubt  of  the  fallacy  of  this  theory.  On 
the  other  hand  there  can  be  no  question  that 
dilatation  of  the  cervical  canal  is  ofen  fol- 
lowed by  relief  from  dysmenorrhea,  some- 
times permanent,  more  often  temporary. 

There  are  a number  of  plastic  operations  on 
the  cervix  for  relief  but  none  of  these  sur- 
gical procedxxres  have  I acquainted  myself 
with,  therefore,  I cannot  disapprove  or  ap- 
plaud same. 


SOME  OF  THE  MORE  COMMON  CAUSES 
ftF  LOSS  OF  VISION  IN  THE  LIGHT  OF 
THEIR  PREVENTION.* 

By  T.  H.  Singleton,  Bowling  Green. 

When  asked  to  read  a paper  before  this 
society,  I thought  of  the  number  of  patients 
who  come  to  my  office  with  poor  vision  in  one 
or  both  eyes,  a large  percent  of  which  loss 
might  have  been  prevented,  if  the  proper 
treatment  at  the  proper  time  had  been  se- 
cured. 

I have  nothing  new  to  present  in  this  paper, 
but  thought  that  a review  of  this  subjecc 
might  be  of  interest  to  us  and  of  some  profit 
to  our  patients. 

The  px-eservation  of  vision,  in  my  opinion, 
is  next  in  importance  to  the  preservation  of 
life;  to  emphasize  this  fact  let  us  draw  on  our 
imagination  as  to  what  the  end  results  would 
be  if  the  entire  human  family  shbuld  become 
blind. 

It  is  a deplorable  condition,  of  which  to 
think,  the  number  of  pei’sons  -who  are  blind, 
but  it  is  not  so  much  the  object  of  this  pa- 
per to  speak  of  the  blind,  as  of  the  much 
greater  number  of  people  who  have  partial 
loss  of  vision  in  one  or  both  eyes,  who  by  rea- 
son of  such  loss  are  harred  from  filling  posi- 
tions of  profit  and  trust,  to  say  nothing  of 
the  many  inconveniencies  from  which  they 
suffer. 

Vision,  or  visual  acuity,  is  dependent  on 
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three  factors : First,  the  transparency  of  the 
refractive  media,  namely,  cornea,  aqueous 
humor,  lens,  and  vitreous;  Second,  the  per- 
fection of  the  refractive  optical  adjustment, 
tiie  refraction  of  the  eye;  Third,  the  sensitiv- 
ity of  the  retina  and  the  optic  nerve.  What- 
ever interferes  with  the  proper  function  of 
any  part  of  this  mechanism  results  in  loss  of 
vision.  This  interference  may  oe  caused, 
first,  by  injuries  or  traumatism;  second,  dis- 
ease or  toxins ; third,  anomalies  of  refraction 
and  accommodation. 

Injuries. 

Nature  has  made  wonderful  provision  for 
the  protection  of  the  eye  by  encasing  it  in  a 
very  dense  and  tough  membrane,  lodging  it 
in  a fatty  cushion  and  surrounding  it  on  all 
sides,  except  the  front,  by  the  bony  orbit,  and 
on  the  front  furnishes  a curtain,  the  lids,  that 
close  instantly  and  involuntarily  on  the  ap- 
proach of  danger,  and  yet  it  is  subjected  to 
many  and  various  kinds  of  injuries. 

In  this  locality  we  have  fewer  cases  of  loss 
of  vision  from  injuries,  thaD  from  diseases  or 
anomalies  of  refraction.  But  in  mining  dis- 
tricts, industrial  centers,  among  workers  in 
metals,  stone,  and  factories  of  certain  kinds, 
there  are  more  eases  of  loss  of  vision  from  in- 
juries than  from  all  other  causes  combined. 

Non-penetrating  wounds  of  the  eyeball  are 
necessarily  confined  to  the  conjunctiva,  cor- 
nea and  sclera.  Contusions  of  the  eye  and 
the  adjoining  parts  are  associated  with 
changes  varying  in  location,  and  ranging 
from  trifling  ecchymosis  to  the  destructive  in- 
juries caused  by  rupture  of  the  eyeball. 

Perforating  injuries  are  to  be  regarded  as 
intrinsically  serious,  because  there  is  a possi- 
bility of  a coincident  infection  of  the  inter- 
ior of  the  eye,  which  always  leads  to  a severe 
form  of  inflammation  that  is  very  destructive. 

Injuries  to  the  cornea.  The  most  frequent 
injuries  of  the  cornea  are  from  foreign  bod- 
ies, erosions,  contusions,  caustic  agents  and 
burns.  All  foreign  bodies  lodged  in  the  cor- 
nea should  be  removed  early  and  with  as  lit- 
tle destruction  to  the  corneal  tissue  as  possi- 
ble, under  strictly  aseptic  conditions;  and  all 
abrasions,  contusions,  and  burns  should  be 
treated  with  the  object  in  view  of  preserving 
as  much  corneal  tissue  as  possible  and  of  pre- 
venting an  ulcer  which  will  result  in  either 
an  opacity,  or  a perforation  of  the  cornea. 

Injuries  of  the  iris  and  ciliary  body  fol- 
lowed by  infection  usually  result  in  loss  of 
vision  not  only  to  the  injured  eye  but  to  the 
uninjured  eye  through  a sympathetic  inflam- 
mation known  as  sympathetic  ophthalmia.  It 
is  not  definitely  understood  how  this  infec- 
tion is  transmitted  from  one  eye  to  the  other, 
but  it  does  occur  at  various  periods  from  two 
weeks  to  any  number  of  years,  the  greatest 


number  occurring  about  the  sixth  or  eighth 
week.  So  in  all  cases  of  infection  of  this  kind 
the  injured  eye  should  be  enucleated  not  later 
than  two  or  three  weeks  from  the  beginning 
of  the  infection. 

All  foreign  bodies  perforating  and  remain- 
ing in  the  eye  should  be  removed  as  early  ns 
possible  following  an  injury,  unless  it  be  a 
foreign  body  lodged  in  the  lens  in  which  event 
it  may  remain,  as  a traumatic  cataract  will  be 
i,  which  will  require  the  removal  of 
the  lens.  Foreign  bodies  in  the  eye,  that  can 
not  be  removed,  as  a rule  are  not  tolerated 
for  any  length  of  time  without  setting  up  an 
inflammation,  the  body  itself  either  remain- 
ing free  or  becoming  encapsulated  in  an  or- 
ganized exudate.  In  the  great  majority  of 
cases  the  inflammation  is  either  a panophthal- 
mitis, an  abscess  of  the  vitreous,  or  a plastic 
irido-cyclitis,  either  condition  requiring  the 
removal  of  the  eye.  Blows  on  the  eye  often 
result  in  dislocation  of  the  lens,  hemorrhage 
into  the  vitreous,  detachment  or  rupture  of 
the  retina,  or  rupture  of  the  eyeball,  all  of 
which  result  in  loss  of  vision  or  entire  loss  of 
the  eye. 

Disease. 

There  are  few  diseases  of  the  eye  that  will 
result  in  the  death  of  the  patient,  so  the  phy- 
sician’s chief  aim  in  the  treatment  of  the  eyes 
is  the  preservation  of  vision.  Some  of  the  dis- 
eases are  primary  but  more  are  secondary  to 
some  constitutional  disorder,  focal  infection, 
toxemia,  or  from  some  disease  adjacent  to  or 
of  some  other  part  of  the  eye.  I can  mention 
only  a few  of  the  more  common  diseases,  the 
ones  that  give  us  the  greatest  number  of  cases 
of  defective  vision. 

Trachoma. 

This  is  a disease  with  which  we  are  all  fam- 
iliar, and  I will  not  take  your  time  to  discuss 
it  more  than  to  say  that  it  is  in  my  opinion 
responsible  for  more  eye  trouble  than  any 
other  one  disease.  It  may  be  acute  in  its  on- 
set, but  invariably  runs  a chronic  course  and 
often  results  in  a distortion  of  the  lids,  ulcer- 
ation of  the  cornea,  pannus,  and  partial  or 
total  loss  of  vision.  At  times  it  becomes  ede- 
emic  in  certain  localities.  Our  health  boards, 
both  national  and  state,  have  done  much  to 
eradicate  this  disease. 

It  is  useless  to  speak  of  the  care  and  neces- 
sary precautions  in  detail  of  each  individual 
case  to  protect  other  members  of  the  family 
and  society,  but  in  my  opinion  in  the  average 
home  where  this  disease  is  found  it  is  im- 
possible to  prevent  its  being  Conveyed  to  oth- 
ers, and  in  view  of  this  fact,  and  that  each 
case  requires  almost  daily  treatment,  I take 
the  position  that  every  patient  with  this  dis- 
ease, if  possible,  should  be  treated  in  a hos- 
pital or  institution  for  this  purpose. 
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Ulcers  of  the  Cornea. 

Ulcers  of  the  cornea  are  among  the  most 
frequent  affections  of  the  eye,  and  special 
ipgnificance  attaches  to  them  because  the 
opacity  they  leave  often  impairs  the  sight, 
'ine  prognosis  for  vision  depends  upon  the  lo- 
cation, the  extent,  and  density  of  the  opacity 
which  the  ulcer  has  left  behind  it.  Small 
opacities,  even  when  dense,  are  generally  less 
injurious  to  vision  than  those  which  are  less 
dense  but  extensive.  The  perforating  ulcer 
may  result  in  total  loss  of  vision,  by  reason 
of  the  complications  that  may  follow,  such  as 
a prolapsed  iris,  luxation  of  the  lens,  intra- 
ocular Hemorrhage,  irido-cyclitis  or  even  pan- 
ophthalmitis. 

As  to  the  prevention  of  ulcers,  many  are 
and  can  be  prevented  by  yearly  treatment  of 
an  injuries  to  tne  anterior  of  tiie  eye,  all  dis- 
eases of  the  lids,  conjunctiva  and  cornea, 
proper  care  and  attention  of  the  eye  in  all 
acute  infectious  diseases,  the  removal  of  all 
focal  infections  of  the  mouth,  nose  and  throat, 
and  the  persistent  treatment  of  all  constitu- 
tional disorders  that  predispose  to  this  dis- 
ease. After  an  ulcer  develops  there  is  no  dis- 
ease that  requires  more  careful  attention  and 
good  judgment  on  the  part  of  the  physician 
for  the  preservation  of  the  vision,  than  in  the 
successful  treatment  of  this  disease. 

Iritis  or  Irido-Cyclitis. 

This  disease  may  depend  upon  constitu- 
tional disorders,  infections,  toxins,  and  trau- 
matism or  upon  diseases  in  other  portions  of 
the  eye ; so  it  may  be  either  primary  or  sec- 
ondary, and  whether  primary  or  secondary, 
is  due  in  the  great  majority  of  cases  to  micro- 
organism or  their  toxins  even  though  often, 
we  can  not  tell  which  one  is  acting. 

While  many  cases  of  iritis  are  due  to  con- 
stitutional diseases,  as  syphilis,  gout,  diabetes, 
etc.,  I believe  a large  percent  is  due  to  focal 
infections  of  the  mouth,  nose,  throat,  and 
other  parts  of  the  body.  In  diseases  of  the  an- 
terior of  the  eye,  as  severe  infection  of  the 
lids,  conjunctiva  and  cornea,  the  use  of  atro- 
pine will  often  prevent  an  iritis.  Its  use 
should  be  begun  early  in  the  treatment  of  all 
cases  of  this  disease,  exercising  care  in  its 
use  in  the  aged. 

Diseases  of  the  Lens  and  Fundus. 

Opacity  of  the  lens,  choriditis,  retinitis,  pa- 
pillitis and  tumors,  benign  and  malignant, 
are  responsible  for  a large  percent  of  defect- 
ive vision  and  blindness.  In  all  cases  of  sy- 
philis, diabetes,  tuberculosis,  nephritis,  albu- 
minuria, etc.,  the  vision  of  our  patients  should 
be  frequently  tested  and  the  fundus  exam- 
ined by  the  opthalmoscope  whenever  we  have 
the  least  suspicion  of  eye  complications. 
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Anomalies  of  Infraction  and  Accommo- 
dation. 

Errors  of  refraction  and  accommodation 
are  many  but  I will  refer  to  only  a few,  and 
I would  like  to  emphasize  the  importance  of 
their  early  recognition  and  correction,  as  the 
earlier  these  conditions  are  corrected  the  bet- 
ter results  we  will  obtain. 

Anisometropia 

This  term  includes  eases  in  which  one  eye 
is  very  much  more  hyperopic  or  myopic  than 
its  fellow,  or  where  one  eye  is  astigmatic  and 
the  other  not,  or  where  myopia  exists  in  one 
eye  and  hyperopia  in  the  other,  a condition 
where  the  vision  in  one  eye  is  much  better 
than  in  the  other;  it  may  be  corvynital  or 
may  be  acquired,  but  where  seen  in  early 
childhood  it  is  usually  congenital.  If  this 
condition  is  not  corrected  early  the  child  in 
many  cases  will  recognize  the  image  in  the 
better  eye  and  ignore  the  one  in  the  weak  eye 
until  from  non-use,  by  the  time  the  child  is 
six  or  eight  years  old  the  vision  is  perman- 
ently impaired  and  can  not  then  be  improved 
by  glasses;  whereas  in  early  childhood  prop- 
erly fitted  glasses  would  have  equalized  the 
vision  in  both  eyes  and  both  images  would 
have  been  recognized,  and  the  vision  pre- 
served. 

Strabismus  ('Squint). 

Squint  is  either  paretic,  paralysis  of  the 
muscles;  or  concomitant,  where  the  squinting 
eye  has  the  power  to  follow  the  movements  of 
the  other  eye  in  all  directions. 

The  causes  of  concomitant  squint  may  be 
classed  as  follows : First,  disturbance  of  re- 
lation between  accommodation  and  converg- 
ence by  errors  of  refraction  ; Second,  inequal- 
ity in  the  vision  of  the  two  eyes,  or  amblo- 
pia  of  one  eye,  which  removes  the  natural 
stimulus  of  diplopia  to  exact  convergence; 
Third,  disturbances  of  inervation  and  defect- 
ive development  of  the  fusion  faculty. 

Some  cases  of  squint  are  congenital  or  at 
least  develop  in  the  first  months  of  life. 
These  cases  are  in  nearly  all  instances  due  to 
congenital  weakness  or  absence  of  one  or 
more  muscles  and  are  classed  with  the  para- 
lytic type.  Ordinary  convergent  squint  de- 
velops as  a rule,  from  one  to  four  years  of 
age,  when  the  attempt  at  accurate  and  long 
fixation  begins,  and  puts  a greater  strain  on 
accommodation.  Divergent  squint  does  not 
usually  develop  in  very  early  life,  but  later 
on  in  childhood  or  in  youth. 

In  all  these  cases  of  squint  in  children,  ex- 
cept the  paretic  type,  the  correction  of  the  re- 
fraction is  a very  important  element  in  the 
treatment  and  this  alone  will  usually  effect  a 
cure  if  glasses  are  fitted  early  enough.  Atro- 
pine should  be  used  for  from  three  to  five 
days  to  abolish  the  convergence  spasm,  and 
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.'3  iii’.i  t correct  the  whole  of  the  hyperopia 
or  astigmatism,  and  make  the  patient  wear  the 
glasses  all  the  time.  In  children  too  young  to 
wear  glasses  the  fixing  eye  may  be  bandaged 
or  blurred  out  by  atropine  at  times,  so  to 
compel  the  use  of  the  squinting  eye,  until 
such  a time  as  the  child  can  be  fitted  with 
glasses. 

In  conclusion  may  1 say,  that  every  phy- 
sician should  have  a Snellen’s  test  type  in  his 
office  and  test  of  vision  should  be  a part  of 
eveiy  physical  examination.  Every  physician 
should  praptice  palpation  of  the  eye  with  his 
finger  tips  that  he  may  detect  any  abnormal 
tension  associated  with  any  eye  or  visual  af- 
fection. 

All  children  from  two  years  of  age  up 
should  have  a careful  test  of  their  vision  an- 
nually, and  all  errors  of  refraction  corrected. 
Every  patient  with  lues,  diabetes,  tubercu- 
losis, renal  disease  or  albuminuria  should 
have,  repeatedly,  a test  of  vision  and  an  exam- 
ination of  the  fundus  of  the  eye. 

I hope  to  live  to  see  the  day  when  every 
member  of  every  family  from  the  baby  to 
grand  parents,  will  have  annually  a thorough 
physical  examination,  which  includes  a test 
of  his  vision,  hearing,  and  a careful  search  for 
focal  infections  of  the  teeth,  tonsils  and  nasal 
sinuses. 

ANGINA  PECTORIS:  CLASSIFICATION 
AND  SYMPTOMATOLOGY.* 

By  Cuthbert  Thompson,  M.  D.,  Louisville. 

In  discussing  angina  I believe  it  is  better  to 
consider  classification  first,  as  we  are  dealing 
with  a number  of  symptoms  rather  than  with 
a disease  having  a definite  pathology. 

When  angina  was  first  referred  to  about 
two  centuries  ago,  only  the  very  severe  cases 
with  agonizing  pain  and  often  terminating  in 
sudden  death  were  considered.  These  were 
usually  associated  with  definite  cardiac  les- 
ions. 

Forbes,  in  1834,  first  drew  attention  to  a 
second  type  which  he  classified  as  functional 
in  nature  and  with  a hopeful  prognosis.  From 
this  arose  a nomeclature,  true  angina,  and 
false  or  'pseudo-angina,  which  is  absurd  and 
has  led  to  many  errors  concerning  this  condi- 
tion, as  one  would  infer  that  the  true  var- 
iety was  a definite  disease  with  a definite 
pathology,  whereas  the  contrary  is  now  uni- 
versally recognized.  A simple  classification 
of  angina  is  suggested  by  Sir  James  Macken- 
zie where  cases  of  angina  are  divided  into 
two  groups,  the  first  called  primary  angina  in 
which  the  anginal  pain  is  due  to  some  essen- 
tial disease  of  the  cardio-vaseular  system,  and 
secondary  angina  in  which  no  evidence  of 


cardio-vaseular  disease  may  be  found,  but 
where  there  is  some  factor  outside  the  cardio- 
vascular system  which  has  caused  a lowering 
of  the  threshold  of  pain  or  which  has  depreci- 
ated the  efficiency  of  the  myocardium.  It  is 
not  suggested,  of  course,  that  there  is  a def- 
inite line  of  demarcation  between  these  two 
great  classes.  One  authority  (Hay)  suggests 
that  the  names  for  these  two  groups  should  be 
angina  major  and  minor,  corresponding  to 
the  two  groups  of  epilepsy,  and  this  seems  to 
me  to  be  the  simplest  nomenclature,  as  we 
would  then  think  of  a major  corresponding  to 
grand  mal  and  a minor  corresponding  to  a 
petit  mat,  either  of  which  may  exist  inde- 
pendently of  the  other,  or  where  the  minor 
may  gradually  merge  iuto  the  major,  or  al- 
ternate with  it. 

White  draws  our  special  attention  to  the 
fact  that  angina  pectoris  is  always  angina 
pectoris  whatever  may  be  the  exciting  cause, 
or  whatever  the  other  factors  in  the  case  may 
be. 

In  the  larger  percentage  of  cases  of  angina 
major  there  is  usually  a persistent  hyper- 
piesia  with  myocardial  changes ; there  may  be 
changes  in  the  walls  and  lumen  of  the  coron- 
ary arteries,  with  or  without  thrombosis;  or 
there  may  be  valvular  lesions,  particularly  of 
the  aortic  valve  associated  with  aortitis. 

The  minor  type  of  cases  may  be  divided  in- 
to toxic  neurotic  and  enemic.  As  examples 
of  the  toxic  class  we  have  tingT,.*  produced 
by  such  poisons  as  tobacco,  coffee,  tea  aDd  the 
more  important  variety  of  poisons  produced 
by  microorganisms  as  in  influenza,  malaria, 
diphtheria,  typhoid  or  due  to  some  focal  in- 
fection as  tonsil  it  is,  chronic  appendicitis  or 
prostatitis. 

The  neurotic  group  is  very  indefinite,  and 
in  these  wre  usually  find  some  cardiac  weak- 
ness, with  either  neurasthenia  or  hysteria,  or 
there  may  be  some  reflex  agencies  which  are 
the  cause  of  the  symptoms.  The  acute  at- 
tacks in  this  neurotic  class  of  cases  are  usual- 
ly induced  by  some  emotional  disturbance. 

In  the  neurotic  patients  it  is  probable  that 
the  irritated  centers  in -the  cord  and  brain 
are  the  underlying  causes  of  the  artgraal  'at- 
tacks. The  renal  secretion  after  an  attack  is 
often  modified  similar  to  that  seen  in  ner- 
vous affections,  as  after  an  anginal  attack 
there  may  be  a copious  secretion  of  pale 
urine.  Anemia,  primary  or  secondary  may 
lead  to  changes  in  the  nerve  centers  or  in  the 
nutrition  of  the  myocardium  itself  and  thus 
cause  angina.  One  of  the  cases  referred  to 
later  comes  under  this  head.  When  I saw 
this  patient  first  concerning  the  retrosternal 
pain  and  dyspnea  which  he  complained  of  af- 
ter walking  half  a square,  his  blood  pressure 
was:  diastolic,  60;  systolic,  135;  pulse,  92; 
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and  his  blood  count-  white  blood  corpuscles, 
6,140;  red  blood  corpusles,  2,835,000;  hemo- 
globin, 60%. 

After  three  months’  rest  and  treatment  his 
diastolic  blood  pressure  was  76,  and  his  sys- 
tolic 142,  his  blood  count : white  blood  cor- 
puscles, 6,500  ; red  blood  corpuscles,  4,600,000; 
hemogloblin,  85%. 

He  kept  well  for  about  3 months  but  again 
became  anemic  and  his  pain  and  dyspnea  re- 
turned. After  another  long  rest  his  blood 
again  became  normal  and  his  attaeks  stopped. 

To  judge  from  the  cases  of  deaths  report- 
ed in  the  daily  papers  one  would  be  led  to 
believe  that  angina  always  strikes  like  a bolt 
of  lightning  and  is  always  immediately  fatal, 
still  I believe  that  in  most  eases  either  the 
family  physician  or  the  patient  has  had  some 
knowledge  of  suspicious  pre-existing  symp- 
toms. The  public  do  not  know  that  in  many 
cases  the  prognosis  is  fairly  good  and  is  com- 
patible with  many  years  of  usefulness,  if  the 
patient  will  take  proper  precautions.  I have 
one  such  patient  which  I saw  in  consultation 
with  Osier  over  twenty  years  ago,  and  he  is 
in  comparatively  good  health — following  his 
ordinary  professional  duties.  I have  three 
other  patients  who  have  marked  major  an- 
ginal symptoms  for  over  ten  years. 

Mackenzie  reports  an  average  duration  of 
life  of  5.4  years  after  the  first  appearance  of 
anginal  symptoms.  The  full  blown  anginal 
attack  cannot  fail  of  recognition,  but  I be- 
lieve many  of  the  premonitory  symptoms  are 
often  overlooked  or  diagnosed  as  neuralgia, 
rheumatism  or  indigestion. 

Osier  once  remarked  that  one  rarely  sees  a 
case  of  angina  in  a public  hospital.  From 
1879  to  1894  in  the  Massachusetts  General 
Hospital  there  was  an  average  of  one  case  of 
angina  a year,  whilst  the  average  for  the  last 
five  years  in  this  same  hospital  is  about  thir- 
ty a year.  Some  think  that  this  increase  may 
be  a sequel  of  influenza. 

Sir  James  Goodhart  says  angina  is  common 
among  us  if  we  are  on  the  outlook  for  the 
milder  forms,  and  most  patients  who  suffer 
from  major  attacks  will,  when  carefully  ques-* 
tioned,  give  a history  that  for  some  years  pre- 
vious to  the  first  major  attacks  they  have  had 
minor  manifesttions  anginal  in  nature. 

Symptoms. 

On  account  of  the  varying  pathology  caus- 
ing the  symptom  complex  called  angina,  the 
early  symptoms  are  variable  but  the  follow- 
ing sequence  has  often  been  observed.  Usual- 
ly the  first  symptom  noticed  by  the  patiei  t is 
an  indefinite  .sense  of  discomfort  about  the 
chest,  with  no  definite  localization  or  charac- 
teristic. Sometimes  there  is  the  feeling  of 
heat  and  cold  in  the  precordial  region,  follow- 
ed later  by  a sense  of  oppression  and  tight- 


ness in  the  chest,  and  still  later  acute  retro- 
sternal pain,  agonizing  in  intensity.  The  pulse 
during  an  attack  may  be  high  or  low,  depend- 
ing on  the  condition  of  the  myocardium  and 
the  presence  or  absence  of  arteriosclerosis,  or 
the  blood  pressure  may  be  high  at  the  begin- 
ning of  an  attack  and  suddenly  decline,  a very 
significant  symptom  showing  a failing  myo- 
cardium. In  most  of  the  cases  the  patient  re- 
fers to  the  pain  as  if  it  existed  behind  the 
middle  line  of  the  sternum  which  may  extend 
from  the  top  to  the  lower  end  of  the  sternum. 
Occasionally  the  pain  is  at  the  lower  end  of 
the  sternum  in  the  epigastric  region,  with 
flatulence,  distension  and  nausea,  Simulat- 
ing indigestion,  or  acute  abdominal  disease, 
and  often  causing  errors  in  diagnosis.  Pa- 
tients with  this  symptom  are  convinced  they 
are  suffering  from  indigestion.  These  pa- 
tients usually  develop  the  habit  of  air  swal- 
lowing and  when  a sufficient  quantity  of  air 
has  been  swallowed  and  the  gas  has  been 
“belched  up ’’there  is  temporary  relief.  This 
sequence  of  events  confirms  the  patient,  and 
oftentimes  the  doctor,  that  flatulence  is  the 
correct  interpretation  of  the  symptoms. 

Moreover,  these  attacks  are  often  brought  on 
by  exercise  after  meals,  as  a game  of  golf  af- 
ter a hastily  eaten  lunch.  The  type  of  this 
pain  is  neither  intermittent  nor  stabbing  but 
is  continuous  and  persistent  with  temporary 
ebb  and  flow  in  intensity,  not  varying  with 
heart-beats  and  no  throbbing  quality  about  it. 
It  increases  in  intensity  if  the  effort  which 
produced  it  is  continued,  and  tends  to  cease  if 
the  patient  rests. 

The  anginal  attacks  have  no  periodicity  but 
are  paroxymal,  and  between  the  attacks  the 
patient  may  feel  fairly  well. 

Usually  the  next  symptom  observed  is  dys- 
pnea. This  usually  appears  after  the  pain  has 
continued  for  some  time,  later  the  dyspnea 
may  either  take  the  place  of  the  pain  alto 
gether  or  in  other  cases  precede  the  pain. 

In  the  major  attacks  not  only  is  there  agon- 
izing retro-sternal  pain  and  dyspnea  but 
there  may  be  pain  in  the  arms,  shoulders, 
face  and  eyes  (usually  more  pronounced  on 
the  left  side),  in  the  suprasternal  notch  and 
between  the  scapnlse  or  in  the  anterior  fold 
of  the  left  axilla. 

The  predominance  of  the  pain  in  the  left 
side  is  usually  associated  with  cases  in  which 
the  left  side  of  the  heart  is  most  involved. 
The  sensation  of  faintness  is  often  present. 
It  may  be  only  a feeling  of  sinking,  or  may 
be  very  marked,  amounting  to  consciousness 
of  impending  death,  three  of  which  cases  I 
have  seen,  all  of  which  died  within  a few 
hours. 

Mackenzie  explains  these  two  symptoms, 
pain  and  dyspnea,  in  the  following  way:, 
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“When  a healthy  person  runs  until  his  heart 
becomes  exhausted,  he  is  compelled  to  desist 
by  breathlessness,  or  a sensation  of  oppres- 
sion across  the  chest,  sometimes  accompanied 
by  pain.  Pain  can  arise  from  the  action  of 
any  muscle  in  health,  when  that  muscle  is 
made  to  contract  to  an  excessive  degree,  or  is 
forced  to  continue  working  after  fatigue  is 
produced.  When  pain  arises  in  a muscle  af- 
fected by  disease,  the  symptom  is  produced 
in  the  same  manner  as  in  health,  only  the  ex- 
haustion of  which  it  is  the  evidence,  is  more 
readily  induced  and  the  pain  therefore  ap- 
pears with  greater  facility.” 

I have  recently  seen  three  cases  in  which  in- 
termittent claudication  preceded  any  other 
symptoms.  Anginal  symptoms  occurred  more 
than  a year  later.  In  two  of  these  the  arcus 
senilis  was  very  noticeable,  specially  in  one 
of  these  patients  who  was  under  50  years. 

The  usual  exciting1  factors  of  acute  anginal 
attacks  are  effort,  physical  or  mental,  ex- 
posure to  cold,  or  mental  exeitunent 

In  an  examination  of  patients  suffering 
from  retro-sternal  pain  which  followed  exer- 
cise and  was  relieved  by  rest,  especially  in 
those  past  middle  life,  we  should  always  beep 
the  minor  attacks  of  angina  in  our  memory 
and  should  not  be  too  ready  to  assure  the  pa- 
tient that  there  is  nothing  wrong  with  the 
heart.  We  all  know  of  patients,  wh » have 
been  assured  bv  eminent  authorities  that  mere 
was  no  heart  disease,  succumbing  to  this  aw- 
ful condition  inside  a few  months. 

Anginal  manor  occurs  in  men  ten  Pmes 
more  freauentlv  than  in  women,  whilst  the 
minor  types  occur  five  times  more  frequently 
in  women. 

Major  angina  ends  in  sudden  death  in 
about  fifty  per  cent  of  cases,  in  some  of  which 
post  mortem  examination  shows  no  cardiac 
change,  in  others  degeneration  of  the  myocar- 
dium is  found  with  or  without  disease  of  th° 
coronary  arteries.  In  a small  percentage  of 
cases  there  is  thrombosis  of  the  coronary  ar- 
teries. These  clots  may  be  the  immediate 
cause  of  sudden  deaths.  Three  of  the  cases  of 
sudden  death  which  I report  were,  I believe, 
caused  by  blocking  of  the  coronary  arteries. 
In  these  the  pain  was  excruciating  and  was 
not  relieved  by  morphine,  the,  patient  was  in 
extreme  shock,  blood  pressure  was  very  low, 
one  natient  was  very  restless,  the  others  im- 
mobile, and  in  all  the  feeling  of  impending 
death,  extreme  dyspnea  and  in  one  case  ex- 
treme odema  of  the  lungs. 

In  coming  to  a conclusion  as  to  the  prog- 
nosis the  following  data  are  to  be  considered: 
the  sex.  age  of  tTm  natient  and  age  when  the 
symptoms  were  first  noticed,  occupation,  hy- 
pertension. arteriosclerosis,  history  of  syphil- 
is, enlargement  of  the  heart,  character  of  the 


heart  sounds,  frequency  of  the  attacks,  se- 
verity and  location  of  the  pain,  the  inversion 
of  the  T Wave  in  the  electro-cardiagram,  the 
degree  of  nervous  sensibility,  the  response  to 
treatment,  and  the  frequency  and  cause  of  the 
recurrence  of  the  attacks. 

White  states  that  “the  prognosis  is  good 
in  a patient  with  angina  who  has  a sensi- 
tive nervous  system  where  the  symptoms  fol- 
lowed unusual  provocation — mental  or  phy- 
sical— provided  he  shows  no  evident  cardiac 
pathology,  where  the  pain  recurs  only  after 
pronounced  activity  and  never  while  at  rest 
and  where  he  can  receive  adequate  treatment 
which  in  the  main  consists  of  rest  and  relax- 
ation, and  which  shows  reasonable  response 
to  treatment.” 

Mackenzie  states  “if  the  patient  can  walk 
several  miles  in  comfort  at  any  time  then 
there  is  evidence  that  there  is  still  a good 
deal  of  healthy  functioning  heart  muscle.” 

No  type  of  cases  needs  a more  thorough 
investigation  than  these,  as  in  any  of  them 
an  acute  attack  may  end  life  suddenly,  while 
with  proper  care  and  the  co-operation  of  an 
intelligent  patient  a long  and  useful  life  is 
possible. 

Mackenzie  says  “the  estimation  of  the  grav- 
ity of  any  given  case  cannot  he  based  upon  the 
degree  of  suffering,  for  a severe  attack  of 
pain  is  not  necessarily  dangerous,  nor  are  the 
mildest  attacks  free  from  a dangerous  signifi- 
cance. The  importance  of  the  symptoms  must 
be  estimated  by  an  examination  of  the  condi- 
tions that  have  provoked  the  exhaustion  of 
the  heart  muscle.” 

The  prognosis  is  most  serious  where  the  at- 
tacks occur  with  marked  evidence  of  general 
arterial  and  cardiac  degeneration ; where 
there  is  little  response  to  treatment  and 
where  the  attacks  are  induced  with  very 
slight  provocation.  These  patients  should  be 
warned  of  their  danger  and  months  of  com- 
plete rest  and  care  for  the  remainder  of  their 
lives  should  be  insisted  on. 

I have  referred  to  cases  of  angina  being 
diagnosed  as  indigestion.  This  is  an  easy  er- 
ror to  make  in  early  minor  cases,  as  many  of 
the  symptoms  simulate  indigestion.  The  fol- 
lowing history  is  suggestive:  A middle-aged 
patient  immediately  after  a meal  takes  some 
moderate  exercise  and  begins  to  have  pain  be- 
hind the  lower  end  of  the  sternum,  gets  dysp- 
nea, flatulence  and  often  nausea,  he  must  rest 
a few  minutes,  during  which  time  he  becomes 
normal,  usually  after  belching  some  gas.  We 
should  carefully  examine  such  a person,  look- 
ing for  other  symptoms  of  angina.  This  is 
the  type  of  case  which  may  later  have  an 
acute  attack  of  angina,  with  immediate  fatal 
results. 

The  minor  attacks  may  or  may  not  follow 
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exercise.  Indeed  they  usually  occur  when  the  for  anginal  attacks  when  extra  demands  are 


patient  is  resting  or  may  awaken  from  sleep  ' 
in  an  attack.  The  attack  usually  lasts  long- 
er than  one  of  angina  major. 

I will  refer  briefly  to  18  cases  of  angina 
which  have  been  under  my  care.  All  of  the 
patients  were  over  40  years  old,  13  men  and 
5 women.  Ten  of  these  have  died,  6 of  the 
men  died  during  major  attacks,  inside  2 years 
after  a diagnosis  of  angina  was  made,  and  2 
of  them  were  never  able  to  leave  their  homes 
after  the  first  major  attack.  One  who  former- 
ly suffered  from  angina  died  from  other 
causes.  One  woman  died  during  the  first  at- 
tack. This  patient  had  a low  blood  pressure. 
The  other  8"  are  still  living. 

One  of  these,  a man  previously  referred  to, 
had-  major  attacks  over  20  years  ago  and  is 
still  attending  to  his  professional  duties,  but 
all  of  the  8 are  living  very  restricted  lives. 
Most  of  them  know  what  will  bring  on  an  at- 
tack of  pain  in  their  own  cases.  In  some  it  is 
exercise,  in  others  worry,  and  I have  found 
indigestion  to  be  often  associated  with  attacks, 
whether  as  a cause  or  effect  it  is  impossible 
to  determine.  In  one  case  where  flatulence 
was  a distressing  symptom  an  attempt  to  give 
an  enema  on  two  occasions  precipitated  an 
acute  attack.  On  another  occasion  the  intro- 
duction of  a rectal  tube  gave  this  same  pa- 
tient great  relief. 

Tn  three  of  these  cases  the  question  of  sur- 
gical intervention  to  relievo  focal  infections 
had  to.  be  considered,  two  on  account  rf  teeth 
conditions  and  one  suffering  from  enlarged 
prostate  and  infected  urinary  bladder. 

An  operation  on  any  such  patient  should 
not  be  undertaken  unless  it  is  urgently  de- 
manded, but  with  a good  rest  in  bed  and  dig- 
ital's before  the  operation  these  three  pa- 
rents stood  the  operation  very  well  and  the 
angina]  attacks  have  stopped. 

One  case  illustrates  a point  mentioned  by 
Mackenzie  concerning  the  cause  of  the  pain, 
especially  the  hyperalgesia  of  the  skin  over 
the  shoulder  and  chest.  Tn  angina  he  be- 
lieves that  there  is  a hyper-sensitive  region  of 
the  spinal  cord  including  the  last  cervical  and 
upper  dorsal  segments  of  the  cord,  and  a hy- 
persensitive bulbar  region  corresponding  to 
the  vagal  support  of  the  heart.  These  regions 
of  the  central  nervous  system  may  be  hyper- 
sensitive because  of  impulses  reaching  them 
from  the  heart  or  because  of  disease  of  other 
organs,  or  a similar  state  may  exist  in  neu- 
rasthenia. 

This  hyper-excitability  of  regions  of  the 
central  nervous  system  explains  the  anginal 
syndrome  whether  the  site  of  the  disease  is  in 
the  heart  itself,  or  in  other  organs,  or  in  the 
central  nervous  system 

Irritability  of  the  spinal  centres  accounts 


made  on  the  heart  muscles;  it  also  accounts 
for  anginal  attacks  induced  by  movements  of 
the  left  arm,  and  for  the  spasm  of  the  chest 
muscle,  whilst  the  hyper-excitability  of  the 
nuclei  in  the  floor  of  the  4th  ventricle  ac- 
counts for  the  nausea  and  increased  flow  of 
saliva  seen  in  many  cases. 

One  of  my  patients  showed  this  hypersen- 
sitiveness in  a marked  degree.  ‘She  had  re- 
current attacks  of  angina  for  some  weeks  be- 
fore this  became  marked.  Suddenly  she  com- 
plained of  great  tenderness  of  the  skin  around 
the  clavicle  and  down  the  left  arm  over  the 
deltoid  muscle,  and  the  slightest  touch  over 
this  region,  or  movement  of  the  left  arm 
brought  on  an  attack  of  angina. 

DISCUSSIONS. 

Emmet  F.  Horine:  The  concept  of  angina 

pectoris  is  at  the  present  time  undergoing  quite 
a change  as  so  ably  stated  by  Dr.  Thompson. 
Some  authors  even  go  so  far  as  to  ignore  an- 
gina as  a distinct  entity.  In  fact  if  one  exam- 
ines Nelson’s  Loose  Leaf  Medicine,  volume  four, 
on  heart  lesions,  he  will  fail  to  find  angina  treat- 
ed as  a separate  condition.  Cohn,  the  editor  of 
this  volume,  who  is  quite  an  authority  cn  heart 
disease,  does  not  consider  angina  as  an  entity 
and  merely  stresses  precordial  pain  in  its  rela- 
tionship to  the  various  heart  lesions. 

In  the  past,  authors  have  discussed  angina  as 
a separate  entity,  and,  by  employing  the  term 
true  and  false  angina,  have  caused  confusion. 
Mackenzie,  a few  years  ago,  wrote  a book  of 
two  hundred  pages  on  angina,  reporting  one 
hundred  and  sixty  cases.  In  that  group  will  be 
found  those  with  sub-sternal  and  precordial  pain 
associated  with  the  various  types  of  heart  dis- 
ease. As  I recall  he  includes  nineteen  cases 
classified  as  angina  but  which  at  autopsy  showed 
an  acute  coronary  occlusion-.  However,  at  the 
present  time  the  concept  of  angina  as  a distinct 
entity  is  losing  ground,  we  are  coming  to  the 
point  where  we  consider  it  largely  a symptom. 

One  must  remember  that  precordial  or  even 
sub-sternal  pain  may  develop  in  a,  perfectly 
healthy  individual,  provided  that  individual  takes 
a sufficient  amount  of  strenuous  exercise,  and 
particularly  if  he  is  inclined  to  be  somewhat  ex- 
hausted physically.  An  individual  in  a weakened 
condition,  whojs  anemic,  may  have  precordial 
pain  provoked  by  even  moderate  exercise  and 
present  all  the  symptoms  of  angina.  This  must 
be  admitted.  Therefore,  we  should  be  quite 
careful  in  making  a diagnosis  of  angina  pectoris, 
thus  leading  the  individual  to  feel  that  a very 
serious  condition  is  present. 

Were  we  to  very  roughly  classify  cases  pre- 
senting pain  of  the  type  under  discussion  we 
would  I think  find  that  four  groups  might  be 
easily  distinguished.  The  first  group  would  be 
an  entirely  innocent  one,  that  in  which  pain 
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arises  after  severe  exertion.  Any  of  us  might 
have  pain  following  a physical  exhaustion.  There 
are  many  other  related  causes  but  time  will 
not  permit  of  their  discussion.  Let  us  not  make 
the  diagnosis  of  angina  pectoris  in  this  first 
group. 

Another  interesting  group  of  cases  presenting 
precordial  pain  is  that  which  Dr.  Thompson  men- 
tioned, namely  the  one  associated  with  intermit- 
tent claudication.  It  has  been  described  as 
ischemia  cordis  intermittens,  the  idea  being  that 
there  is  a temporary  constriction  of  the  coronary 
vessels  with  resulting  pain.  Many  cases  of  this 
type  have  been  described.  The  pain  appears  or- 
dinarily without  warning  or  after  mild  exertion, 
last  for  a short  time  and  ceases.  Grave  prog- 
noses need  not  necessarily  be  given  in  these 
cases. 

A third  group  is  that  associated  with  definite 
though  varied  cardiac  pathology.  Certain  de- 
grees of  coronary  sclerosis  may  be  present  or 
perhaps  myocardial  changes  or  there  may  be 
aortic  changes.  While  there  is  no  constant  path- 
ology, we  have  a rather  definite  symptom  com- 
plex, namely  the  pain,  quite  severe  in  type,  com- 
ing on  ordinarily  following  exertion,  and  fre- 
quently radiating  to  the  neck,  face,  and  often 
into  the  left  arm  or  into  both  arms.  This 
pain  lasts  only  a very  short  time.  It  is  ordin- 
arily relieved  by  standing  still  or  sitting  down 
or  perhaps  by  the  taking  of  some  amyl  nitrite 
or  nitroglycerin  as  an  emergency  remedy.  I be- 
lieve we  should  consider  this  third  group  as  evi- 
dence of  myocardial  changes  plus  myocardial 
fatigue,  and  treat  is  as  a type  of  cardiac  fail- 
ure. 

The  fourth  group,  and  one  to  which  our  at- 
tention has  recently  been  called,  is  the  coronary 
occlusion  group.  , This  group  is  one  that  needs 
recognition  and  it  has  such  a definite  symptom 
complex  that  we  ought  to  be  able  to  recognize 
it  almost  from  the  history  itself.  The  history  is 
that  suddenly,  perhaps  out  of  a clear  sky,  an 
individual  will  experience  an  attack  of  extreme- 
ly severe  substernal  pain.  This  pain  is  intense 
and  persistent,  lasting  ont  only  for  a few  min- 
utes but  at  times  for  hours  or  days.  It  radiates 
frequently  upward  into  the  left  arm  or  into 
both  arms,  and  is  not  relieved  by  morphine  or 
any  other  sedatives.  This  is  the  so-called  status 
anginosis  and  deserves  especial  recognition  be- 
cause when  it  occurs  one  must  realize  that  a 
branch  of  one  of  the  coronaries  is  Mocked,  an 
infarct  is  formed  and  the  heart  is  decidedly  crip- 
pled. 

In  coronary  occlusion  the  nitri  's  should  not 
be  used  for  the  reason  that  as  a result  of  the 
coronary  occlusion  the  heart  muscle  is  crippled, 
the  blood  pressure  is  markedly  lowered  and  cer- 
tainly nothing  should  be  given  to  further  re- 
duce the  blod  pressure. 

J.  A.  Flexner : This  is  a very  interesting  top- 


ic to  me.  In  his  paper  Dr.  Thompson  has  pre- 
sented many  important  features,  not  only  with 
reference  to  the  nomQncUuute  and  classifica- 
tion, but  the  general  change  ir.  attitude  of  the 
profession  on  the  question  of  retro-sterr.ai  pain. 
I am  glad  Dr.  Horine  referred  to  the  work  of 
Clifford  Allbutt  on  this  subject.  I think  he  has 
made  a more  extensive  study  of  retro-sternal 
pain  from  a pathological  clinical  point  of  view 
than  anybody  else,  not  excepting  the  work  of 
Mackenzie  on  angina  pectoris.  I believe  a tre- 
mendous amount  of  angina  is  due  to  spasm  at 
the  root  of  the  aorta  as  described  by  Allbut. 
We  have  learned  to  recognize  coronary  throm- 
bosis as  an  important  cause  of  angina.  This 
was  recognized  by  Osier  many  years  ago.  I have 
seen  him  try  on  several  occasions  to  see  whether 
it  was  possible  to  introduce  a broom  straw  or 
something  of  that  kind  into  the  mouth  of  the 
coronary  artery  when  death  was  suspected  from 
angina  pectoris.  In  some  cases  it  was  poss  ble, 
in  others  it  was  not. 

I wish  to  call  attention  to  a drug  that  I think 
is  of  tremendous  importance  in  the  manage- 
ment of  angina.  Two  or  three  years  ago  I had 
the  opportunity  of  discussing  this  sulject  with 
Lewis  of  London.  It  has  been  my  misfortune 
to  see  two  members  of  my  immediate  family  die 
of  angina  pectoris,  so  the  matter  is  a very  inter- 
esting one  to  me.  During  the  last  six  months  of 
the  life  of  one  of  these  individuals  wo  began  the 
use  of  luminal.  Before  this  period  (he  patient 
had  an  anginal  attack  almost  daily.  She  would 
be  aroused  from  sleep  sometimes  by  an  attack, 
and  we  would  have  to  give  her  from  one  to  three 
injections  of  morphine  to  afford  relief.  Amyl 
nitrite  had  previously  been  used  in  thi^  case 
and  had  completely  lost  its  effect.  The  at- 
tacks were  often  epileptoid  in  chai-acter.  That 
was  the  beginning  of  my  use  of  luminal.  We 
were  able  to  discontinue  the  administration  of 
morphine  altogether.  During  the  last  six  or 
seven  months,  when  the  blood  pressure  showed 
a tendency  to  rise,  some  of  the  iodides  would 
keep  her  in  greater  omfort  than  usually  seen 
in  such  cases.  I have  had  an  opportunity  of  try- 
ing the  luminal  treatment  in  several  other  cases 
of  angina,  and  its  effects  have  been  gratifying. 

I am  satisfied  that  angina  pectoris  is  rather 
common,  and  irrespective  of  its  pathology  the 
symptomatology  is  such  that  the  diagnosis  can 
be  made  without  the  use  of  a single  instrument. 
I think  the  diagnosis  can  be  made  accurately 
from  the  patient's  story.  Of  course  I always 
like  to  confirm  it  by  a plate  retracing  with  the 
electro-cardiograph  as  the  case  may  be.  I am 
like  Mackenzie  in  that  particular,  I do  not  be- 
lieve it  is  necessary  to  resort  to  any  instrument 
to  make  the  diagnosis  of  angina  pectoris.  How- 
ever, if  any  doubt  exists  in  the  mind  of  the  at- 
tendant, he  had  better  give  1-100  or  1-50  grain 
of  nitroglycerine  during  the  attack. 


590  KENTUCKY  MEDICAL  JOURNAL  [October,  1927 

* 


I saw  today  a lady  who  was  having  a great 
deal  of  cardiac  distress,  it  would  not  be  fair  to 
call  it  pain.  I gave  her  1-50  gr.  nitroglycerine 
in  water  and  sat  by  her  side  a few  minutes  and 
watched  the  attack  disappear. 

I was  impressed  by  some  of  the  things  Lewis 
said  to  me.  I asked  him  what  their  experience 
had  been  in  the  large  hospital  with  which  he  is 
connected  in  the  therapeutic  management  of 
these  angina  cases.  He  said  they  were  more  in- 
terested in  relieving  the  suffering  of  the  pa- 
tient than  in  the  question  of  cure;  but  even  if  a 
man  lived  thirty  years  after  an  attack,  he  might 
still  die  of  angina. 

Digitalis  has  been  mentioned:  Theoretically  it 
would  seem  that  digitalis  is  contraindicated  in 
angina,  but  I have  sometimes  given  it  in  small 
doses  over  a long  period  of  time,  and  believe  it 
is  a very  useful  drug  in  certain  cases. 

John  Edwin  Hays:  Dr.  Thompson  deserves 

much  credit  for  bringing  this  subject  before  the 
society.  Hjs  classification  is  sensible  and  con- 
servative. The  term  “pseudo”  should  he  con- 
signed to  the  limbo  region  as  it  means  nothing. 
Angina  pectoris  is  not  now  considered  an  entity 
but  a symptom-complex.  We  are  unable  in  many 
instances  to  ascertain  the  real  cause  of  the  at- 
tacks. They  may  be  due  to  coronary  sclerosis, 
some  lesion  in  the  proximal  portion  of  the  aorta, 
or  other  disease  of  the  heart.  It  is  my  opinion 
that  in  many  cases  angina  is  due  to  something 
in  the  cardio-vascular  system.  Abdominal  symp- 
toms due  to  indigestion  or  violent  exercise  after 
a meal  are  simply  contributing  factors.  I think 
the  real  pathology  is  in  the  cardio-vascular  sys- 
tem. 

To  -understand  any  disease  we  must  be  able 
to  correlate  the  physical  manifestations  with  the 
pathological  findings,  and  we  cannot  do  that  in 
all  cases  of  angina  pectoris.  I have  always 
thought  in  these  attacks  of  angina,  when  the 
first  attack  proves  fatal,  that  the  trouble  is  prob- 
ably a coronary  thrombus.  There  may  be  a 
gradual  obliteration  of  the  coronary  artery  and 
the  patient  may  have  many  attacks  and  die  at 
any  time  in  one  of  them.  The  outstanding  fea- 
ture in  all  these  attacks  is  pain  the  location  and 
character  of  which  Dr.  Thompson  fully  described. 
Decided  respiratory  distress  almost  invariably  ac- 
companies the  attack. 

I believe  the  essayist  stated  that  males  were 
ten  times  more  liable  than  females.  I believe 
that  is  absolutely  true,  but  just  why  it  is  I am 
unable  to  say.  I think  it  has  been  claimed  that 
the  reason  angina  is  more  predominant  in  males 
is  on  account  of  their  occupations,  they  are  sub- 
jected to  much  more  strain  and  stress.  How- 
ever, most  of  the  cases  I have  seen  have  been  in 
people  who  did  not  live  a very  strenuous  outdoor 
life.  I can  readily  see  how  sudden,  severe  ex- 
ertion, usually  just  after  a full  meal,  might  be 
a contributing  factor,  but  I think  that  merely 


aggravates  the  condition  which  already  exists  in 
the  cardio-vascular  system. 

A point  which  occurred  to  me  while  Dr. 
Thompson  was  reading  his  paper  is  the  question 
of  syphilis.  I do  not  recall  ever  having  read  or 
heard  of  a case  of  angina  in  which  the  cause 
could  be  definitely  assigned  to  lues. 

Another  thing:  I have  never  seen  a case  of 

angina  in  a negro.  Is  the  colored  race  immune 
to  angina? 

While  Dr.  Thompson’s  paper  did  not  include 
treatment,  I wish  to  say  that  the  patients  I have 
seen  with  angina  have  been  very  much  inclined 
to  over-indulgence  at  the  table.  I think  if  all 
patients  with  angina  were  placed  on  a rational 
and  well-balanced  diet  there  would  be  less  fre- 
quent attacks.  Dietary  indiscretion  may  be  the 
origin  of  the  trouble  occurring  in  the  cardio-vas- 
cular system. 

J.  Rowan  Morrison:  We  are  certainly  very 

much  indebted  to  Dr.  Thompson  for  bringing  the 
subject  of  angina  pectoris  to  our  attention  in 
the  way  he  has.  He  has  dealt  fully  with  the 
classification  and  the  symptomatology  of  angina, 
discrediting  some  of  the  older  ideas  on  the  sub- 
ject, and  has  also  given  us  the  newer  ideas  and 
concepts.  It  is  very  difficult  to  determine  what 
actually  causes  angina  or  pain  in  the  heart, 
therefore  I think  his  classification  in  the  proper 
one.  It  is  not  so  much  a question  of  pain  in  the 
heart  but  precordial  pain.  It  must  be  very  dif- 
ficult to  determine  in  many  cases  such  as  Dr. 
Thompson  has  mentioned  exactly  what  is  the 
cause  of  the  angina.  I think  his  description  is 
extremely  interesting,  and  it  is  a question  that 
particularly  should  be  discussed  in  Louisivlle,  bei 
cause  many  of  the  older  physicians  here  have  be- 
lieved that  no  one  ever  survived  three  attacks  of 
angina.  I understand  that  John  Hunter  who 
was  quite  an  authority  on  angina  had  it  for 
twenty  years  and  finally  died  in  an  attack. 

Another  feature  that  should  be  freely  discuss- 
ed is  the  question  of  whether  the  trouble  is  in 
the  spinal  cord,  the  nervous  system,  or  in  the 
heart  itself.  We  know  that  in  certain  cases  di- 
vision of  the  sympathetic  nerve  and  thus  destroy- 
ing its  influence  relieves  the  pain  the  heart.  R. 
G.  Spurling,  at  the  Louisville  City  Hospital,  re- 
cently performed  such  an  operation  and  made  a 
very  interesting  report  of  the  case. 

I wish  to  emphasize  a point  that  has  already 
been  mentioned,  and  that  is  the  importance  of 
coronary  sclerosis  or  coronary  thrombosis  in  re- 
lation to  the  production  of  angina  as  that  seems 
to  be  the  type  of  angina  that  kills.  In  other 
words,  that  type  or  major  attack  with  dyspnea, 
low  blood  pressure,  intense  pain,  net  relieved  by 
ordinary  doses  of  morphine  or  nitroglycerine 
Under  such  circumstances  our  attention  should 
be  directed  to  the  circulation  in  the  coronary  ar- 
teries. I think  considerable  progress  has  been 
made  by  men  who  have  indicated  that  we  have 
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some  definite  symptoms  of  this  type  of  angina. 
In  many  of  those  cases  not  relieved  by  opiates 
and  nitroglycerine,  there  is  a decline  in  blood 
pressure  and  high  leucocytosis.  When  the  pa- 
tient develops  leucocytosis  and  low  blood  pres- 
sure during  an  attack  of  angina,  we  may  be  able 
to  prevent  heart  failure  by  rest  and  general 
care  of  the  patient.  If  we  can  tide  the  indi- 
vidual over  lor  a sufficient  length  of  time  for 
collateral  circulation  to  become  established  we 
will  probably  prevent  early  heart  muscle  fail- 
ure. It  is  along  that  line  that  1 believe  some 
good  can  be  accomplished. 

In  regard  to  digitalis:  My  concept  of  angina 

leads  me  to  say  that  there  is  no  reason  to  give 
digitalis  for  the  anginal  attack,  but  in  impend- 
ing failure  of  the  heart  muscle  digitalis  is  indi- 
cated. 

If  the  patient  shows  evidence  of  rapid  decom- 
pensation, then  digitalis  in  proper  dosage  should 
be  given. 

Ben  Carlos  Frazier:  I would  like  to  Say  in 

connection  with  what  some  of  the  other  gentle- 
men have  stated  about  the  rarity  of  angina  pec- 
toris in  women,  that  it  seems  quite  probable  in 
the  future  we  will  encounter  more  cases  in  fe- 
males tnan  we  have  formerly.  Women  are  now 
engaged  in  more  strenuous  occupations  than  ever 
before,  and  this  is  particularly  true  since  the 
question  of  woman’s  suffrage  has  assumed  prom- 
inence and  the  active  lives  women  have  assumed 
during  the  last  few  years. 

CutHbert  Thompson  (in  closing)  : Several  of 

the  gentlemen  in  the  discussion  referred  to 
.“true”  angina.  I did  not  use  that  term  in  my 
paper,  as  I think  the  words  true  and  false  in 
connection  with  angina  are  misleading.  To  clar- 
ify'the  classification  the  terms  major  and  minor 
have  been  suggested,  and  I believe  these  are  pre- 
ferable. We  are  accustomed  to  speak  of  ma- 
jor (grand  mal)  and  minor  (petit  mal)  attacks 
in  epilepsy,  and  the  latter  may  merge  into  the 
former.  The  simplest  case  of  angina  today  may 
prove  one  of  the  most  severe  tomorrow,  the  min- 
or merging  into  the  major.  Why  call  the  mild 
attack  pseudo-angina  today  ana  have  to  change 
the  diagnosis  to  true  angina  tomorrow? 

I had  under  observation  for  some  time  a pa- 
tient with  angina  minor.  He  developed  severe 
angina  and  died  in  the  first  major  attack. 
There  is  only  a difference  in  degree  between 
them.  I think  the  sooner  we  abandon  the  terms 
false  and  true  in  connection  with  angina  the 
better. 

We  recognize  angina  as  a group  of  symptoms, 
a symptom-complex,  we  do  not  call  it  a disease, 
and  when  we  use  the  term  “true”  we  imply  a 
pathological  entity.  To  designate  the  attacks  as 
major  and  minor,  or  primary  and  secondary, 
would  seem  preferable,  thus  eliminating  the 
words  true  and  false. 

Dr.  Horine  referred  to  precordial  pain  in  gen- 


eral: I did  not  use  that  term  in  my  paper.  The 

pain  of  angina  is  mostly  referred  to  as  retro- 
sternal. Precordial  pain  may  be  due  to  many 
things  other  than  angina.  Retro-sternal  pain  is 
practically  always  associated  with  angina. 

As  to  intermittent  claudication  in  angina:  I 

have  only  once  seen  that  referred  co  in  the  lit- 
erature, and  yet  I have  had  three  cases  of  this 
nature  myself.  One  of  the  patients  died  and 
necropsy  was  performed.  The  man  came  to  me 
suffering  from  intermittent  claudification,  and 
upon  questioning  him  it  was  found  he  had  been 
having  attacks  of  dyspnea  for  a week,  and  of 
course  the  diagnosis  was  easily  made.  These 
three  cases  are  mentioned  in  my  paper  as  inter- 
mittent claudification  with  no  anginal  pain  in 
the  beginning. 

I was  interested  in  what  Dr.  J.  A.  Flexner  said 
about  luminal,  and  also  the  points  that  were 
made  by  Dr.  Morrison.  In  certain  cases  luminal 
seems  to  act  better  than  anything  else. 

I- believe  it  is  easy  to  understand  why  anginal 
pain  develops  in  certain  individuals  after  slight 
exercise,  especially  where  the  patient  suffers 
from  gastro-intestinal  disturbances,  etc.,  because 
the  nervous  system  is  already  irritated.  In  one 
case  Dr.  Bloch  saw  with  me,  the  patient  could 
not  even  move  his  arm  without  causing  an  at- 
tack of  angina.  Undoubtedly  the  patient  had 
excessive  irritation  of  the  nervous  system  and 
slight  movement  initiated  anginal  pain. 

Dr.  J.  A.  Flexner  also  said  instruments  were 
unnecessary  in  the  diagnosis  of  angina:  It  is 

true  that  instruments  are  not  necessary  in  most 
of  the  cases,  but  it  is  very  well  to  have  an  elec- 
trocardiographic tracing  made  as  it  helps  to  clar- 
ify the  diagnosis. 

Dr.  Hays  asked  about  the  preponderance  of 
angina  in  males  over  females,  and  then  answered 
his  own  question.  Males  are  under  more  strain 
and  stress  than  females  owing  to  the  difference 
in  occupations.  If  there  is  any  irritation  of  the 
nervous  system  strain  wiil  more  easily  provoke 
an  attack.  Even  in  a healthy  individual,  as  Dr. 
Horine  lias  said,  any  undue  strain  or  excessive 
muscular  exercise  may  initiate  anginal  pain,  es- 
pecially if  there  is  any  irrtation  of  the  entral 
nervous  system. 


15  Hereditary  Fragiliias  Oss'um. — -A  case  of 
hereditary  fragilitas  ossium  is  reported  by 
Rosenblatt,  with  the  family  tree  extending 
through  four  generations  and  with  the  progress 
through  one  fracture.  In  this  family,  brittle 
bones  have  not  skipped  a generation.  Practical- 
ly all  members  have  had  this  symptom;  several 
have  had  blue  sclera  and  deafness  Unlike  the 
observations  of  Key,  blue  sclera  were  not  dom- 
inant; and  members  not  having  this  condition 
had  fragile  bones. 
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CHANGING  CONCEPTS  CONCERNING 
ORAL  SEPSIS.* 

By  Edward  C.  Rosenow,  M.  D.,  Rochester, 
Minnesota. 

It  seems  to  me  appropriate  to  consider  on 
this  occasion,  the  development  of  the  import- 
ant subject  of  the  changing  concepts  concern- 
ing oral  sepsis,  the  clinical  and  experimental 
observations  upon  which  it  rests,  and  the  good 
that  has  already  come  from  its  application, 
and  to  estimate  the  benefit  that  may  confi- 
dently  be  expected  to  accrue  from  it  in  the 
years  to  come.  Moreover,  since  your  commis- 
sion has  seen  fit  to  present  this  award  to  me 
for  efforts  of  my  own  in  this  field  that  bear 
t»o  directly  on  dental  problems,  1 may  be 
pardoned  for  reviewing  briefly  results  of  my 
own  studies,  particularly  the  earlier  experi- 
ments that  led  to  the  conception  of  the  theory 
of  elective  localization,  and  to  point  out  why 
investigators,  aside  from  those  who  have 
worked  with  me,  have,  until  recently,  had  dif- 
ficulty in  corroborating  the  experimental  find- 
ings. 

Nowhere  in  medical  history  is  the  value 
that  comes  from  combined  clinical  observa- 
tion and  experimental  inquiry  better  illus- 
trated than  in  the  development  of  our  know- 
ledge of  focal  infection.  Notwithstanding  the 
repeated  suggestions  made  in  previous  years 
concerning  the  etiologic  relationship  especial- 
ly between  acute  localized  infection  and  grave 
systemic  disease,  the  medical  and  dental  pro- 
fessions as  a whole  remained  indifferent  until 
Billings  and  his  co-workers  made  their  clin- 
ical observations  and  correlated  experimental 
studies  on  animals,  demonstrating  the  import- 
ance of  localized  infections,  even  though  small 
and  symptomless,  as  common  sources  of  var- 
ious systemic  disorders.  The  broader  concep- 
tion of  this  interrelationship,  well  expressed 
by  the  term  “focal  infection,”  may  therefore 
be  regarded  as  having  originated  in  recent 
years.  I count  myself  fortunate  in  having 
been  associated  with  Dr.  Billings,  to  have 
been  able  to  participate  in  this  earlier  work 
in  Chicago  and  to  have  had  the  opportunity 
to  continue  my  investigations  in  conjunction 
with  clinicians  at  the  Mayo  Clinic  in  Roch- 
ester. 

Aside  from  affording  information  concern- 
ing the  pathogenesis?  of  a series  of  diseases 
formerly  not  well  understood,  the  work  gave 
medical  science  a therapeutic  principle  of  the 
utmost  importance.  Numerous  reports  on  the 
relief  of  symptoms  following  the  removal  of 
foci  of  infection  soon  followed.  The  scope  of 
this  influence  may  be  judged  by  the  volumin- 
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ous  literature  on  focal  infection  that  has  since 
appeared  throughout  almost  the  whole  civil- 
ized world.  The  benefits  that  have  already  ac 
crued  directly  or  indirectly  are  almost  beyond 
calculation.  It  is  not  surprising  that  much 
speculation  and  opinion,  often  insufficiently 
supported  by  facts,  have  been  indulged  hi 
both  by  clinicians  who  often  have  little  con- 
ception of  the  real  significance  of  experi- 
mental studies  and  by  purely  laboratory  work- 
ers who  know  so  little  of  the  clinical  applica- 
tions of  their  findings.  All  of  the  men  who 
were  associated  with  Billings  and  who  did  the 
experimental  work  had  had  both  clinical  and 
laboratory  training  and  had  intimate  know- 
ledge of  the  condition  of  the  patient  under 
investigation.  Both  types  of  study  have  value, 
but  this  could  be  greatly  increased  if  the 
studies  in  this  field  could  be  made  in  collab- 
oration or  in  closer  cooperation.  Such  com- 
bined study  is  the  crying  need  today,  in  the 
further  working  out  of  this  problem.  How 
much  more  might  be  accomplished  if  the 
many  operators  in  the  dental  field,  particu- 
larly root-canal  experts,  exodontists  and  den- 
tal surgeons,  could  correlate  their  clinical 
and  radiologic  findings  with  results  of  equal- 
ly expert  baeteriologic  and  experimental  stud- 
ies in  animals  than  by  attempting  to  evalu- 
ate the  safety  of  the  various  procedures,  such 
as  root-canal  work,  by  mere  clinical  observa- 
tion, as  is  now  almost  universally  done.  It  is 
a noteworthy  fact  that  the  results  of  my  work 
in  this  field  have  been  verified  almost  wholly 
by  men  who  have  had  the  necessary  clinical 
guidance  in  the  selection  of  material  from  pa 
tients,  or  who  have  had  extensive  clinical  -ex- 
perience as  well  as  a laboratory  training. 

The  inability  of  certain  investigators  to  cor- 
roborate my  results  would  seem  to  be  explain 
able  on  the  ground  of  the  improper  selection 
of  cases  and  material  for  study  or  of  insuf- 
ficient attention  to  technical  details,  as  point- 
ed out  especially  by  Gay  and  Haden.  The 
early  results  in  studies  on  ulcer  were  corrob- 
orated by  Hardt  and  Helmholz,  those  on  iritis 
by  Irons,  Brown  and  Nacller,  and  those  on 
cholecystitis  by  Browm.  The  elective  local- 
izing power  of  streptococci  and  colon  bacilli 
from  urinary  infections  has  been  demonstrat- 
ed by  Helmholz  and  Beeler.  The  results  in 
the  study  of  ulcer  and  arthritis  have  been 
fully  corroborated,  extended  and  controlled 
in  my  laboratory  by  Meisser,  with  strepto- 
cocci isolated  from  infected  teeth  in  the  study 
of  ulcer  of  the  stomach  and  arthritis ; by  Na- 
kamura with  streptococci  isolated  from  extir- 
pated tonsils,  and  bjr  Giordano  with  strepto- 
cocci isolated  from  infected  teeth  and  tonsils 
after  the  death  of  the  patient.  My  methods 
have  been  used  successfully  in  a study  of  the 
etiology  of  pyelonephritis  and  ulcerative  cys- 
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titis  by  Meisser  and  Bumpus;  by  Moenich  in 
a study  of  the  etiology  of  endocervictis,  in 
which  she  demonstrated  that  this  condition  is 
often  due  to  partial-tension  streptococci  and 
may  be  a common  cause  of  arthritis  in  women, 
and  in  a study  of  the  etiology  of  chronic  co- 
litis by  Bargen.  Price,  working  independ- 
ently, has  also  reported  corroborative  results. 
The  work  on  iritis  and  other  disease  of  the 
eye,  on  ulcer  of  the  stomach  and  on  pyelone- 
phritis, as  concerns  dental  foci  especially,  has 
been  verified  and  greatly  extended  independ- 
ently by  Haden.  Through  strict  attention  to 
technical  details,  he  lias  even  succeeded  in 
producing  onychia  in  rabbits  with  streptococ- 
ci from  foci  of  infection  in  patients  suffering 
from  multple  onychia,  an  example  of  extreme 
specificity. 

Certain  investigators  contend  that  all  in- 
fections are  focal  in  character.  It  is  true 
that  this  is  often  the  case  in  the  microscopic 
sense,  yet  there  is  a fundamental  difference 
between  an  area  of  infection  around  the  joint, 
as  in  chronic  arthritis,  for  example,  and  in- 
fection in  the  jaw  surrounding  devitalized  or 
diseased  teeth,  or  the  tonsils  containing  di- 
lated crypts  with  a narrowed  or  plugged  ori- 
fice or  an  encapsulated  abscess,  and  which,  for 
mechanical  reasons,  cannot  heal  or  drain. 

In  the  systemic  or  secondary  focus,  the 
number  of  organisms  is  usually  small;  where- 
as, in  the  primary  foci  mentioned,  the  num- 
ber is  usually  large.  Again,  there  are  those 
who  say,  “Why  care  about  infected  pulpless 
teeth  or  other  foci  of  infection  since  the  mu- 
cous membrane  of  the  upper  respiratory 
tract,  and  especially  of  the  intestinal  tract, 
harbors  millions  of  organisms?”  It  is  well 
known  that  normal  mucous  membrane  are  rel- 
atively impermeable  to  micro-organisms.  In 
order  to  make  the  analogy  more  nearly  cor- 
rect, I would  venture  to  suggest  that  the 
nerve  supply  to  various  segments  of  the  in- 
testines be  cut  off  and  that  certain  parts  be 
wholly  or  partially  ligated.  Indeed  abund- 
ant evidence  is  already  at  hand  in  which  sys- 
temic disease  results  from  improper  func- 
tioning of  the  intestinal  tract  from  various 
causes,  such  as  reversed  peristalsis,  kinks  and 
adhesive  bands,  infected  diverticula,  and,  es- 
pecially, from  an  appendix  whose  orifice  or 
lumen  has  become  narrowed  from  scar  tis- 
sue, the  result  of  localized  infection,  or  has 
become  plugged  by  fecal  concretions. 

Clinical  observations  indicated  that  local- 
ized infections  in  certain  structures,  such  as 
tonsils,  teeth  and  sinuses,  are  more  likely  to 
be  associated  with  systemic  effects  than  those 
in  other  structures,  such  as  the  lung,  in  bron- 
chiectasis, or  the  urinary  tract,  in  cystitis  and 
pyelitis.  This  may  be  due  to  a difference  in 
the  kind,  number  of  invasive  power  of  the  bac- 


teria in  these  locations  or  to  peculiarities  of 
the  tissues  harboring  such  foci.  In  general, 
it  may  be  said  that  the  harm  which  is  prone 
to  come  from  foci  of  infection  is  directly  pro- 
portional to  the  lack  of  drainage  to  the  sur- 
face. The  more  virulent  the  bacteria,  the  less 
they  need  a gross  focus  for  entrance,  and  the 
lower  their  virulence,  the  greater  the  factor 
of  focal  infection  in  the  production  and  main- 
tenance of  chronic  disease.  There  is  much 
clinical  evidence  indicating  that  foci  of  infec- 
tion, as  in  tonsils,  are  often  directly  respon- 
sible for  rendering  attacks  of  acute  infectious 
diseases  more  severe  than  they  would  other- 
wise be,  and  for  increasing  the  incidence  of 
complications,  such  as  in  diphtheria  ancl 
scarlet  fever.  Foci  of  infection  in  the  upper 
respiratory  tract,  as  in  the  tonsils,  may  also 
be  of  epidemiologic  impoitanee,  as  is  indicat- 
ed by  the  suddenness  with  which  the  diph- 
theria-carrier state  disappears  after  tonsil- 
lectomy. In  fact,  the  question  of  focal  infec- 
tion in  its  broader  sense  is  as  wide  in  its  scope 
and  as  difficult  of  proper  application  as  is  the 
practice  of  dentistry,  medicine  and  surgery, 
combined.  It  cannot  be  applied  by  rule  of 
thumb  any  more  than  can  the  healing  art.  A 
focus  of  infection  that  for  mechanical  or  any 
other  reason  cannot  heal  or  drain,  that  is 
teeming  with  organisms,  often  in  mixed  cul- 
ture, must  ever  be  considered  not  only  as  a 
favorable  place  for  entrance  but  also  as  a 
good  place  for  bacteria  to  maintain  or  acquire 
high  and  particular  invasive  powers.  Clin- 
ical observations  support  these  contentions, 
and  experimental  results  have  gone  far  to  es- 
tablish them.  Thus,  control  experiments  with 
cultures  from  the  buccal  mucous  membrane, 
the  surface  of  the  tonsils  and  throat  often 
proven  negative,  the  animals  usually  remain- 
ing well  entirely  or  relatively  free  from  les- 
ions ; whereas,  strains  from  the  depth  of  the 
focus  produced  characteristic  lesions.  More- 
over, direct  experimental  proof  of  this  fact 
has  been  obtained  in  the  production  of  chron- 
ic foci  by  the  devitalization  and  infection  of 
teeth  in  dogs.  Strains  from  patients  with 
arthritis,  nephrolithiasis  and  ulcer  of  the 
stomach,  having  elective  localizing  power,  of- 
ten retained  this  property  for  many  weeks 
or  months  in  the  periapical  structures  of  the 
teeth  so  infected ; whereas,  several  aerobic 
platings  sufficed  to  destroy  it  completely. 

Theory  op  Elective  Localization 

The  best  proof  of  the  etiologic  relationship 
of  a focus  of  infection  to  a given  lesion  is  the 
production  of  the  lesion  in  animals  with  bac- 
teria isolated  from  the  focus  in  the  patient. 

Through  the  use  of  special  cultural  meth- 
ods in  which  due  consideration  was  given  the 
question  of  oxygen  tension  and  the  injection 
of  animals  with  the  freshly  isolated  strains, 


594 


KENTUCKY  MEDICAL  JOURNAL 


[October,  1927 


extremely  characteristic  localizations  were  ob- 
tained with  Streptococcus  viridans  from  pa- 
tients with  subacute  bacterial  endocarditis, 
and  with  streptococci  isolated  from  the  joints 
of  patients  with  rheumatic  fever  before  the 
idea  of  elective  localization  occurred  to  me. 
The  peculiar  localizations  obtained  were  con- 
sidered due  to  different  species  of  streptococ- 
ci, rather  than  to  peculiar  temporary  proper- 
ties of  different  strains  of  the  same  species. 
It  was  not  until  ulcer  of  the  stomach  was  pro- 
duced in  animals  during  my  study  on  the 
transmutation  of  pneumococci  and  strepto- 
cocci wdtli  “laboratory”  strains  that  had  at- 
tained a certain  grade  of  virulence  from  suc- 
cessive passage  through  animals  that  the 
theory  of  elective  localization  took  definite 
form.  The  long  series  of  experiments  in  ani- 
mals that  have  been  performed  since  by  my- 
self, my  pupils  and  independent  workers 
leaves  no  doubt  that  the  elective  power  of  the 
bacteria  in  foci  of  infection  largely  deter- 
mines the  location  of  the  systemic  lesion  or 
disease  a person  with  foci  of  infection  is  like- 
ly to  develop. 

This  statement  should  not  be  taken  to  mean 
that  this  always  occurs  independently  by  pre- 
disposing factors.  Exposure,  trauma  and  fa- 
tigue of  certain  structure,  improper  food  and 
bad  sanitation,  lack  of  sunshine,  alcoholism 
and  other  excesses,  undoubtedly  lower  the 
threshold  of  local  or  general  resistance  and 
thus  greatly  increase  the  likelihood  of  elect- 
ive localization  of  bacteria  and  other  infect- 
ive processes.  Direct  intravenous  injection  of 
bacteria  that  had  grown  in  foci,  such  as  those 
contained  in  small  amounts  of  pus  from  ton- 
sils, has  often  been  followed  by  localization, 
with  the  production  of  lesions  corresponding 
to  those  in  the  patient.  Moreover,  the  specific 
affinity  was  sometimes  so  marked  that  it  was, 
not  always  necessary  to  give  the  injections 
intravenously. 

This  observation  answers  an  objection 
raised  regarding  large  numbers  of  bacteria 
injected  in  routine  work.  Introduction  of  the 
bacteria  in  suitable  dosage  into  the  peritoneal 
cavity,  the  trachea,  the  brain,  the  stomach  or 
the  rectum,  or  into  the  nasal  cavity  by  pack- 
ing the  nose  with  gauze  soaked  in  the  culture, 
was  followed  by  specific  localization  in  cer- 
tain instances,  especially  when  the  more  viru- 
lent strains  were  used,  this  supporting  the 
clinical  observations  that  systemic  disease  is 
not  always  attributable  to  a demonstrable  fo- 
cus of  infection. 

In  order  to  remove  all  doubt  regarding  the 
importance  of  latent  foci  of  infection  as  an 
important  factor  in  the  production  of  disease, 
Men.  er  and  T produced  latent  foci  by  devit- 
alizing and  infecting  the  teeth  in  dogs,  thus 
closely  simulating  the  conditions  often  inad- 


vertantly induced  in  persons  by  dentists. 
Nephritis,  nephrolithiasis,  ulcer  of  the  stom- 
ach, spasms  of  the  diaphragm  and  other  mus- 
cles, and  chorea  have  been  produced  in  this 
way  with  culture  isolated  from  patients  with 
these  respective  diseases,  and  in  each  instance 
the  ca usual  relationship  of  the  organism  in- 
troduced into  the  teeth  to  the  metastatis  les- 
ion has  been  established  by  the  demonstration 
of  the  organism  in  the  lesions  and  focus  and 
by  the  elective  localizing  power  of  the  strains 
isolated.  During  the  latter  experiments,  an- 
other Important  fact  was  noted : The  bacteria 
in  the  induced  latent  focus  of  infection,  be- 
sides producing  the  characteristic  disease,  ap- 
peared to  exert  general  deleterious  effects. 
The  animals  lost  weight  and  became  more  sus- 
ceptible to  intercurrent  infections,  although 
they  were  kept  under  conditions  identical 
with  those  of  control  animals.  In  other  words, 
conditions  of  hygiene  and  diet  that  were  ade- 
quate to  maintain  weight  and  health  in  nor- 
mal dogs  were  inadequate  for  dogs  with  lat- 
ent foci  of  infection.  The  harm,  therefore, 
from  improper  food  or  sanitation  may  be 
greatly  exaggerated  by  bacteria  harbored  in 
foci  of  infection;  a point  not  yet  sufficiently 
considered. 

In  my  experiments,  still  other  important 
facts  have  been  brought  to  light.  Strepto- 
cocci having  the  same  specific  localizing  pow- 
er were  demonstrated  in  more  than  one  fo- 
cus in  the  same  persons  simultaneously,  and, 
in  some  instances,  at  intervals,  in  one  or  more 
foci,  over  a long  period.  These  experimental 
facts  are  in  harmony  with  the  common  clin- 
ical observation  that  persons  affected  with  a 
particular  disease,  such  as  iritis,  ulcer  or 
arthritis,  are  prone  to  have  recurring  attacks 
of  the  same  disease,  which  often  tends  to  be- 
come chronic  in  character.  In  the  light  of 
these  facts,  the  possibility  that  the  tissues  or 
fluids  of  the  body  afford  the  conditions  on 
which  the  development  of  the  peculiar  local- 
izing power  of  bacteria  depends  must  be  ser- 
iously considered.  The  hereditary  tendency 
observed  in  some  of  these  diseases  also  points 
in  this  direction,  as  does  the  repeatedly  made 
observation  that  a higher  incidence  and  more 
marked  lesions  occur  in  the  character  organ 
or  tissues  of  animals  infected  with  the  organ- 
isms from  foci  at  the  time  of  acute  attacks  or 
during  acute  exacerbations  in  chronic  affec- 
tions than  during  quiescent  intervals.  More- 
over, well-marked  differences  in  the  inci- 
dence and  severity  of  specific  lesions  were* 
noted  at  different  seasons  of  the  year,  espec- 
ially in  chronic  ulcer  and  arthritis.  During 
the  colder  months,  when  exacerbations  and  an 
increased  incidence  of  these  diseases  are  so 
common,  the  incidence  of  positive  results  in 
animals  pas  appreciably  higher  than  during 
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the  warmer  months,  when  patients  were  rela- 
tively or  entirely  fi’ee  from  symptoms 

The  fact  that  bacteria  of  the  same  species 
localize  electively,  depending  on  the  degree  of 
virulence  or  other  acquired  property,  is  no 
more  remarkable  than  t lie  fact  that  bacteria 
of  different  species  tend  to  localize  in  partic- 
ular organs  or  tissues.  The  loss  of  virulence 
of  streptococci  or  other  bacteria  on  artificial 
cultivation  and  its  increase  on  passage 
through  animals  are  well  recognized.  The 
change  in  localizing  power  likely  occurs  for 
the  same  reason. 

The  reasons  for  the  elective  localization  of 
bacteria  are  still  obscure.  No  doubt  the  same 
principles  that  determine  the  localization  or 
pharmacologic  action  of  chemicals  and  drugs 
apply  here.  Indeed,  my  experiments  in  ul- 
cer of  the  stomach  and  epidemic  hiccup 
strongly  support  this  hypothesis.  It  was 
found  that  strains  of  the  streptococci  from 
patients  with  ulcer  which  had  elective  affini- 
ty for  the  mucous  membranes  of  the  stomach 
and  which  produced  ulcer,  on  intravenous  in- 
jections elaborated  a poison  of  toxin  within 
the  bacterial  cell  and  in  the  broth  that  had 
specific  damaging  effects.  Injection  of  the 
washed  dead  bacteria  and  filtrates  of  actively 
growing  cultures  produced  hemorrhage  and 
ulcer  of  the  stomach  without  inciting  lesions 
elsewhere.  Even  more  striking  were  the  re- 
sults following  intracerebral  injection  of  liv- 
ing cultures  of  the  streptococcus  from  pa- 
tients with  epidemic  hiccup,  the  dead  bac- 
teria, and  filtrates  of  freshly  isolated  cultures. 
In  each  instance,  spasm  of  tho  diaphragm  or 
other  muscles  was  produced.  Moreover,  fil- 
trates of  nasopharyngeal  washings  and  pus 
from  tonsils  at  the  time  of  attacks  sufficed  to 
provoke  spasms;  whereas,  similarly  prepared 
filtrates,  after  recovery,  were  without  effect. 
Aside,  therefore,  from  the  specific  attraction 
of  tropism  of  certain  bacteria,  their  localiza- 
tion and  growth  in  certain  tissues  are  depend- 
ent on  the  production  of  toxins  or  poisons 
that  damage  those  tissues  specifically.  The 
specificity  of  some  of  the  strains  was  so  mark- 
ed that  intravenous  injection  in  pregnant 
rabbits  was  followed  bv  localization  and  les- 
ions that  were  similar  in  fetuses  and  mother 
rabbits.  The  view  held  by  obstetricians  that 
foci  of  infection  predispose  to  miscarriage  or 
to  the  ill  health  of  the  fetus  is  supported  by 
clinical  and  experimental  findings.  The  far- 
reaching  deleterious  effects  that  focal  infec- 
tion may  have  even  in  conditions  generally 
thought  to  be  hereditary  in  origin  are  well  il- 
lustrated by  the  work  of  Talbot,  who  says; 

“The  evidence  tends  to  show  that  most 
congenital  malformations  which  are  the  re- 
sults of  lack  of  embryonic  development  are 
not  hereditary  defects  but  acquired  in  utero ; 


that  defects  in  development  are  due  to  in- 
jury to  the  placenta  during  the  early  weeks 
of  pregnancy;  that  the  injury  to  the  placen- 
ta is  due  to  maternal  hematogenous  infection 
of  the  blood  vessels  of  the  placental  site,  and 
that  th,e  source  of  the  hematogenous  infec- 
tion is  generally  to  be  found  in  the  teeth  and 
tonsils.” 

Practical  Consideration 

The  practical  applications  of  the  principles 
of  focal  infection  and  elective  localization  are 
fraught  with  many  difficulties.  Systemic  dis- 
eases, once  thoroughly  established  and  often 
associated  with  anatomic  changes  that  in 
themselves  may  continue  to  give  rise  to  symp- 
toms even  though  there  are  no  organisms  pres- 
ent, may  continue  after  all  evident  foci  are  re- 
moved. The  instances  of  cure  or  arrest  of 
progress  in  systemic  diseases  by  the  removal 
of  foci  of  infection  are  so  numerous  that 
search  for  and  removal  of  all  foci  possible  is 
indicated  in  almost  every  case  of  serious  sys- 
temic disease  in  which  there  is  good  clinical  or 
experimental  evidence  of  focal  origin.  In  a 
given  case  the  variations  in  the  invasive  pow- 
er of  the  bacteria,  the  v'ide  differences  in  nat- 
ural or  acquired  resistance  to  microbe  inva- 
sion in  different  persons  and  at  different 
times,  the  age  and  sex,  the  history  of  previous 
attacks,  the  duration  and  character  of  the  dis- 
ease from  which  relief  is  sought,  and  heredi- 
tary tendencies  must  all  be  considered  in  de- 
termining when,  or  whether,  all  or  certain  foci 
should  be  removed,  or  whether  the  condition 
is  indeed  of  focal  origin. 

To  arrive  at  a correct  diagnosis  and  to  man- 
age focal  infection  properly  often  requires 
the  advice  of  specialists  in  the  various  branch- 
es of  the  healing  art,  as  well  as  that  of  a com- 
petent bacteriologist.  The  opportunities  of 
the  dental  profession  have  been  greatly  in- 
creased through  a better  understanding  of 
the  problem  of  focal  infection  in  general,  and 
especially  of  the  dental  area.  Many  problems 
are  still  unsolved,  but  enough  have  been  solved 
to  prove  that  prevention  and  elimination  of 
oral  sepsis  should  henceforth  take  preceden  e 
over  preservation  of  the  teeth,  which  has  been 
practiced  in  the  past  almost  wholly  for  me- 
chanical or  cosmetic  purposes.  Preventive 
measures  should  begin  in  childhood,  with  a 
view  to  obtaining  proper  development  of  the 
teeth  and  oral  cavity.  The  principles  under- 
lying various  procedures  for  the  prevention 
and  cure  of  infections  of  the  gums  and  envel- 
oping membranes  of  the  roots  of  teeth  are 
fairly  well  understood  and  effectively  applied 
by  many. 

Infections  of  the  dental  pulp,  pulpless  teeth 
and  apical  abscesses  are  theoretically  the  most 
dangerous  of  the  various  forms  of  dental  foci. 
They  are  usually  free  from  symptoms  and 
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hence  unsuspected.  They  are  situated  in  os- 
seous tissues  which  allow  no  expansion.  They 
can  drain  only  into  the  circulation  and  are  ex- 
posed to  pressure  transmitted  by  the  teeth 
during  mastication.  They  remain  active  for 
years,  and  the  bacteria  are  not  encapsulated, 
as  is  usually  assumed,  but  are  found  in  areas 
of  active  inflammatory  reaction  where  the 
formation  of  new  blood  vessels  affords  drain- 
age into  the  circulation. 

The  bacteriologie  study  and  the  animal  ex- 
periments carried  out  by  me,  by  Meisser  and 
others  working  with  me,  by  Price,  and  espec- 
ially by  Haden,  prove  that  vital  teeth  free 
from  caries  are  usually  sterile  but  that  prac- 
tically all  pulpless  teeth  removed  from  pa- 
tients are  infected,  and  that,  with  the  organ- 
isms, usually  streptococci,  isolated,  the  dis- 
ease causing  the  patient  suffering  may  often 
be  reproduced  in  animals.  The  infection  is 
present  whether  or  not  the  teeth  show  rarefac- 
tion in  the  radiogram.  Moreover,  it  does  not 
seem  to  make  much  difference  whether  the 
root  canal  had  been  “properly”  filled  or  not. 
The  idea  of  focal  infection  has  often  been 
wrongfully  condemned  because  one  or  more 
pulpless  teeth  that  showed  rarefaction  had 
been  removed  from  a patient  without  benefit 
when  teeth  that  showed  no  rarefaction  were 
thought  to  be  sterile  and  wore  left  untouched, 
or  when  foci  elsewhere  were  not  even  consid- 
ered.  Again,  simple  extraction  of  infected 
teeth  is  usually,  but  not  always,  sufficient  to 
eliminate  infection  in  the  jaw.  This  seems 
peculiarly  true  if  teeth  have  been  rendered 
nulpless  artificially.  In  the  individual  case, 
that  method  of  removing  infected  teeth  should 
be  chosen  which  assures  elimination  of  the  in- 
fection, which  is  least  destructive  and  which 
is  associated  with  the  lowest  incidence  of  con- 
stitutional reactions  manifested  by  fever  and 
exar-erbaton  of  the  systemic  condition.  Exac- 
'"•hation  following  extraction  of  teeth  should 
he  regarded  as  experimental  proof  that  the 
infection  around  the  teeth  removed  has  causal 
relationship  and  that  in  all  likelihood  not  all 
of  the  infected  tissue  was  eradicated  during 
the  operation. 

A tooth  from  which  the  pulp  has  been  re- 
moved or  which  has  died  from  infection  seems 
to  have  a lowered  resistance  to  bacterial  in- 
vasion. The  methods  generally  used  in  root 
canal  work  are  certainly  not  adequate  to  pre- 
vent subsequent  infection.  The  wholesale  de- 
vitalization of  teeth  and  the  filling  of  root 
canals,  often  for  trivial  reasons,  as  practiced 
in  the  past,  should,  in  the  light  of  our  present 
knowledge,  be  regarded  as  veritable  experi- 
ments on  human  beings.  It  is  to  be  hoped 
that  an  efficient  method  may  be  found  that 
will  not  only  sterilize  pulpless  teeth  and  peri- 
apical tissues  that  have  become  infected,  but 


will  also  prevent  subsequent  infection,  espec- 
ially of  the  periapical  tissues.  The  fulfilment 
of  the  latter  requirement  seems  almost  unat- 
tainable. Until  this  has  been  accomplished,  it 
would  seem  wiser  to  remove  teeth  that  have 
become  infected  or  that  require  extirpation  of 
the  pulp  than  to  retain  them  and  have  them 
become  a source  of  infection  later.  No  one 
deplores  more  than  I the  ruthless  extraction 
of  teeth  that  has  been  practiced  in  some  in- 
stances as  a result  of  the  work  on  focal  infec- 
tion. Vital  teeth  free  from  pyorrhea  should 
never  be  extracted  except  as  it  becomes  nec- 
essary for  restorative  work.  The  extraction  of 
pulpless  teeth  seems  to  me  to  be  indicated,  re- 
gardless of  the  appearance  of  the  radiograms, 
in  cases  of  serious  systemic  disease  for  which 
no  other  focus  can  be  found.  Good  effects  are 
especially  prone  to  follow  in  cases  in  which  it 
is  possible  to  reproduce  the  disease  in  animals 
with  the  bacteria  isolated.  The  results  from 
the  use  of  vaccines  prepared  from  the  strain 
proved  to  be  guilty  are  also  often  strikingly 
favorable.  Since  the  diseases  that  are  com- 
monly the  result  of  focal  infection  are  usually 
due  to  streptococci,  immunity  to  which  is  of 
short  duration,  not  too  much  should  be  ex- 
pected from  the  use  of  specific  vaccines  or 
serums.  They  cannot  take  the  place  of  re- 
moval of  a cause,  the  focus. 

The  removal  of  foci  of  infection,  particular- 
ly if  the  focus  is  situated  in  tissues  that  may 
be  readily  spai’ed,  such  as  tonsils  and  teeth, 
should  be  practiced  in  certain  instances  not 
only  as  a curative  but  also  as  a preventive 
measure.  General  deleterious  effects,  includ- 
ing lowered  resistance  to  intercurrent  infec- 
tion. as  well  as  specific  localization,  occurred 
in  dogs  in  which  focal  infection  had  been  in- 
duced artificially  in  teeth.  This  may  be  re- 
garded as  furnishing  an  experimental  basis 
for  the  improvement  in  general  health  s ^ com- 
monly observed,  and  for  the  favorable  results 
obtained  in  the  treatment  of  diseases  such  as 
diabetes,  syphilis  and  pulmonary  tuberculosis 
following  the  elimination  of  foci  of  infection. 

A careful  consideration  of  all  the  facts  now 
avalable  indicates  that  a sane  and  comprehen- 
sive effort  toward  the  prevention  of  septic  foci 
and  their  cure,  wherever  found,  will  often  re- 
sult in  the  prevention  and  cure  of  chronic  dis- 
ease, in  the  alleviation  of  human  suffering  in 
a better  preservation  of  the  tissues  in  old  age, 
in  a longer  average  duration  of  life,  and  in 
increased  mental  and  physical  efficiency,  and 
will,  through  the  laws  of  heredity,  make  for 
a sturdier  race.  Since  focal  infection  is  so 
common  in  the  teeth  and  surrounding  struc- 
tures, the  dental  profession  may  confidently  be 
expected  to  do  its  full  share  in  preventive  and 
curative  medicine  of  today  and  of  tomorrow. 
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FOCAL  INFECTION  * 

By  H.  K.  Oksborn,  M.  D„  Owensboro. 

Focal  infection  is  a localized  nidus  of  path- 
ology in  the  patient’s  own  body.  It  is  both 
one  of  the  most  recent  and  one  of  the  most 
remote  conceptions  in  medicine.  It  is  the 
lodgment  of  bacterial  colonies  in  localized 
areas  or  organs  of  the  body,  where  they  multi- 
ply, incubate,  and  throw  their  toxic  products 
into  the  blood  stream,  thus  producing  various 
acute  and  chronic  diseases. 

It  has  been  largely  through  the  efforts  of  E. 
C.  Rosenow,  an  eminent  pathologist,  and  la- 
ter with  his  disciples  and  co-workers,  Herman 
C.  Bumpus,  Jr.,  and  John  C.  Meisser,  that  the 
development  of  focal  pathology  has  been 
achieved.  Abraham  Jacoby  and  Frank  Bil- 
lings, and  many  others  of  equal  note  have 
added  greatly  to  this  pathology. 

These  bacteria  invade  the  tissues  of  the 
body  in  such  a way  as  to  favor  their  growth 
and  permit  their  toxins  to  injure  the  tissues. 
Those  most  frequently  attacked  are  muscles 
and  nerve  tissues  in  the  form  of  rheumatism 
and  neuritis.  The  exact  manner  in  which 
these  foci  spread  their  infection  to  remote 
parts  of  the  body  or  produce  a general  system- 
ic infection  is  still  a matter  of  discussion. 
Rosenow  has  shown  that  the  micro-organisms 
involved  in  focal  sepsis  have  an  elective  af- 
finity for  certain  tissues  and  organs,  and  if 
from  the  lesions  produced  cultures  are  made 
and  injected  into  animals,  similar  lesions  in 
similar  organs  are  reproduced.  It  is  there- 
fore possible,  in  many  cases,  to  establish  a 
definite  relationship  between  a focus  of  in- 
fe  tion  and  the  disease  which  is  suspected  to 
arise  from  it. 

The  tonsils  seem  to  have  the  most  generally 
recognized  portals  of  entry  for  systemic  infec- 
tions, and  the  coincidence  between  disease  of 
the  tonsils  and  rheumatism,  arthritis,  etc.,  led 
to  an  investigation  of  their  probable  connec- 
tion and  the  establishment  of  the  doctrine  of 
focal  infection.  Jonathan  Wright,  of  New 
York,  in  1906,  discussed  the  way  by  which  the 
tonsil  arrested  the  entrance  of  germs  into  the 
body  and  the  conditions  under  which  that  me- 
chanism broke  down.  In  the  same  year  the 
celebrated  pediatrist,  Abraham  Jacoby,  cited 
- a number  of  facts  in  support  of  toxin  absorb- 
ing and  transmitting  power  of  the  tonsils.  He 
also  pointed  out  that  the  tonsil  was  not  the 
only  pharyngeal  route  of  invasion,  but  that 
the'  lymph  apparatus  of  the  pharynx  itself 
played  an  important  part  in  the  process— a 
view  fully  sustained  by  Thomas  R.  French,  in 
a paper  read  before  the  American  Laryngo- 
logical  Society  in  1920. 

It  is  almost  universally  accepted  that  in- 
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feotion  often  enters  through  the  tonsils  and 
the  peritonsillar  1 issues,  and  that  acute  rheu- 
matism, endocarditis  and  many  other  forms 
of  streptococcic  disease  are  thus  introduced 
into  the  system. 

The  precise  anatomical  and  pathological 
mechanism  by  which  tonsillar  infection  takes 
place  is  still  largely  uncertain,  but  the  work 
of  Rosenow,  and  the  later  work  of  the  Divi- 
sion of  Experimental  Bacteriology  of  the 
Mayo  Foundation,  have  made  it  reasonably 
certain  that  the  micro-organisms  involved  are 
certain  strains  of  streptococci,  particularly  the 
viridans  and  the  gram  negative.  It  has  been 
amply  shown  that  even  in  remote  infections 
where  the  colon  bacillus  appears  to  be  the  pre- 
dominant bacterial  agent,  the  tonsillar  strep- 
tococcus is  the  original  cause  of  the  disturb- 
ance. 

It  is  a well  established  fact  that  even  vir- 
ulent, invasions  can  take  place  through  the 
tonsillar  portals  without  reactionary  inflam- 
matory changes  in  the  tonsillar  tissues  them- 
selves. A thin  layer  of  epithelium  in  the  in- 
terior of  the  crypts  is  easily  and  frequently 
damaged,  affording  a ready  passage  to  the 
lymph  channels;  therefore  it  is  not  uncom- 
mon to  find  very  slight  tonsillar  irritation  the 
forerunner  of  more  or  less  severe  systemic  in- 
fection. On  the  other  hand  the  onset  of  acute 
rheumatism,  endocarditis,  etc.,  is  often  pre- 
ceded or  accompanied  by  an  attack  of  acute 
tonsillitis.  Bumpus  and  Meisser  report  that : 
“It  is  our  custom  to  have  tonsillectomy  per- 
formed in  all  cases  in  which  the  urinary  infec- 
tion may  be  reasonably  believed  to  be  tire  fo- 
cal origin.  Since  we  have  adopted  this  pro- 
cedure a surprisingly  large  number  of  ap- 
parently negative  tonsils  has  been  found  to 
hide  deep-seated,  virulent  infections.”  Their 
experience  is  that  of  most  clinicians  and  in- 
vestigators. On  superficial  examinations  the 
small  tonsil  appears  to  be  harmless,  while  the 
larger  one  by  its  size  and  projection  into  the 
throat  will  often  be  I’ecommended  for  remov- 
al. This  may  seem  on  first  impression  the 
proper  course  to  pursue,  but  IJermon  C.  Bum- 
pus says  that  from  the  viewpoint  of  focal  in- 
fection the  reverse  is  probably  true.  The 
small  tonsil  is  generally  buried  deeply  in  the 
tissues,  and  it  may  be  difficult  or  impossible 
to  demonstrate  that  it  harbors  infection,  al- 
though its  buried  location  makes  absorption 
from  its  crypts  easy.  The  large  tonsil,  through 
its  projecting  position,  has  a tendency  to 
drain  into  the  throat,  and  the  exudates  and 
bacteria  are  swallowed  and  rendered  compar- 
atively harmless. 

In  two  hundred  cases  of  arthritis,  reported 
by  Nathan  P.  Sauffer,  in  which  66  percent 
were  found  to  have  diseased  tonsils,  a large 
number  were  removed  and  in  cultures  made 
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from  them  the  following  organisms  were 
found  : Streptococcus  nonhemolyticus,  strepto- 
coccus hemolyticus,  streptococcus  viridans, 
streptococcus  aureus,  pneumococcus,  bacillus 
proteus. 

The  tonsils  were  the  earliest  and  the  teeth 
one  of  the  latest  structures  to  be  connected 
with  fo'cal  infection,  Sir  William  Hunter,  of 
McGill  University  in  1910,  first  called  atten- 
tion of  physicians  to  the  subject  of  oral  or 
dental  sepsis.  Sir  William’s  treatise  influ- 
enced profoundly  dental  thought,  and  it  has 
been  credited  with  being  the  prime  factor  in 
evolving  a modern  school  of  dentists  who,  by 
their  progress  in  relieving  the  cause  of  some 
bodily  diseases,  have  earned  their  right  to  the 
title  of  dental  clinicians. 

Experimental  research  and  clinical  observa- 
tion leave  little  doubt  that  infected  teeth  do 
frequently  cause  systemic  disease. 

Rosenow  did  many  experiments  in  which 
infected  teeth  were  extracted  from  patients 
supposedly  suffering  from  focal  infection,  and 
by  the  injection  of  freshly  prepared  cultures 
from  these  teeth  reproduced  similar  conditions 
in  animals.  Haden  obtained  similar  results 
with  cultures  from  the  root  tips  taken  from 
patients  with  focal  diseases. 

S.  B.  Riggs,  D.  D.  S.,  says  there  is  no  such 
thing  as  a harmless  mouth  infection  He  says 
that  infections  around  the  roots  and  ends  of 
the  teeth  are  in  the  majority  of  cases  nonsup- 
purative and  their  injury  to  the  body  is  due 
to  toxins  rather  than  to  invasion  by  the  germs 
themselves  He  says,  too,  that  the  mouth  may 
be  the  primary  cause  of  disease  elsewhere  in 
the  body. 

Dental  infection  is  the  cause  of  a greater 
number  and  variety  of  disorders  than  the  ton- 
sils, according  to  all  reports.  These  diseases 
include  arthritis,  gastric  and  duodenal  idcer, 
myositis,  appendicitis,  gall-bladder  infection, 
multiple  sclerosis,  transverse  myelitis,  ne- 
phritis, pyelitis,  cystitis,  neuritis,  and  certain 
diseases  of  the  eye.  This  may  be  somewhat 
of  an  exaggeration  of  the  number  and  type 
of  disorders  alleged  to  be  due  to  dental  in- 
f "Hon,  but  according  to  all  reports  this  is, 
at  least,  virtually  true.  Granting  this  admis- 
sion it  seems  certain  that  there  is  a fairlv  long 
list  of  diseases,  such  as  arthritis,  nephritis, 
pvelitis,  iritis,  gastric  and  duodenal  ulcers, 
gall-bladder  infections,  and  even  diseases  of 
the  urinary  tract. 

Many  remote  and  systemic  diseases  appear 
directly  traaeable  to  an  infected  gall-bladder, 
but  a ouestion  of  doubt  exists  as  to  the  gall- 
bladder being  a primary  focus  of  infection, 
the  concensus  of  opinion  tending  to  the  belief 
that  the  infections  are  derived  from  dental 
and  oral  foci.  Certain  tvpes  of  arthritis,  ar- 
teriosclerosis, brown  atrophy  of  the  heart  mus- 
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cle,  and  others  are  traceable  to  infection  of  this 
viseus. 

The  results  of  careful  investigation  show 
scarcely  a doubt  of  the  prostate  being  a fre- 
quent and  prolific  source  of  systemic  infec- 
tion. Reports  of  a series  of  observations  made 
upon  two  hundred  men  by  Charles  Hugh  Nil- 
son  taken  in  indiscriminate  sequence,  who 
came  for  conditions  which  naturally  fell  with- 
in the  province  of  the  internist,  and  not  for 
diagnosis  of  prostatic  troubles.  In  each  case 
a complete  examination  of  the  prostatic  fluid 
was  made  with  the  result  that  85  had  infected 
prostates  .and  58  had  had  gonorrhoea.  The 
symptoms  and  clinical  pictures  were  vague, 
but  they  were  classified  as  follows : 9 lumbar 
and  sacral  spondylitis,  15  lumbago  or  sarco- 
iliac  disease,  7 nervousness  and  rapid  heart, 
1 iritis. 

Duodenal  ulcers,  rheumatism,  neurasthe- 
mia,  nervousness  and  loss  of  weight  were  some 
of  the  other  disorders  found. 

Attention  has  been  called  to  the  rectum  as 
a focus  of  infection  by  W.  A.  Fansler,  of  the. 
University  of  Minnesota.  He  mentions  the 
following  types  of  infection,  either  alone  or 
in  combination,  located  in  the  rectum,  which 
gives  rise  to  absorption  of  toxins : General 
proctitis,  usually  associated  with  colitis,  In- 
fected hemorrhoids,  ulceration  of  the  rectum, 
cryptitis,  sinuses  leading  from  the  rectum. 
The  symptoms  manifested  in  systemic  condi- 
tions arising  from  these  foci  are,  according  to 
Fansler,  the  same  as  those  of  other  infections. 

It  is  generally  admitted  that  the  accessory 
nasal  sinuses  play  a primary  part  in  the  caus- 
ation of  diseases  from  focal  infection,  but 
from  reports  they  are  not  very  frequent  fac- 
tors. H.  Ross  Skillern  thinks  nasal  sinuses 
are  the  least  common  foci  of  infection.  He 
regards  them  as  an  infrequent  cause  o'  sys- 
temic infection,  with  the  possible  exception 
of  the  ethmoid  and  sphenoid  cells.  He 
thinks  those  sinuses  which  drain  most  freely 
are  the  least  likely  to  give  systemic  signs  of 
infection,  while  lack  of  drainage  is  more  like- 
ly to  cause  symptoms  in  the  joints  or  else- 
where in  the  body. 

Phillip  C.  Jeans  summarizes  this  matter  by 
stating  that  any  disorder  which  may  result 
from  a focus  of  infection  may  result  from  a 
sinus  disease. 

There  is  a wide  range  of  opinion  concern- 
ing gastro-intesijinal  infections.  There  are 
some  who  attribute  almost  every  possible  dis- 
ease to  this  source,  and  there  are  others  who 
persistently  deny  that  any  sickness  can  be 
laid  to  that  cause.  Between  these  two  ex- 
tremes there  is  doubtless  the  middle  ground 
of  truth  in  the  assumption  that,  gastrointes- 
tinal sepsis  is  the  cause  of  certain  symptomat- 
ic conditions.  However,  it  must  be  granted 


October,  1927] 


KENTUCKY  MEDICAL  JOURNAL 


599 


that  even  that  ground  is  rather  indefinitely 
defined.  The  proximity  of  the  genito-urinary 
organs  formerly  led  to  the  supposition  that 
such  linfeetions  had  their  origin  in  the  lower 
bowel;  but  the  investigations  of  Rosenow, 
Burnpus,  and  Meisser,  would  seem  to  have  dis- 
posed of  this  assumption. 

It  is  not  tenable  to  suppose  that  the  bac- 
teria and  toxins  from  a focus  of  infecttion  are 
the  sole  factors  in  the  production  of  sympto- 
matic disorders  classified  as  focal  infections; 
for  then  every  person  who  had  haroored  such 
a focus  would  develop  a systemic  disease,  and 
this  we  know,  is  not  the  case.  An  important 
agent  is  the  general  condition  of  the  patient 
himself  that  creates  what  is  called  resistance. 
H.  D.  Newkirk,  three  years  ago,  stated  tRis 
proposition  with  clearness,  which  1 quote,  as 
follows:  “Just  as  individuals  vary  in  size,  ap- 
pearance, and  so  forth,  it  is  reasonable  to  sup- 
pose that  they  vary  in  the  matter  of  resist- 
ance to  infection.  One  patient  has  a ruptured 
appendix  and  dies.  Another  has  practically 
the  same  condition  and  makes  a good  recovery. 
So,  through  the  whole  list  of  diseases,  one  pa- 
tient reacts  favorably  and  another  does  not. 
Why  is  this  t Allowing  for  difference  in  viru- 
lence of  the  bacteria  and  duration  of  the  in- 
fection, we  still  have  the  major  factor  of  re- 
sistance to  infection  or  immunity  which  is  of 
much  importance  in  giving  a prognosis,  and 
especially  in  the  matter  of  focal  infection.  If 
we  had  some  way  of  measuring  from  time  to 
time  the  resistance  of  an  individual  to  a par- 
ticular focus  of  infection,  we  could  make  a 
graph  showing  whether  he  was  approaching 
the  danger  line  or  receding  from  'it,  and  deter- 
mine whether  a tonsil,  even  though  it  contain- 
ed cryptic  material,  should  be  removed  in  or- 
der to  prevent  the  patient  from  crossing  the 
danger  line  and  developing  rheumatism  or 
arthritis.  ” 

“Whether  this  resistance,”  the  author  con- 
cludes, “should  be  measured  in  terms  of 
blood  chemistry  (bloodurea  or  sugar  toler- 
ance), by  lymphocyte  counts,  or  in  some  other 
way,  we  do  not  know,  but  it  seem  of  suffic- 
ient importance  to  warrant  the  most  exhaust- 
ive, studies  and  experiments.” 


IN  MEM  OR  TAM 
DR.  GEORGE  T.  FULLER. 

George  T.  Fuller,  Sr.,  son  of  Charles  and 
Jane  Bernice  Lamm  Fuller,  was  born  April 
9,  1855,  in  Ballard  County,  now  Carlisle 
County,  Kv.,  about  three  miles  west  of  Lowes. 

After  the  death  of  his  mother,  January  10, 
1867,  before  he  was ‘quite  twelve  years  of  age, 
he  attendd  school  from  Fbrnary,  i 867,  to  June 
of  the  same  year,  at  “New  Retreat,”  one-half 
mile  east  of  Jjowes. 

The  following  fall  and  winter  he  attended 


a country  school  at  “Old  Zoar,”  which  was 
about  one  mile  west  of  his  birthplace.  Prof. 
Smith  Denton  was  the  teacher.  The  fall  of 
1868  he  went  to  the  Mi  lb  urn  Academy,  board- 
ing at  the  home  of  Dr.  Canister  McKinney 
through  the  session  of  1868-69.  He  returned 
to  the  school  at  Milburn  in  the  fall  of  1869. 

Dr.  Fuller  received  his  first  medical  instruc- 
tion in  the  office  of  Dr.  McKinney,  Milburn, 
Ky.,  in  1869-70-71-72. 

After  the  school  closed  in  June  at  the  Mil- 
burn Academy  lie  worked  at  different  jobs  the 
remainder  of  the  year  and  for  the  next  two  va- 
cations, doing  anything  honorable  to  secure 
funds  to  defray  school  expenses,  from  curry- 
ing horses  in  a livery  stable  to  working  in  a 
telegraph  office.  In  those  days  there  were  no 
scholarships  nor  avenues  through  which  one 
could  work  one’s  way  through  college  as  at  the 
present  time. 

In  1878  he  took  the  examination  in  Ballard 
County  for  a teacher’s  certificate,  securing  a 
first  class;  that  fall  he  taught  bis  first  school 
at  Pugh  School  House,  two  and  one-half  miles 
north  of  Milburn,  boarding  with  John  Peebles. 
After  the  close  of  that  school,  in  the  latter 
part  of  February,  1871,  he  immediately  began 
another  at  Shady  Grove,  two  miles  cast  of 
Blandville,  ivy.,  teaching  there  three  months. 
The  fall  and  winter  of  1874-75  he  taught  at 
Sharon,  which  is  about  half-way  between  Mil- 
burn and  Lowes. 

In  the  summer  of  1874  he  rented  three  acres 
of  land  from  his  uncle,  Andrew  Fuller,  and 
raised  a tobacco  crop,  which  he  sold,  hanging 
in  the  barn,  for  $205.00  that  fall.  This  was 
added  to  the  amount  he  had  secured  by  teach- 
ing to  attend  medical  school,  so  in  October, 
1875,  he  entered  the  Physio-Medical  College, 
corner  of  Seventh  and  Cutter  Streets,  Cincin- 
nati, Ohio,  graduating  there  March  1,  1877, 
returning  to  Ballard  County. 

Immediately  after  graduation  he  began 
practice  at  Cunningham,  Ky.  In  1880  lie  sold 
his  practice  to  Dr.  Robert  Mitchell  and  moved 
to  Blandville,  Ky.,  where  he  bought  one-half 
interest  in  a drug-  store  with  Tom  Terrell,  and 
practiced  his  profession  until  the  spring  of 
1881,  when  his  health  declined  and  he  sold  out 
and  went  west,  moving  from  place  to  place 
during  the  year.  That  fall  he  attended  the 
Cotton  Exposition  at  Atlanta,  going  from 
there  to  Florida.  His  health  steadily  im- 
proved from  the  time  he  left  Blandville  until 
he  returned  to  his  old  home  in  Ballard  Coun- 
ty, December  20,  1881. 

In  February,  1882,  after  being  strongly  pe- 
titioned, he  moved  to  Lowes,  Graves  County, 
where  he  practiced  his  profession  for  sixteen 
years. 

In  January,  1899  he  went  to  Cincinnati, 
where  he  took  a post-graduate  course  at  the 
Eclectic  Medical  College,  graduating  June  7, 
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1889,  and  returned  immediately  to  liis  borne 
at  Lowes. 

It  is  befitting  to  say  here  that  tbe  interests 
of  this  college  always  lay  very  near  to  his 
heart,  and  the  names  of  eighteen  young  men 
can  be  recalled,  besides  his  own  four  sons, 
who,  through  his  influence,  entered  and  grad- 
uated from  the  Eclectic  Medical  College. 

A peculiar  incident  in  his  career  is  perhaps 
unequaled,  in  that  he  and  his  four  sons — 
Terrel  Lowe,  who  died  in  South  America; 
George  T.,  who  passed  away  in  Tucson,  Ari- 
zona; Willie  Howe,  who  recently  closed  his 
office  in  Mayfield,  Ky.,  to  study  further  in 
New  York  for  a.  year,  and  James  W.  T.,  the 
youngest  of  the  four,  pursuing  post  graduate 
work  in  New  York — all  graduated  from  the 
same  school  of  medicine,  the  Electic  Medical 
College  of  Cincinnati,  and  were  or  are  all 
practicing  physicians. 

At  the  funeral  service  of  Dr.  Fuller,  Rev. 
W.  M.  Wood,  Nashville,  Tenn.,  former  pastor 
of  the  family,  said:  “No  greater  eulogy  could 
be  paid  any  man  than  that  his  four  sons  had 
chosen  the  profession  of  their  father,  graduat- 
ing from  the  same  college,  and  were  walking 
in  his  footsteps  in  .relieving  suffering  human- 
ity.” 

In  1898  Dr.  Fuller  disposed  of  his  business 
at  Lowes  and  removed  to  Mayfield,  where  he 
opened  up  his  office  on  Broadway,  April  4, 
1898,  soon  establishing  a large  and  successful 
practice,  being  recognized  as  especially  skill- 
ed in  diagnosis  and  applying  specific  medica- 
tion as  indicated.  He  was  genial,  courteous, 
sympathetic  and  kind,  which  endeared  him  to 
his  patients  and  made  him  beloved  by  all,  both 
young  and  old. 

Dr.  Fuller,  early  in  his  practice,  became  in- 
terested in  public  health  work,  and  appreciat- 
ed the  necessity  for  educating  the  people  to 
employ  preventive  measures  to  check  disease, 
such  as  trachoma,  tuberculosis  and  other  com- 
municable troubles.  He  also  took  a great  in- 
terest in  the  correction  of  defects  of  the  body 
and  mind  where  possible. 

In  March,  1888,  he  was  appointed  by  Gov- 
ernor W.  0.  Bradley  as  a member  of  the  State 
Board  of  Health,  and  served  continuously  to 
the  time  of  his  death,  with  the  exception  of 
one  year  under  the  administration  of  Gover- 
nor A.  E.  Wilson. 

Twice  he  was  appointed  by  Governor  Wm. 
j.  Fields  to  represent  Kentucky  at  the  annual 
Congress  of  Medical  Education,  Licensure, 
Public  Health  and  Hospitals,  in  Chicago,  at- 
tending March  9-12,  1925 ; the  second  time  his 
ill-health  prevented. 

August  6,  1926,  Dr.  Fuller  was  appointed 
by  Governor  Fields  as  a member  of  a com- 
mission to  make  a study  of  the  causes  of  crime 
in  Kentucky. 


He  was  the  organizer  and  first  president  of 
the  Kentucky  Electic  Medical  Association, 
serving  in  that  office  for  four  consecutive 
terms.  He  served  as  president  of  the  Graves 
County  Medical  Society  and  held  many  other 
position  of  trust  and  honor. 

Dr.  Fuller  was  a man  of  very  conscientious 
scruples  and  untiring  in  any  undertaking,  and 
especially  so  in  all  matters  pertaining  to  his 
profession  and  in  the  performance  of  his  du- 
ties relative  to  the  State  Board  of  Health,  of 
which  he  was  a member  for  so  many  years. 
He  would  permit  no  consideration  of  per- 
sonal  convenience  to  weigh  against  liis  concep- 
tion of  the  best  interests  of  the  public  or  Ids 
own  clientele. 

Dr.  Fuller  was  one  of  the  pioneers  in  west- 
ern Kentucky.  He  began  the  practice  of  med- 
icine long  before  the  days  of  automobiles  and 
good  roads,  and  when  doctors  were  not  so 
many  as  even  now,  perhaps  none  nearer  than 
ten  miles  or  more  away.  He  rode  on  horse- 
back, through  the  rain,  sleet  and  snow;  even 
-though  the  night  were  dark  and  stormy,  lie 
wended  his  way  over  dangerous  roads  and 
swollen  streams,  oftentimes  having  1o  give 
rein  to  his  horse,  for  he  himself  could  only  see 
the  road  when  the  lightning  flashed. 

In  his  early  practice  in  the  country  he  'did 
not  have  the  conveniences,  appliances,  etc.,  of 
a hospital,  nor  the  assistance  of  trained  nurses 
and  ambulances,  as  we  have  today. 

As  typical  examples  of  the  early  general  or 
family  practitioner ’s  resourcefulness,  we  men- 
tion the  case  of  a young  man  whose  skull  was 
crushed  by  a falling  tree  and  to  whom  he  was 
called.  Without  trained  medical  assistants  or 
nurse,  by  an  old-fashioned  grease  lam])  of  col- 
onial days  furnishing  a meager  light,  a tre- 
phine was  made  and  today  the  man  still  lives. 
Another  case  was  a man  who  fell  from  a high 
loaded  wagon  of  hay,  breaking  his  leg  mid- 
way between  the  hip  and  the  knee;  again  with 
untrained  assistants,  using  a kitchen  table  and 
other  necessary  things,  as  sheets,  blankets, 
quilts,  pillows  and  such  things  as  could  be  got- 
ten in  remote  country  homes,  the  broken  mem- 
ber was  set  in  the  woods  near  the  scene  of  the 
accident;  then,  under  Dr.  Fuller’s  direction, 
a litter  was  made  of  small  saplins,  with  quilts 
tacked  over  them,  to  carry  the  wounded  man 
to  his  home,  the  litter  being  borne  on  the 
shoulders  of  four  men. 

But  few  physicians  of  Dr.  Fuller’s  age  have 
had  so  large  and  diverse  an  experience  in  do- 
ing general  practice,  or  wielded  so  great  an 
influence,  both  in  his  profession  and  else- 
where, or  had  so  large  a circle  of  friends 
among  all  classes  and  ages  of  those  who  were 
touched  by  his  life,  either  profev'i.m.lly  so- 
cially or  in  any  other  way. 
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WOMAN’S  AUXILIARY  NOTES 

Hygeia  Chairman  for  McCracken. 

Mrs.  C.  P.  Burnet,  Paducah,  has  been  appoint- 
ed Hyge.a  chairman  for  McCracken  County  by 
Mrs.  J.  T.  Reddick,  President  of  the  Woman’s 
Auxiliary,  McCracken  County  Medical  Society. 

The  Woman’s  Auxiliary,  Garrard  County  Med- 
ical Society,  was  organized  March  17,  1927  at 
Lancaster.  The  officers  elected  were: 

President- — Mrs.  J.  B.  Kinnaird. 

Secretary-Treasurer — Mrs.  B.  B.  Montgomery. 

The  charter  members  are:  Mrs.  Ida.  Mae 

Amon,  Mrs.  J.  E.  Edwards,  Mrs.  J.  B.  Kinnaird, 
Miss  Kate  Kinnaird,  Mrs.  V.  G.  Kinnaird,  Mrs. 
B.  B.  Montgomery,  Mrs.  B.  C.  Rose. 

The  Woman’s  Auxiliary,  Perry  County  Medi- 
cal Society,  was  organized  July  11,  1927  fol- 
lowing the  Semi-Annual  Ladies  Night  Banquet 
of  the  Perry  County  Medical  Society  at  Haz- 
ard. The  officers  elected  were: 

President — Mrs.  R.  L.  Collins. 

Vice-President — Mrs.  J.  P.  Boggs. 

Secretary-Treasurer — Mrs.  Dana  Snyder. 

The  charter  members  are: 

Mrs.  Z.  M.  Abshear,  Buckhorn,  Ky. ; Mrs.  J.  P. 
Boggs,  Hazard,  Ky. ; Mrs.  R.  L.  Collins,  Hazard, 
Ky. ; Mrs.  M.  E.  Combs,  Hazard,  Ky.;  Mrs.  Ben 
Fitzpatrick,  Hazard,  Ky. ; Mrs.  J.  S.  Gilbert,  Haz- 
ard, Ky. ; Mrs.  H.  W.  Gingles,  Hardburly,  Ky. ; 
Mrs.  J.  D.  Grant,  Allock,  Ky. ; Mrs.  A.  M.  Gross, 
Hazard,  Ky. ; Mrs.  Hiram  Hensley,  Napfor,  Ky. ; 
Mrs.  Jessie  Hobbs,  Glomawr,  Ky. ; Mrs.  W.  B. 
Hopkins,  Anco,  Ky. ; Mrs.  J.  M.  Ray,  Allais,  Ky. ; 
Mrs.  W.  E.  Ray,  Allais,  Ky. ; Mrs.  S.  M.  Ritchie, 
Hazard,  Ky. ; Mrs.  - Dana  Snyder,  Hazard,  Ky. ; 
Mrs.  S.  B.  Snyder,  Hazard,  Ky. ; Mrs.  B.  S.  Wal- 
den, Lothair,  Ky. ; Mrs.  G.  B.  Wheeler,  Hazard, 
Ky. 

OUR  OWN  HISTORY 

Since  the  publication  of  the  Woman’s  Auxil- 
iary Number  of  the  Kentucky  Medical  Journal  a 
few  interesting  and  valuable  reports  of  the  early 
work  of  the  Auxiliary  have  become  available, 
these  together  with  current  press  notices,  pro- 
grams, etc.,  are  carefully  kept  in  'a  scrap  book 
and  filed  with  our  records.  We  wish  to  keep  our 
data  as  complete  as  possible. 

Following  is  a copy  of  the  report  of  the  first 
meeting  for  organization.  The  names  of  some 
of  the  women  present  were  not  obtained  as  they 
left  the  meeting  before  the  Secretary  could  get 
in  touch  with  them. 

Can  you  help  us  to  supply  the  missing  names? 
Were  you  present?  If  so  will  you  kindly  com- 
municate with  Mrs.  A.  T.  McCormack  and  help 
her  to  make  this  record  complete? 

FIRST  MEETING  FOR  ORGANIZATION,  THE 
WOMAN’S  AUXILIARY,  KENTUCKY  STATE 
MEDICAL  ASSOCIATION. 

Held  at  Crab  Orchard,  Ky.,  September  19,  1923. 

Officers  Chosen  Among  Those  Present: 

President — Mrs.  Graham  Lawrence,  Shelby- 


ville,  Ky. 

Vice-President — Mrs.  C.  Z.  Aud,  Louisville, 
Ky. 

Secretary — Dr.  Annie  S.  Veech,  Louisville,  Ky. 

. Board  of  Directors: 

First  District — Mrs.  Frank  Boyd,  Paducah,  Mc- 
Cracken Co. 

Third  District — Mrs.  C.  N..  Gower,  Trenton, 
Todd  Co. 

Sixth  District — Mrs.  P.  C.  Sanders,  Danville,- 
Boyle  Co. 

Seventh  District — Mrs.  T.  H.  Gamblin,  Monti- 
cello,  Wayne  Co. 

Eighth  District — Mrs.  J.  A.  Ryan,  Covington, 
Kenton  Co. 

Ninth  District — Mrs.  J.  W.  Kincaid,  Catletts- 
burg,  Boyd  Co.,  Mrs.  W.  0.  Eaton,  Ashland, 
Boyd  Co..  (Subs.) 

Tenth  District — Mrs.  T.  C.  Holloway,  Lexing- 
ton, Fayette  Co. 

Eleventh  District — Mrs.  W.  M.  Martin,  Harlan, 
Harlan  Co. 

Names  of  Those  Present: 

First  District — Mrs.  Frank  Boyd,  Paducah, 
McCracken  Co. 

Second  District — Unable  to  gel  names. 

Third  District — Mrs.  B.  E.  Green,  Jr.,  Elkton, 
Todd  Co.;  Mrs.  C.  N.  Gower,  Trenton,  Todd  Co. 

Fourth  District — Mrs.  W.  J.  Avery,  Elizabeth- 
town, Hardin  Co.;  Mrs.  J.  Y.  Greenwell,  New 
Haven,  Nelson  Co. ; Mrs.  II.  R.  Nusz,  Cecilia, 
Hardin  Co.;  Mrs  T.  H.  Poteet,  Hodgenville,  La- 
rue Co.;  Mrs.  C C.  Riggs,  Upton,  Hardin  Co. 

No  District  Director  selected. 

Fifth  District — Mrs.  Irvin  Abell,  Louisville,  Jef- 
ferson Co.;  Mrs.  C.  Z.  Aud,  Louisville,  Jefferson 
Co.;  Mrs.  Maurice  Bell,  Eminence,  Henry  Co.; 
Mrs.  J.  R.  Connolly,  Louisville,  Jefferson  Co.; 
Mrs.  Graham  Lawrence,  Shelbyville,  Shelby  Co. ; 
Mrs.  J.  N.  McCormack,  Louisville,  Jefferson  Co. 
Mrs.  J.  B.  O’Connor,  Louisville,  Jefferson  Co.; 
Dr.  A.  S.  Veech,  Louisville,  Jefferson  Co. 

No  District  Director  selected. 

Sixth  District — Mrs.  C.  B.  Kobert,  Danville, 
Boyle  Co.;  Mrs.  P.  C.  Sanders,  Danville,  Boyle 
Co. 

Seventh  District — Mrs.  T.  H.  Gamblin,  Monti- 
cello,  Wayne  Co. 

Eighth  District — Mrs.  H.  V.  Johnson,  AJeurge- 
town,  Scott  Co.;  Mrs.  J.  A.  Ryan,  Covington, 
Kenton  Co. 

Ninth  District — Mrs.  J.  W.  Kincaid,  Catletts- 
burg,  Boyd  Co. ; Mrs.  W.  0.  Eaton,  Ashland, 
Boyd  Co. 

Tenth  District — Mrs.  T.  C.  Holloway,  Lex- 
ington, Fayette  Co. 

Eleventh  District — Mrs.  G.  S.  Brock,  London, 
Laurel  Co.;  Mrs.  R.  P.  Hornsby,  McKee,  Jack- 
son  Co.:  Mrs.  W.  H.  Joyner,  East  Bernstadt, 
Laure!  Co. ; Mrs.  W.  K.  Martin,  Harlan,  Harlan 

Co. 

Annie  S.  Veech,  Secretary. 
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Harrison:  The  Harrison  County  Medical  So- 

ciety held  the  regular  monthly  meeting  at  Har- 
rison Memorial  Hospital  July  4,  1927.  Members 
present:  Drs.  Wells,  Wood,  N.  W.  Moore,  H.  C. 
Clark  of  Falmouth,  Rees  McDowell,  Martin,  W. 
B.  Moore,  Wyles,  Henry  and  Blount.  Meeting 
called  to  order  by  Dr.  Wells.  Minutes  of  last 
meeting  approved  as  read.  Dr.  Rees  reported  a 
case  of  Labor  Occiput  Posterior,  after  much  dif- 
ficulty position  changed  to  first  and  delivery  com- 
pleted with  forceps.  Dr.  Martin  reported  case  of 
Cerebral  Hemorrhage  Complicated  by  Auricular 
Fibulations.  Dr.  Wells  reported  case  of  Trau- 
matic Hemorrhage  in  Spinal  Cord  with  recovery. 
Dr.  McDowell  reported  case  of  Cardio  Renal  Dis- 
ease. Dr.  Clark  reported  case  of  Nephritis,  Blood 
Pressure,  Systolic  280,  fluid  in  pleural  cavities 
and  pericardium.  Dr.  Wood  read  paper  on  Psycho- 
Neurosis.  Paper  was  discussed  by  Drs.  N.  W. 
Moore,  Clark,  Rees,  Martin  and  Wells. 

W.  B.  Moore,  Secretary. 


Letcher:  Dr.  John  D.  Fitzpatrick,  Whites- 

burg,  age  47,  a graduate  of  Medical  Department 
of  Kentucky  University,  1904,  died  at  his  home 
on  August  17,  1927,  of  cirrhosis  of  the  liver. 

Dr.  Fitzpatrick  was  prominent  in  County  and 
State  politics.  Served  two  terms  as  County 
Judge  of  Letcher  County.  Was  elected  each 
time  on  Democratic  ticket  in  a county  where 
more  than  75  per  cent  of  the  population  is  Re- 
publican. 

Was  one  of  organizers  of  First  National  Bank 
of  the  City,  and  was  for  more  than  twelve  years 
president  of  that  institution. 

He  was  for  several  years  President  of  Letcher 
County  Medical  Society. 

B.  C.  Bach,  Secretary. 


Franklin:  The  regular  monthly  meeting  of 

the  Franklin  County  Medical  Society  was  held  at 
the  Capital  Hotel  on  August  4th. 

Members  present  were:  Doctors  Budd,  Ginn, 
Darnell,  C.  T.  Coleman,  Coblin  Stewart  and 
Minish.  Dr.  C.  W.  Kavanaugh  of  the  Anderson 
County  Society  was  our  guest. 

In  the  absence  of  the  President  and  Vice-Pres- 
ident Dr.  C.  T.  Coleman  presided. 

The  minutes  of  the  July  7th  meeting  were 
read  and  approved. 

Dr.-  G.  A.  Budd  had  charge  of  the  program 
and  read  a very  interesting  and  instructive  pa- 
per on  “Prenatal  Care  of  the  Infant.”  This  pa- 
per was  discussed  at  length  by  all  present  and 
Dr.  Budd  was  highly  complimented  by  all  on 
his  expose  of  the  subject. 

Dr.  R.  M.  Coblin  will  furnish  the  program  for 
the  September  meeting. 

Adjournment  for  lunch. 

Dr.  L.  T.  Minish,  Secretary. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 

For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract,  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References : The 

medical  profession  of  Nashville.  < 

JOHN  W.  STEVENS,  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TENN 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


•5*  •{• 

HIGH  OAKS — Dr.  Sprague’s  Sanatorium 


For  Mental  a n d^ 
Nervous  diseases 
drug  and  liquor 
addictions. 

Homelike  care 
under  expert  med 
ical  supervision. 
Attractive  new 
buildings  with 
modern  equip- 
ment for  treat- 
ment and  comfort 
of  patients.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
therapy  for  each 
patient.  Complete 
hydrotherapeuti  c 
equipment.  Ex- 
perienced nurses. 

For  rates  and  in 
formation  address 


Phone  302. 


GEO.  P.  SPRAGUE,  M.D.,  Lexington,  Ky. 


*; 


* 


No  need  to  question  reliability  of  our  advertisers — all  are  guaranteed.  When  answering  ada  mention  this  Journal. 
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KENTUCKY 

State  Board  of  Health 

ANTITOXINS  and  VACCINES 

THESE  PRODUCTS  ARE  PREPARED  BY  THE  GILLILAND 
LABORATORIES  AND  ARE  GUARANTEED  UNDER  U.  S. 
GOVERNMENT  LICENSE  NUMBER  63. 

RABIES  V ACCUSE 

(SEMPLE  METHOD— 14  DOSE) 

(Phenol  Killed  Virus) 

The  14  Dose  Treatment  is  supplied  in  one  package.  Each  dose  is  of  the  same 
strength  and  furnished  in  glass  syringes,  with  sterile  needles,  ready  to  use.  No  mix- 
ing or  diluting  necessary. 

COMPLETE  TREATMENT  (14  DOSES) $12.50 

RABIES  VACCINE 

(PASTEUR  METHOD— 21  DOSES) 

The  Pasteur  Treatment  is  supplied  in  three  installments  of  seven  doses  each. 
Initial  doses  one  to  seven  will  be  forwarded  immediately.  Subsequent  doses  will  follow 
to  complete  the  treatment. 

COMPLETE  TREATMENT  (21  DOSES) $20.00 


Rabies  Treatments  are  available  for  immediate  shipment  from  the  KENTUCKY 
STATE  BOARD  OF  HEALTH,  6th  & MAIN  STS.,  LOUISVILLE.  Order  by  tel- 
egraph to  avoid  all  unnecessary  delays. 


Gilliland  Biological  Products  are  Sold  to  the  Physicians  of  Kentucky  at  Special  Prices 
under  contract  with  the  Kentucky  State  Board  of  Health. 

List  of  Prices  and  Distributors  sent  on  request. 

The  Gilliland  Laboratories 

Incorporated 

Producers  of  Biological  Products 
Marietta.  Pa. 
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EDITORIAL 

The  Memphis  Meeting  

The  Poliomyelititis  Situation  . 

Dental  Health  

Ohio  Valley  Medical  Association  Meeting 
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Lipiodol  In  the  Diagnosis  of  Pulmonary  Lesions 613 

By  O.  O.  Miller,  Valley  Station. 


PRESIDENT'S  ADDRESS 
The  Doctor  Yesterday,  Today,  and  Tomorrow . 

By  R.  Julian  Estill,  Lexington. 

ORATION  IN  SURGERY 


Epochs  In  Surgery  

By  Frank  T.  Fort,  Louisville. 
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Discussion  by  J.  C.  Bell. 
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The  Problem  of  Malignancy  . . .7:  . . ; . . . 615 

By  E.  S.  Allen,  Louisville. 

Discussions  by  W.  O.  Johnson,  Simrall  Anderson,  W.  E.  Fal- 
lis,  Guy  Grigsby,  D.  Y Keith,  J.  K.  Freeman,  and  J.  B. 
Lukins. 


Summer  Diarrhoea  Problems  621 

By  P.  F.  Barbour,  Louisville. 

Discuss'ons  bv  J.  H.  Pritchett,  J.  W.  Bruce  and  T.  Cook 
Smith. 


(Continued  On  Page  Five) 


Ready-Stevens’  New  Therapeutics 

CONFORMING  TO  THE  LATEST  U.  S.  PHARMACOPEIA 

The  new  (7th)  edition  is  ready — conforming  to  the  latest  United  States  Pharm- 
acopeia. Much  new  matter  has  been  added,  and  many  sections  have  been  entirely 
rewritten. 

Among  the  new  therapeutic  agents  introduced  in  this  edition  are:  Barium,  ephe- 
drine,  ethylene,  butyn,  sulpharsphenamine  tryparsamide,  stovarsol,  thyroxin,  insulin, 
amydopyrine,  parathyroid  hormone,  bism  uth  potassium  tartrate,  mercuric  oxycyan- 
ide,  flumerin,  novasurol  (merbaphen),  hexylresorcinol  (caprokol),  gentian  violet, 
scarlet  fever  toxin  and  antitoxin,  erysipelas,  streptococcus  antitoxin,  medical  diather- 
my, transfusion  of  blood,  and  heliotherapy. 

Preliminary  chapters  of  the  book  are  devoted  to  the  composition  and  preparation 
of  drugs,  incompatibility,  the  various  methods  of  administering  drugs,  and  condi- 
tions modifying  the  effect  of  drugs.  Then  about  500  pages  are  devoted  to  drugs 
themselves,  classifyng  them  accordng  to  their  actions.  The  remainder  of  the  vol- 
ume is  devoted  to  Applied  Therapeutics.  In  addition  to  drugs  there  are  considered 
electricity,  massage,  heat  and  cold,  blood  transfusion,  roentgen  ray,  radium,  hel- 
iotherpy,  biologic  therapy,  and  other  the  rapeutic  agents. 

Octavo  of  758  pages.  By  A.  A.  Stevens,  M.  D.,  Professor  of  Applied  Therapeutics,  University  of  Pennsylvania, 

Cloth,  $6  50 

W.  B.  SAUNDERS  COMPANY  Philadelphia  and  London 
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MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana 


- 


for  Definite  Advantages 
in  Inf  ant  Feeding* 

MEAD’S  D EXTRJ  - MALTOSE 


/ Dependability 
/ Tolerance  in  Difficult  Cases 
/ Prepared  for  Infant  Feeding 
Primarily 

/ Simplified  Infant  Feeding 
d Uniformity  of  Carbohydrate 
/ Latitude,  Three  Forms  of 
Dextri'Maltose 

/ Satisfactory  Qains  in  Weight 
d Carbohydrate  of  Tested  Value 
/ Marginal  Utility  in  Infant 
Feeding 


Samples  and  literature 
on  request 


MEAD  POLICY 

MEAD’S  infant  diet  materials  are  ad- 
vertised only  to  physicians.  No  feeding 
directions  accompany  trade  packages. 
Information  in  regard  to  feeding  is  sup- 
plied to  the  mother  by  written  instruc- 
tions from  her  doctor,  who  changes  the 
feedings  from  time  to  time  to  meet  the 
nutritional  requirements  of  the  grow- 
ing infant.  Literature  furnished  only 
to  physicians. 
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EDITORIAL 

TIIE  MEMPHIS  MEETING 

Memphis,  the  Queen  City  of  the  Valley,  will 
be  the  host  to  the  Southern  Medical  Associa- 
tion, November  14-17.  Ten  years  ago  ’mid  the 
call  of  the  bugle  and  the  tramp  of  soldiers, 
the  Association  held  a great  war-time  meet- 
ing in  Memphis.  The  uniform  of  the  Army 
and  Navy  Medical  Corps  was  much  in  evi- 
dence, as  were  uniforms  of  other  countries 
worn  by  visitors  to  the  meeting.  The  setting 
this  time  will  be  different.  This  will  be  a 
great  peace-time  meeting.  But  the  purpose  of 
both  meetings  is  the  same,  to  make  better 
physicians  of  those  who  practice  in  the 
South. 

General  Program  Plans. 

The  plan  of  the  meeting  last  year  was  de- 
clared so  successful  that  it  has  been  decided 
to  carry  it  out  again  this  year.  Monday  there 
will  be  clinics  by  the  profession  of  Memphis 
and  an  extensive  program  is  being  prepared 
by  the  local  clinic  committee.  Tuesday  will 
be  given  over  to  two  large  general  sessions  in 
which  clinics  and  papers  by  distinguished 
physicians  throughout  the  South  will  be  pre- 
sented, the  program  having  been  arranged  by 
the  President.  The  clinical  sessions  Monday 
and  Tuesday,  as  well  as  many  section  meet- 
ings on  Wednesday  and  Thursday,  and  the 
exhibits,  will  be  at  the  City  Auditorium,  the 
finest  and  most  commodious  convention  audi- 
torium in  the  South.  Monday  evening  there 
will  be  a general  session  featuring  the  ad- 
dress of  the  President,  Dr.  J.  Shelton  Hors- 
ley, of  Richmond,  Virginia,  together  with  the 
address  of  welcome.  Alumni  reunions  will  be 
held  on  Tuesday  evening,  and  the  orations  on 
medicine  and  surgery  at  a general  session  on 
Wednesday  evening.  All  sections  will  meet 
Wednesday  and  Thursday,  forenoons  and  af- 
ternoons, each  section  meeting  in  half-day  ses- 
sions as  in  the  past  several  years. 

Entertainments. 

The  President’s  reception  and  grand  ball,  an 
event  that  is  always  enjoyed  by  many,  will 
be  held  on  Wednesday  evening  immediately 
following  the  general  session.  Ollier  enter- 
tainments are  being  arranged  with  something 
special  for  the  ladies.  Memphis  has  splendid 


golf  courses  for  those  who  wish  to  play  golf 
and  there  will  be  the  usual  golf  tournaments, 
one  for  the  men  and  one  for  the  ladies.  The 
gun  shoot  tournament,  held  last  year  for  the 
first  time,  won  such  popularity  that  arrange- 
ments are  being  made  for  a shoot  at  Memphis. 

Hotels. 

Memphis  has  some  splendid  hotels  and  all 
may  be  assured  of  comfortable  accommoda- 
tions. The  Hotel  Peabody,  one  of  the  best 
hotels  in  the  whole  country,  is  General  Hotel 
Headquaters.  Dr.  J.  J.  Shea,  1018  Madison 
Avenue,  is  Chairman  of  the  Hotel  Committee, 
which  will  see  that  all  are  comfortably  housed. 

Memphis  and  the  Memphis  Profession. 

Memphis  is  a great  city  with  much  of  in- 
terest for  all.  It  has  splendid  parks,  in  one  of 
which  will  be  found  the  largest  collection  of 
wild  animals  in  the  South,  wonderful  drives 
amid  beautiful  homes  and  much  to  charm  the 
visitor. 

It  has  a progressive  medical  school  and 
splendid  hospitals,  and  a medical  society,  the 
Memphis  and  Shelby  County  Medical  Society, 
that  is  alive  to  its  obligation  to  make  the  meet- 
ing the  best  in  the  history  of  the  Association 
and  to  make  all  who  come  go  home  happy. 

Dr.  George  R.  Livermore  is  President  of  the 
local  Medical  Society ; Dr.  E.  C.  Ellett  is 
General  Chairman  for  the  meeting;  and  Dr. 
B.  W.  Fontaine,  Vice-General  'Chairman;  and 
working  under  them  are  active  committees. 

Every  physician  in  the  South  who  is  a mem- 
ber of  his  local  and  state  society  should  at- 
tend this  meeting  if  he  possibly  can.  The  cost 
of  the  trip  will  be  an  investment  and  not  an 
expense.  The  gain  in  knowledge  of  all  who 
attend  will  increase  their  usefulness  and  earn- 
ing power. 


THE  OWENSBORO  SESSION 

The  Owensboro  Session  of  the  Kentucky 
Medical  Association  was  in  many  ways  one 
of  its  most  successful  meetings.  We  think  we 
can  say  without  invidious  distinction  that 
the  Scientific  Program  was  quite  as  good  as 
any  we  have  ever  heard  presented  at  any  med- 
ical meeting.  This  was  due  to  the  splendid 
selection  of  subjects  by  Dr.  John  W.  Scott  of 
Lexington,  who  was  extended  a vote  of  thanks 
by  the  House  of  Delegates. 
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Many  important  subjects  were  covered  in 
the  procedures  of  the  House  of  Delegates. 
Our  members  will  find  much  food  for  thought 
in  its  discussions  and  reports  which  will  be 
published  verbatim  as  usual. 

The  exhibitors  had  reasonable  ground  for 
complaint.  The  attendance  in  the  exhibit  hall 
was  much  smaller  than  usual  in  spite  of  the 
excellent,  ethical  character  of  the  exhibits. 
The  Council  regrets  this  especially  as  our  ex- 
hibitors are  very  carefully  selected  and  their 
joint  exhibits  give  us  really  a technical  post- 
graduate course  in  current  advances  in  the 
armamentarium  of  the  physician  and  sur- 
geon. The  registered  attendance — 341 — was 
excellent  for  the  session. 


THE  POLIOMYELITIS  SITUATION 

The  outstanding  feature  of  the  Owensboro 
Session  was  the  bringing  up  to  date  of  the 
present  status  of  our  knowledge  of  Poliomye- 
litis. The  observations  of  approximately  three 
hundred  cases  in  the  State  in  the  past  three 
months  and  the  assembling  of  excellent  epi- 
demiological data  by  Doctor  Allen,  the  Health 
Officer  of  Fayette  County,  was  a distinct  con- 
tribution to  the  knowledge  of  methods  of  fight- 
ing this  serious  disease.  As  chances  are  that 
we  will  have  sporadic  cases  during  tlie  nexr 
few  months  and  as  there  is  serious  danger  of 
the  extension  of  the  area  of  infection  next 
summer,  it  is  important  that  our  physicians 
and  health  officers  be  on  their  guard  against 
this  disease. 

The  diagnosis  in  the  sporadic  cases  is  quite 
frequently  not  made  until  the  paralysis  de- 
velops. The  disease  is  usually  ushered  in  by 
a gasti'o-intestinal  attack,  although  sometimes 
it  is  naso-pharyngeal.  The  most  striking 
early  symptom  is  the  stiffness  of  the  muscles 
along  the  spinal  column  and  the  shielding  of 
this  area  from  pressure.  In  all  doubtful 
cases  a spinal  puncture  should  be  done  as  the 
early  diagnosis  can  only  be  confirmed  by  the 
increased  cell  count  in  the  spinal  fluid. 

When  Poliomyelitis  is  suspected  the  patient 
should  he  isolated  in  bed  in  a carefully 
screened  room  which  should  be  kept  free 
from  flies  and  other  insects.  No  children 
should  be  permitted  to  come  into  the  room  un- 
der any  circumstances.  All  contacts  should 
be  quite  as  carefully  isolated  in  their  homes 
for  two  weeks,  as  the  virus  is  contained  in  all 
the  discharges  from  the  body  and  it  is  im- 
portant that  vomitus,  sputum,  and  feces  and 
urine  should  be  received  in  vessels  containing 
strong  lime  solution  and  the  contents  should 
he  buried  with  a shovel  of  fresh  unslacked 
lime.  As  soon  as  the  disease  seems  to  be  epi- 
demic in  a community  all  raw  milk  should 
be  boiled  as  there  is  no  question  but  that  there 


is  danger  of  a spread  of  the  disease  in  the  use 
of  raw  milk.  Pasteurized  milk  is  safe.  While 
there  were  a few  distinct  contact  eases  in 
Daviess  County,  it  seems  apparent  that  most 
of  the  contagium  was  spread  there  from  the 
unsewered  sections  by  flies  or  other  flying  in- 
sects. While  the  disease  is  prevalent  in  any 
county,  children  should  be  kept  at  home. 

The  Owensboro  Session  of  the  Kentucky 
State  Medical  Association  would  have  been  of 
great  value  to  the  people  of  the  State  had  it 
done  no  other  thing  than  given  us  there  posi- 
tive lessons  in  the  prevention  of  the  spread  of 
Poliomyelitis. 


DENTAL  HEALTH 

The  Bureau  of  Dental  Health  which  is  now 
under  the  direction  of  the  State  Board  of 
Health  is  of  utmost  importance  to  the  Medi- 
cal profession.  The  State-wide  education  of 
children  in  the  care  of  the  teeth  will  certainly 
lessen  the  number  of  children’s  diseases  and 
prevent  any  epidemics  of  the  contagious  dis- 
eases of  the  child  in  school. 

The  co-operation  of  the  Medical  and  Den- 
tal professions  are  becoming  more  allied  each 
day.  This  means  better  health  in  all  com- 
munities of  the  State. 

The  State  Board  of  Health  is  to  be  con- 
gratulated on  securing  Dr.  R.  P.  Keene,  of 
Owensboro,  as  head  of  this  department.  He 
is  the  right  man  in  the  right  place. 

Let  us  hope  that  the  medical  as  well  as 

the  dental  professions  fully  co-operate  with 

him  in  this  wonderful  undertaking.  G.  H.  H. 
\ 

OHIO  VALLE  Yr  MEDICAL  ASSOCIA- 
TION MEETING 

The  next  meeting  of  the  Ohio  Valley  Med- 
ical Association  will  be  held  at  the  Vendome 
Hotel,  Evansville,  Ind.,  on  November  9-10, 
1927.  A comprehensive  program  has  been 
prepared  by  Dr.  J.  F.  Wynn,  of  Evansville, 
who  is  the  Secretary.  The  Association  will  be 
entertained  by  the  Vanderburg  County  Med- 
ical Society.  All  members  of  the  Kentucky 
State  Medical  Association  have  been  invited 
to  attend  and  take  part  in  the  proceedings. 

Lead  Treatment  of  Carcinoma. — In  more  than 
sixty  cases  of  malignant  disease  Fitzwilliams 
used  a collodial  lead  preparation  containing 
0.2  per  cent  of  lead  in  the  form  of  lead  iodide, 
tie  says  that  this  method  of  treatment  cannot, 
and  does  not,  .attempt  to  replace  operation.  It 
is  important  that  the  growth  should  be  removed 
as  widely  as  possible,  and  the  injections  then 
g’von  in  the  hope  that  they  will  attack  any  small 
foci  which  have  started  in  the  internal  organs. 
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THE  PRESIDENT’S  ADDRESS 


THE  DOCTOR,  YESTERDAY,  TODAY, 
AND  TOMORROW* 

By  R.  Julian  Estill,  M.  D.,  Lexington. 

It  lias  been  said,  and  I fear  with  some  de- 
gree of  truth,  that  the  Doctor  of  today  is  not 
what  the  doctor  of  former  times  was,  the  Fam- 
ily Doctor  of  previous  generations  was,  like 
tiie  minister,  a prophet  and  seer  in  his  com- 
munity, he  was  the  family  and  community 
mentor  to  whom  all  kinds  of  questions  of 
moment  were  referred  as  a court  of  last  re- 
sort, his  word  was  final  and  satisfactory  to 
every  one  concerned : he  was  consulted  about 
intimate  family  problems.  Probably  a very 
small  part  of  his  tie  and  thought  was  given 
to  purely  medical  subjects,  he  had  not  the 
scientific  mind  or  training  of  the  present  day 
doctor  and  no  doubt  in  many  instances  was 
really  a very  poor  doctor  who  was  unable  to 
make  an  accurate  diagnosis  or  give  rational 
treatment  if  a correct  diagnosis  was  made, 
but  there  is  no  gainsaying  the  fact  that  he  oc- 
cupied a place  in  the  heart  of  the  family  and 
community  which  is  today  totally  unknown. 

It  seems  to  me  that  it  might  be  interesting 
and  profitable  to  us  if  we  could  find  out  why 
this  change  has  come  about  and  what  we  can 
do,  if  anything,  to  place  the  doctor  back  in 
the  position  of  love  and  respect  from  which 
he  has  fallen.  It  is  inconceivable  that  the 
many  new  cults  and  sects  that  are  thriving  to- 
day in  our  midst  could  have  existed  when  our 
grandfathers  were  the  family  doctors  in  their 
respective  communities,  in  other  words,  their 
very  existence  or  at  least  their  progress  and 
establishment  must  be  laid  in  part  at  the  door 
of  the  present  day  doctor  and  his  method  of 
dealing  with  his  patients. 

I would  have  you  understand  that  I would 
not  at  all  wish  to  have  the  doctor  of  today 
one  whit  less  scientific  or  efficient  than  he  is, 
rather  I would  say,  go  on  advancing  and  make 
as  much  progress  as  possible,  the  more  the 
better,  nor  would  I for  one  instant  underes- 
timate the  value  of  the  wonderful  advances 
which  have  taken  place  even  during  my  med- 
ical lifetime,  and  which  are  taking  place  every 
day.  Osier  once  said : “It  is  hardly  wise  for 
a doctor  to  sleep  more  than  eight  hours  or  he 
will  find  himself  so  far  behind  he  will  never 
catch  up  with  the  procession.”  One  has  only 
to  stop  a minute  and  name  some  of  the  tre- 
mendous things  that  have  been  accomplished 
in  medicine  in  late  years  to  be  duly  impress- 

*Read before  the  Kentucky  State  Medical  Association  at 
Owensboro. 


ed,  and  have  a proper  appreciation  of  the  doc- 
tor of  today.  To  mention  only  a few,  like 
improved  sanitation,  the  practical  eradica- 
tion of  typhoid  fever,  and  the  work  that  is 
now  being  done  to  wipe  out  diphtheria  and 
scarlet  fever.  One  has  only  to  mention  a few 
of  the  almost  superhuman  accomplishments  of 
modern  day  surgery  and  obstetrics  to  appre- 
ciate what  has  been  done  and  is  still  being 
done  to  realize  what  modern  medicine  has 
done  for  humanity.  I sometimes  wonder  if 
modern  medicine  is  doing  more  for  humanity 
than  modern  doctors  are  doing  as  individuals. 

Undoubtedly  the  highly  trained  specialist 
in  any  of  the  several  lines  of  medicine  today 
is  rendering  a scientific  service  to  humanity 
which  would  astound  the  family  doctor  of 
former  generations  and  probably  would  make 
him  feel  that  he  was  not  really  a doctor  at  all, 
but  it  is  not. possible  that  the  real  reason  for 
the  change  which  has  taken  place  in  the 
standing  of  the  doctor  in  the  community  might 
be  that  this  very  selective  specialism  which 
means  that  it  takes  five  or  six  specialists  to 
make  one  whole  doctor,  and  that  the  individ- 
ual contact  and  personal  side  of  the  associa- 
tion of  the  patient  with  his  doctor  is  lessened, 
is  the  reason  why  the  old  time  intimacy  is  no 
longer  experienced.  This  may  and  I believe 
does  to  some  extent,  account  for  the  change  in 
the  relationship  between  the  patient  and  his 
doctor.  I believe,  however,  there  is  another 
potent  factor  in  the  changed  relationship,  we 
have  already  referred  to  the  fact  that  a rela- 
tively small  part  of  his  time  and  thought  was 
given  to  purely  medical  subjects  by  the  old 
family  doctor,  in  other  words,  he  was  a man 
who  was  an  “outstanding  personality”  in  his 
community  because  he  had  a broad  culture 
which  was  greater  than  that  of  his  clientele. 
Is  that  true  of  the  doctors  of  today?  Is  it 
not  possible  that  we  of  this  generation  have 
been  in  such  intense  pursuit  of  our  own  little 
special  line  of  medicine  that  we  have  lost  sight 
and  touch  not  only  with  every  other  branch 
of  medicine,  but  have  neglected  all  of  the 
broader  culture  which  comes  from  reading 
standard  lay  literature,  studying  music  and 
art  so  that  they  may  be  appreciated,  and  all 
of  the  other  branches  of  culture  that  are  nec- 
essarily so  important  a part  of  the  life  and 
occupation  of  the  educated  people  with  whom 
we  work  and  live,  is  it  strange  that  these  peo- 
ple do  not  look  up  to  us  if  we  are  ignorant  of 
the  finer  things  of  life  which  make  for  broad 
culture  and  make  one  who  is  versed  in  these 
things  interesting  and  sought  for  companions 
to  educated  and  cultured  people? 

I know  that  no  talk  to  medical  men  can  be 
of  much  value  unless  the  treatment  is  very 
clearly  outlined  and  in  this  instance  I am  go- 
ing to  give  you  a picture  of  the  ideal  doctor 
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of  today  who  would,  I believe,  very  largely 
re-establish  the  doctor  to  the  high  estate  from 
which  he  has  fallen. 

i would  increase  rather  than  decrease  the 
wonderful  scientific  woik  that  the  medical 
profession  of  today  is  doing  so  that  the  suc- 
ceeding generation  of  doctors  can  go  on  still 
further  than  we  have  gone  and  be  able  to  solve 
many  problems  which  seem  to  us  today  well 
nigh  impossible  because  of  the  foundations  we 
bequeath  to  them  as  a heritage  of  our  sacri- 
fices and  work,  however,  in  order  that  we  may 
be  able  to  do  this  it  will  be  necessary  for  us  to 
consider  several  things. 

I believe  that  every  specialist,  regardless  of 
what  his  work  is,  should  be  the  outcome  of  a 
number  of  years’  experience  in  general  prac- 
tice. A man  will  naturally  drift  into  the  spec- 
ial line  of  work  he  likes  best  and  will  devote 
most  of  his  time  and  study  to  that-  line,  so 
that  he  will  unconsciously  after  a number  of 
years  eliminate  other  lines  of  work  and  de- 
velop and  perfect  himself  in  the  technique  of 
the  chosen  special  line.  This  will  make  him  a 
much  broader  specialist  and  his  work  will  be 
far  more  worthwhile  than  it  could  possibly  be 
if  he  had  specialized  at  the  beginning  of  his 
medical  career.  He  will  always  be  sufficient- 
ly interested  in  general  medicine  to  read  his 
journals  and  keep  up  to  some  extent  with 
what  is  being  done  outside  of  his  special  line 
of  work,  and  he  will  remember  that  his  pa- 
tient has  an  entire  body  instead  of  just  one 
organ  which  might  be  accounting  for  the  pres- 
ent disability,  and  in  consequence  his  treat- 
ment and  management  of  the  patient  will  be 
far  more  satisfactory  both  to  himself  and  to 
his  patient. 

It  is  not  humanly  possible  for  a doctor 
working  under  the  tremendous  strain  of  pres- 
ent day  conditions  to  work  continuously  from 
year  to  year  without  taking  suitable  vaca- 
tions. I have  felt  that  a doctor  can  do  more 
and  certainly  better  work  in  eleven  months 
than  he  can  in  twelve.  One  gets  tired  and  in 
consequence  irritable  and  the  character  of 
work  he  does  under  such  conditions  is  not  in 
keeping  with  his  ability  or  what  he  does  do 
when  he  is  feeling  fit.  It  is  wonderful  what 
a change  one  experiences  in  his  attitude  to 
his  work  after  a good  vacation. 

I believe  every  doctor  will  do  better  work 
and  get  a great  deal  more  pleasure  out  of  life 
if  he  will  undertake  systematic  daily  reading 
of  standard  lay  literature.  It  is  surprising 
how  much  can  be  accomplished  by  reading 
one-half  an  hour  each  day.  One  can  find 
many  guides  for  reading  which  will  be  inter- 
esting and  profitable  and  which  will  require 
very  little  time  and  will  serve  the  purpose  of 
getting  the  mind  off  of  medicine  in  addition 
to  getting  a broad  culture  from  reading  after 


a comparatively  short  time.  This  will  also 
add  an  interest  and  pleasure  which  will  be 
very  well  worth  while  Naturally  some  lines 
of  reading  will  be  more  interesting  than 
others,  but  when  once  fairly  launched  in  this 
fascinating  pastime  one  may  start  almost  any- 
where and  the  collateial  reading  which  will 
unfold  itself  will  reveal  enough  reading  mat- 
ter to  chose  from  for  the  rest  of  your  life. 

The  doctor  should  cultivate  a desire  to 
know  something  about  art,  he  should  hear 
good  music,  and  in  this  day  of  the  phono- 
graph and  radio  there  is  no  lack  of  opportun- 
ity for  hearing  good  music  regardless  of 
where  you  live.  This,  too,  is  a form  of  cul- 
ture which  grows  rapidly  and  one  can  derive 
the  keenest  pleasure  and  profit  from  it. 

Every  doctor  should  have  some  kind  of 
hobby.  The  particular  kind  of  hobby  will 
naturally  be  decided  by  the  individual  tastes; 
with  some  it  will  be  hunting,  and  no  end  of 
pleasure  can  be  derived  from  your  dogs  and 
guns.  Another  may  take  up  fishing,  still  an- 
other may  prefer  some  of  the  sport  games, 
such  as  golf,  tennis,  bowling.  These  things 
should  be  undertaken  with  the  intention  of 
enjoying  them  and  using  them  to  keep  one 
mentally  and  physically  fit  to  be  the  very  best 
doctor  he  is  capable  of  being.  Qne  might  se- 
lect some  one  of  the  branches  of  natural 
science,  such  as  a study  of  animals  or  plants, 
and  any  of  these  things  will  after  a little 
study  open  up  avenues  of  thought  arfd  pleas- 
urable employment  that  will  be  surprising. 

The  family  doctor  of  the  past  was  identi- 
fied with  his  church.  Too  many  doctors  to- 
day are  careless  or  even  antagonistic  to  re- 
ligion. The  doctor  must  not  be  a prude,  but 
I do  not  believe  one  can  do  for  himself  or  his 
community  all  that  he  is  capable  of  doing  if 
he  is  not  identified  with  a church.  He  is,  or 
should  be,  an  example  to  his  fellowmen  and 
if  he  is  genuinely  a Christian  and  takes  his 
stand  fairly  and  squarely  with  his  church  his 
example  will  be  worth  a great  deal  in  his  com- 
munity. This  is  in  contrast  to  the  doctor  who 
tries  to  use  the  church  to  further  his  own  in- 
terests; such  a man  will  deceive  people  very 
rarely  if  at  all  and  will  be  very  soon  found 
out.  Without  being  officious,  the  doctor 
should  take  an  active  interest  and  help  in  all 
civic  and  community  problems.  He  should  be 
posted  on  all  such  things  and  be  able  to  give 
accurate  and  intelligent  advice  and  help  in  all 
civic  affairs. 

Finally,  my  message  to  you  is  this:  Be  the 
very  best  doctor  you  can  be  with  your  ability, 
training  and  surrounding ; make  your  patients 
feel  that  you  are  trying  to  give  them  the  “best 
you  have”  and  that  you  are  genuinely  in- 
terested in  helping  them. 

Take  good  care  to  conserve  as  far  as  possi- 
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ble  your  own  resources,  mental  and  physical, 
so  that  you  will  feel  fit  for  your  task. 

Broaden  your  culture  in  every  way  that 
you  can,  so  that  you  will  be  a pleasure  to 
your  friends  and  to  yourself  when  outside  of 
medicine. 

Be  a Christian  gentleman  at  all  times. 
Stand  out  squarely  and  fearlessly  in  your 
community  for  all  that  is  high  and  good  and 
after  all  is  said  and  done,  one  should  not  have 
to  memorize  any  code  of  ethics  if  this  rule  was 
followed. 

Take  an  active  and  intelligent  part  in  all 
matters  of  civic  interest  and  welfare  in  your 
community. 

If  these  few  suggestions  were  lived  up  to 
by  our  present-day  doctors,  1 firmly  believe 
tnat  we  would  have  a doctor  who  would  be  as 
much  beloved,  respected  and  looked  up  to  as 
our  grandfathers  were  as  the  “family  doc- 
tors” of  their  day,  and  I know  we  would  be 
better  doctors  and  happier  men. 


ORATION  IN  SURGERY 


EPOCHS  IN  SURGERY.* 

By  Frank  T.  Fort,  M.  D.,  F.  A.  C.  S.,  Louis- 
ville. 

The  question  of  the  age  of  man  was  brought 
formally  to  notice  by  the  statement  of  Dar- 
win in  his  work  on  evolution,  that  man  des- 
cended from  the'  anthropoidea.  After  fifty 
years  of  intensive  study  by  scientific  men  of 
the  world,  including  Sir  Arthur  Keith  and  his 
colleagues  of  England,  it  has  been  practically 
proven  that  man  has  existed  on  the  earth  for 
perhaps  one  million  years.  He  started  as  any 
other  animal,  with  the  possible  advantage  of 
having  a little  keener  instinct,  or  perhaps  the 
beginning  of  reason.  As  he  developed  he  be- 
gan to  substitute  reason,  or  what  might  be 
termed  common-sense,  for  instinct. 

The  fact  is  known  that  certain  birds  and 
animals,  through  instinct,  seem  to  have  some 
knowledge  of  medicine  and  surgery.  For  ex- 
ample, the  ibis  might  have  taught  mankind 
the  virtue  of  an  enema,  as  it  is  known  that  he 
introduces  water  into  the  rectum  with  its  bill 
to  produce  fecal  evacuation.  Another  animal, 
the  hippopotamus,  has  been  known  to  wound 
himself  with  a sharp  stick  to  produce  bleeding 
when  his  blood  pressure  became  too  great  and 
he  wanted  to  relieve  his  tension.  Cats,  dogs, 
birds  and  many  other  animals,  through  in- 
stinct,' seem  to  be  able  to  gather  their  own 
remedies. 

This  early  period  of  mankind  might  be  as- 
sumed the  first  epoch  in  surgery.  There  is  no 

*Read  before  the  Kentucky  State  Medical  Association, 
Owensboro,  Ky. 


written  account,  hieroglyphics,  or  other  known 
way  of  determining  just  how  much  mankind 
in  this  early  period  knew  of  medicine  and  sur- 
gery, but  it  is  fair  to  believe  that  in  case  of 
fractures  and  other  injuries  something  was 
attempted  to  relieve  suffering. 

In  what  might  be  termed  the  second  epoch 
in  surgery,  we  have  hieroglyphics  and  writ- 
ings to  corroborate  what  was  known,  as  this 
was  in  the  second  Egyptian  Dynasty,  of  4,500 
years  before  Christ.  At  that  time  sharp  flint 
was  used  for  opening  the  abdomen  in  pre- 
paring the  body  for  burial,  for  incising  ab- 
scesses, and  for  other  surgical  procedures. 

Later  during  this  epoch  there  were  some  ad- 
vancing strides  made  toward  attempting  to 
trephine  the  skull,  to  treat  fractures,  etc.  Still 
later  there  is  evidence  of  their  having  at- 
tempted to  extract  calculi  from  the  urinary 
bladder,  the  bandaging  and  splinting  of  frac- 
tures, the  development  of  sounds  from  twigs 
and  other  materials  for  use  in  the  urethra,  and 
the  employment  of  reeds  in  giving  enemas. 

At  some  time  during  the  ascendency  of 
Egyptian  surgery  it  is  stated  that  nearly  every 
disease  had  its  specialist,  and  that  if  one 
specialist  overstepped  the  bounds  of  another 
and  the  patient  died,  he  suffered  death  as  a 
punishment  for  his  crime. 

Artificial  teeth  have  been  found  in  the 
mouths  of  Egyptian  mummies,  and  also  splints 
on  fractured  limbs. 

(Shortly  thereafter  some  dissension  arose  be- 
tween the  priesthood  and  those  who  attempted 
medicine  and  surgery,  and  surgery  fell  into 
disrepute.  Men  who  opened  bodies  were 
looked  upon  as  terrible  beings,  they  were 
stoned,  forced  to  leave  the  community,  and 
were  not  permitted  to  associate  with  other 
people ; while  those  who  took  the  intestines 
and  prepared  them  for  the  urns  and  deposit- 
ed them  in  sepulchures  were  of  the  priest- 
hood. 

It  was  during  this  period  that  the  rule  was 
established,  in  the  neighboring  country  of 
Babylon,  to  place  all  patients  on  the  roadsidi 
where  everyone  passing  might  confer  with 
them  and  suggest  methods  of  treatment.  This 
was  possibly  due  to  a code  promulgated  by  a 
previous  ruler  which  prescribed  the  penalty 
that,  if  the  patient  died  the  surgeon  should 
have  both  his  hands  amputated. 

The  third  epoch  in  surgery  we  might  con- 
sider as  the  Hindu  era.  Upon  this  we  are  not 
really  enlightened  as  to  the  exact  date,  but 
it  was  before  the  time  of  Buddha,  who  lived 
about  550  years  before  Christ.  During  these 
early  days  there  existed  between  India  and 
Greece  intercommunication  which  greatly  in- 
fluenced the  art  and  science  of  the  respective 
countries.  It  is  likely  that  the  Greeks  owe 
much  to  the  ancient  Hindus  for  the  growth 
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and  development  of  tlieir  knowledge. 

To  quote  some  of  the  opinions  of  western 
authors:  Wise  says  “It  is  to  the  Hindus  that 
we  owe  the  first  system  of  medicine.”  Cole 
Broke  asserts  that  the  Hindus  were  teachex’S, 
not  learners.  Cunningham  claims  “the  Ind- 
ians have  the  advantage  in  point  of  time,  and 
I feel  satisfied  that  the  Greeks  borrowed  much 
of  their  philosophy  from  the  east.” 

Royle  has  proven  beyond  doubt  the  indebt- 
edness of  the  Greeks  and  Arabs  to  the  Hin- 
dus. Neuberger  says  the  similarity  between 
Indian  and  Greek  medicine  is,  in  its  outline 
and  in  certain  details,  so  striking  that  the 
originality  of  the  Greeks  has  frequently  been 
questioned  and  even  denied.  The  Arabs,  like 
the  Greeks,  also  owe  a debt  of  gx-atitude  to 
the  ancient  Hindus  for  the  growth  and  ad- 
vancement of  their  knowledge. 

Modern  medical  science  of  the  west,  which 
is  principally  based  on  the  Grecian  system,  is 
thus  indirectly  dependent  for  some  particu- 
lars at  least  upon  the  Indian  system. 

Among  the  gi’eat  men  of  ancient  Hindu 
days,  the  chief  medical  authors  of  repute  were 
Charak,  Susrut,  and  Vag  Bhat.  Of  the  three, 
Susrut  was  famous  more  as  a surgeon,  and  to 
him  we  owe  the  first  knowledge  of  the  art  A 
surgery  in  a systematic  way.  He  is  reported 
to  have  practiced  bone  and  cx-anial  surgery 
with  a special  ability,  and  also  to  have  writ- 
ten a notable  book  on  surgery  known  as  “Sus- 
rut Samhita,”  which  was  commented  upon  by 
several  authors.  He  described  in  his  book 
many  surgical  instruments  and  classified  them 
under  two  groups,  i.  e.,  the  blunt  and  the 
sharp  cutting  instruments.  He  subdivided 
the  blunt  instruments  into  one  hundred  aixd 
one  varieties  arranged  under  six  classes  and 
uses  for  abou  ttwenty-four  different  kinds  of 
surgical  manipulations  of  a non-cutting  na- 
ture.  He  described  about  twenty  different 
kinds  of  sharp  implements  designed  for 
about  eight  different  kinds  of  surgical  opera- 
tions of  a cutting  nature. 

The  armamentarium  of  ancient  Hindu  sur- 
geons consisted  of  a considei’able  number  of 
instruments  designed  for  a variety  of  oper- 
ations, and  many  of  the  instruments  of  those 
ancient  days,  both  in  their  form  and  use, 
closely  resemble  those  of  modern  times. 

Among  the  knives,  the  Arddhar  resembled 
some  of  the  modern  tenotomes,  and,  as  the 
name  signifies,  the  sharp  edge  extended  only 
half  way  along  the  blade. 

The  Utalpatra  was  a double-edge  knife,  em- 
ployed for  plunging  into  a deep  cavity  or  ab- 
scess. 

The  Vrhedipatra  was  the  ordinary  pattern 
of  surgical  scalpel  now  used  in  every-day  prac- 
tice in  the  operating  theater.  The  Deergh 
Yaktra  pattern  of  Vrhedipatra  coxu-esponded 


to  the  curved  shai’p-pointed  bistoury  of  mod- 
ern times. 

The  Mandal  Agra  knives  comprised  an  in- 
teresting groxxp  of  surgical  ixnplements.  Sus- 
rut employed  them  for  adenoids  and  certain 
plastic  operations  on  the  eyelids.  The  large 
Mandal  Agra  of  Susrut  x-esembled  the  blade  of 
a tonsil  guillotine  in  its  essential  feature;  the 
sharp  cutting  edge  of  the  blade  was  situated 
at  one  extremity  which  was  convex  outwardly. 

Vag  Bhat  used  a knife  iix  which  the  blade 
was  cixrved  and  moon-shaped,  with  the  sharp 
edge  concave  inwardly.  It  was  employed  by 
him  for  cutting  the  neck  of  the  fetus  during 
difficult  labor.  The  Mandal  Agra  of  Vag 
Bhat  thus  x*esembled  the  decapitating  hook  of 
nxodern  midwifery. 

The  Kusupatra  had  a long  blade  with  a 
short  handle.  It  was  employed  chiefly  for 
cutting  very  deeply.  Some  of  the  modern  am- 
putation and  x’esection  knives  appear  to  bear 
resemblance  to  this  class  of  knife. 

Among  the  Swastika,  or  forceps,  the  Singh 
Mukka  Swastika  of  the  past  lias  retained  its 
use  and  form  and  x-epresents  the  lioxx  forceps 
of  the  present-day  and  which  is  so  often  used 
in  bone  surgery. 

The  ancient  cataract  probe,  the  Dauksanku 
or  tooth  scealer,  the  urethral  boxxgie  and  rec- 
tal dilator  of  ancient  days,  were  similar  to 
those  of  the  present  time.  Fxxrther,  the  Agra- 
bakra  or  Saraphanka,  and  the  Garbh  Sanku 
of  Vag  Bhat,  closely  resembled  the  lithotomy 
scoop  and  the  traction  hook  of  xnodei’n  times, 
respectively. 

The  coixx  catcher  of  ancient  days  consisted 
of  a bundle  of  hairs  tied  to  a string  and  thin 
linen  thread,  and  was  vei’y  much  like  the 
modenx  probang  in  its  use  and  function. 

From  information  gleaned,  it  seems  that 
these  Hindu  surgeons  were  fairly  well  ac- 
quainted with  the  art  of  nursing  and  the  man- 
agement of  patients  in  the  hospital.  In  the 
treatment  of  fractures  and  dislocations,  the 
fracture  beds  for  fractux’es  of  the  clavicle 
were  similar  to  the  ones  used  in  modern  times 
and  cleaxdy  applied  the  fundamental  pi’inci- 
ples  in  treatment,  securing  absolute  rest  of 
the  broken  bone  and  perfect  immobilization  of 
the  limb.  The  stone  canoe  was  also  utilized  in 
treatment  of  fractures  of  the  leg  and  hip. 

The  ancient  surgical  instruments  were  gen- 
erally  made  of  iron.  All  cutting  implements 
with  sharp  edges  were  composed  of  steel  of 
a supex-ior  quality.  Other  metals  frequently 
used  wex’e  copper,  tin,  zinc,  and  lead ; amal- 
gams and  alloys  composed  of  two  or  mox-e  met- 
als were  often  employed  where  a soft  and 
flexible  metal  was  reqxxired.  Many  of  the  sal- 
akas  such  as  probes,  seekers,  directors,  appli- 
cators, collyrium  rods  and  other  such  instru- 
ments were  made  of  this  metal.  Bell-metal 
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was  also  used.  Gold  and  silver  were  also 
sometimes  employed.  Horns  of  cattle,  pref- 
erably those  of  a cow,  were  utilized  in  place  of 
the  modern-day  cupping  glass. 

Regarding  the  nature  of  operative  proced- 
ures: many  plastic  operations  on  the  eyes  and 
nose  were  undertaken.  Cataract  was  treated 
by  couching  as  practiced  by  most  cf  the  quack 
surgeons  of  the  present-day.  The  rhinoplasty 
of  modern  surgery  was  likely  borrowed  from 
the  Indian  method.  Obstetrical  work  was  al- 
so done ; the  fetus  was  removed  from  the  uter- 
us when  the  pregnant  woman  was  in  trouble. 
Abscesses  were  opened,  tumors  removed,  sin- 
uses scraped,  wounds  properly  dressed,  and 
drainage  tubes  often  employed.  Though  con- 
sidered a severe  and  most  dangerous  type  of 
operation,  the  removal  of  calculi  from  the 
urinary  bladder  was  also  attempted  by  some 
surgeons  of  that  time.  Great  dexterity  of 
hand  and  manipulative  skill  were  displayed  in 
the  dilatation  of  urethral  stricture  by  straight 
bougies. 

The  greatest  achievements  from  the  opera- 
tive point  of  view  in  Hindu  surgery,  however, 
were  obtained  in  the  branch  of  osteal  surgery. 
Success  in  cranial  surgery  was  an  asset  in 
ancient  Hindu  times.  The  reason  for  the  ef- 
ficiency in  bone  surgery  during  that  period 
was  likely  to  be  found  in  the  incessant  wars 
which  kings  wraged  against  one  another,  there 
being  wounds  from  arrows,  lances,  spears, 
swords,  daggers,  clubs,  etc. 

Thus  ancient  Hindu  surgery  began  with 
every  prospect  of  greater  advancement  and  de- 
velopment, but  after  the  days  of  Susrut  and 
in  the  Buddhist  era  progress  suddenly  came  to 
a standstill.  People  were  even  forbidden  to 
eat  cooked  rice  which  had  been  touched  by  the 
hands  of  a surgeon.  Those  who  performed 
dissections  were  abhorred  and  offered  the  low- 
est seats  at  social  gatherings.  To  touch  a dead 
animal  or  human  corpse,  even  for  the  sake  of 
knowledge,  was  considered  highly  irreligious. 
Consequently,  people  of  the  higher  ranks 
abandoned  this  profession  and  the  art  ulti- 
mately fell  into  the  hands  of  the  lower  class- 
es. Even  at  the  present  time  some  of  the  bar- 
bers and  herdsmen  are  practicing  the  art  of 
surgery  in  the  rural  districts  of  the  country. 
This  was  due  entirely  to  the  influence  of  the 
Buddhist  religion. 

The  fourth  epoch  in  surgery  may  well  be 
called  the  Grecian  era  to  which  the  great  Hip- 
pocrates belonged.  During  this  period  sur- 
gery was  practiced  in  a rather  indiscriminate 
way  by  Eseulapians  who  had  charge  of  the 
health  temples  for  many  years  until  Hippoc- 
rates appeared  and  brought  about  the  first 
systematizing  of  the  medical  and  surgical  art. 
It  is  Hippocrates  to  whom  we  may  look  back- 
ward as  the  beginner  or  forerunner  of  all 


modern  surgery.  lie  issued  many  treatises  on 
surgery,  and  his  descriptions  of  fractures  and 
dislocations  are  in  some  instances  practically 
the  same  as  found  in  modern  text  books.  He 
was  also  successful  in  lithotomy  and  cranial 
surgery;  he  trephined  the  skull,  reduced  hern- 
ias and  practiced  herniotomy;  he  performed 
lithotomy  by  both  the  perineal  and  suprapubic 
routes,  and  was  the  first  to  describe  pneumo- 
thorax and  to  open  and  drain  the  chest  for 
empyema  and  hydrothorax. 

After  Hippociates  theie  was  a decline  in 
the  practice  of  surgery,  and  there  was  no  nota- 
ble name  in  this  field  for  more  than  five  hun- 
dred years.  Galen  was  the  first  man  of  any 
importance  after  Hippocrates,  and  he  only 
came  to  notice  in  a surgical  way  for  his  pro- 
cedure for  relief  and  cure  of  injuries  to  the 
brain  and  spinal  cord.  Other  surgical  oper- 
ations accredited  to  Galen  are:  resection  of 
portion  of  the  sternum  for  caries,  and  liga- 
ture of  the  temporal  artery.  He  obtained  his 
knowledge  of  anatomy  in  Egypt.  He  was  the 
first  to  describe  the  cranial  nerves  and  the 
sympathetic  nervous  system. 

Oelsus  reflected  the  state  of  surgery  in  anc- 
ient time  for  several  centuries.  Antyllus,  it 
is  said  by  Haser,  was  one  of  the  world’s  great- 
est surgeons.  He  operated  for  aneurism,  cat- 
aract, devised  a cure  for  stammering,  and 
treated  contractures  by  a procedure  resemb- 
ling modern  tenotomj . 

Following  the  work  of  Paulus  of  Aegina, 
for  about  five  hundred  years  surgery  was  in 
the  hands  of  religious  orders.  However,  sur- 
gical practice  by  the  clergy  was  later  forbid- 
den by  the  council  of  Tours. 

The  fifth  epoch  in  surgery,  or  the  era  of  the 
middle  ages,  furnished  quite  an  array  of 
prominent  names.  Among  them  were  Bruno 
da  Longoburgo,  Hugh  of  Lucca,  William  of 
Salicet,  Lanfranco  and  Mondino.  Western 
Europe  furnished  Henri  de  Mondeville,  Guy 
do  Chauliac,  John  of  Arden,  and  John  Yper- 
man. 

Bruno  defined  surgery  and  outlined  a code 
of  ethics^ that  the  surgeon  might  follow  to  his 
and  the  patient’s  benefit.  In  his  “Chirurgia 
Magna,”  published  in  1252,  he  insisted  that 
the  essentials  of  surgery  were  “to  bring  sep- 
arated parts  together,  to  separate  those  that 
have  become  abnormally  united,  and  to  ex- 
tirpate what  is  superfluous.”  Bruno  advoca- 
ted the  dry  treatment  of  wounds,  and  devised 
several  procedures  in  abdominal  surgery.  Tf 
there  was  difficulty  in  bringing  about  reposi- 
tion of  the  intestines,  he  advised  that  they  first 
be  pressed  backward  with  a sponge  soaked  in 
warm  wine.  Tf  the  omentum  protruded 
through  the  wound,  all  that  was  black  or  green 
must  be  removed.  If  the  intestines  were 
wounded,  they  were  united  with  small  needle 
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and  silk  thread,  and  care  exercised  in  'bring- 
ing about  complete  closure  of  the  wound. 

After  Bruno  the  next  surgeon  of  impor- 
tance was  Hugh  of  Lucca.  His  most  valuable 
contribution  was  that  of  anesthesia.  Mandra- 
gora  served  as  the  base  for  an  anesthetic  in 
those  days,  though  a combination  with  opium 
was  the  favorite.  Lucca’s  method  was  by  in- 
halation, and  this  means  of  administration 
was  utilized  for  fully  a century.  Lucca’s 
method  of  anesthetization  consisted  of  saturat- 
ing a natural  sponge  with  a solution  of  man- 
dragora,  opium,  hyoscyamus,  lettuce,  camphor, 
and  neuphar.  This  anodyne  was  dried,  and 
when  the  occasion  for  using  it  arrived,  it  Avas 
moistened  with  hot  water  or  steam,  and  held  to 
the  patient’s  nostrils  until  sleep  was  induced. 

EA-en  at  the  present  time,  in  Darkest  Africa, 
coca  wine  is  largely  used  in  surgery.  Caesar- 
ean sections  have  been  performed  under  palm 
wine  given  the  patient  to  drink.  The  hot  wine 
is  also  employed  as  a sterilizing  agent  applied 
to  the  wound. 

Lucca  Avas  the  first  to  observe  strict  cleanli- 
ness in  the  treatment  of  Avounds.  He  avoided 
the  use  of  probes  and  employed  compresses 
soaked  in  Avine. 

The  greatest  of  the  surgeons  of  the  thir- 
teenth century  Avas  William  of  Saliceto.  He 
(like  Lucca)  had  considerable  experience  in 
military  surgery,  and  as  the  outcome  of  his 
Avide  experience  and  researches  Avas  a system- 
atic work  on  surgery,  “Cvrurgia.”  He  des- 
cribed in  detail  Avounds  of  various  kinds,  the 
suturing  of  nerves  and  the  treatment  of  frac- 
tures and  dislocations.  He  distinguished  be- 
tAveen  hemorrhage  from  arteries  and  veins. 
His  method  of  treating  hydrocephalus  is  of 
particular  interest ; he  rejected  opening  the 
head  by  incision  and  recommended  instead 
puncturing  the  scalp  and  membranes  by  cau- 
tery, a very  small  opening  being  made  and 
fluid  allowed  to  escape  only  drop)  by  drop. 
Saliceto ’s  influence  tended  to  restore  the  use 
of  the  knife  in  surgery  after  that  instrument 
had  gradually  begun  to  yield  lo  the  cautery. 

Lafranco  Avas  the  foremost  surgeon  of  the 
fourteenth  century.  He  was  exiled  from  Italy 
and  Avent  to  France  to  lh’o  where  he  produced 
his  great  work,  “Chirurgia  Magna.”  He  con- 
tinued the  arguments  of  his  great  predecessor, 
Saliceto,  not  to  fix  a line  betAveen  the  function 
of  the  surgeon  and  that  of  the  physician,  and 
betAveen  practice  and  theory.  He  gave  a good 
account  of  the  symptoms  of  fracture  of  the 
skull,  and  was  the  first  to  describe  concussion 
of  the  brain.  He  recommended  the  ligature 
as  a means  of  arresting  hemorrhage,  and  main- 
tained that  exposure  to  the  air  favored  the 
formation  of  pus  in  wounds.  Tie  advised 
neurotomy  in  cases  of  traumatic!  tetanus.  TTe 
Avas  especially  noted  for  his  method  of  stitch- 


ing nerves  completely  divided  in  cross-section. 
rI  his,  he  said,  Avas  the  surest  method  of  re- 
integrating the  nerve.  Not  only  was  the  nerve 
itself  rehabilitated  by  this  method,  but  after 
the  operation  the  restoration  of  usefulness  to 
the  member  involved  was  more  complete. 

The  foremost  pupil  of  Lanfranco  was  Henri 
de  Mondeville,  ivho,  above  all,  emphasized  the 
necessity  of  a friendly  relationship  betAveen 
physicians  and  surgeons.  Unlike  his  master, 
however,  he  differentiated  between  practice 
and  theory,  and  insisted  on  a practical  acqui- 
sition of  surgical  knowledge  rather  than  the- 
oretical. He  advocated  moderate  boldness  and 
did  not  countenance  radical  surgical  interven- 
tions. He  Avas  impatient  with  the  surgeon 
Avho  was  every  ready  to  employ  surgical  rem- 
edies AA’heh  medicinal  remedies  were  indicated. 
He  Avas  evidently  not  very  well  satisfied  with 
the  state  of  the  surgical  art  at  his  period,  for 
he  remarked  “many  more  surgeons  know  Iioav 
to  cause  suppuration  than  to  heal  a wound.” 

The  most  brilliant  contemporary  of  Monde- 
ville was  Guy  de  Chauliac.  Like  Mondeville 
he  insisted  on  experience  rather  than  author- 
ity. In  fracture  of  the  femur,  in  addition  to 
splints  reaching  to  the  foot,  he  employed  a 
box  or  trusses  of  straw  to  support  the  limb 
and  attached  to  the  foot  a lead  weight  by 
means  of  a cord  passing  over  a small  pulley. 
He  advocated  that  cancer  be  treated  at  an 
early  stage  and  preferably  Avith  the  knife.  He 
employed  the  speculum  in  certain  obstetrical 
cases,  and  gave  an  account  of  the  Caesarean 
operation.  His  special  interest  lay  in  the 
radical  cure  of  hernia,  and  he  devised  six  dif- 
ferent operations  for  that  purpose.  He,  more- 
over, developed  the  method  of  taxis  by  Avhich 
hernias  might  be  reduced.  He  adopted  stif- 
fened bandages  of  various  kinds,  especially 
employing  Avhite  of  egg  for  this,  and  some- 
times moulding  bandages  to  the  limbs  in  cases 
of  fractures. 

In  the  sixth  epoch  of  surgery,  or  the  ren- 
aissance of  surgery,  the  most  important  figure 
and  perhaps  one  of  the  greatest  surgeons  be- 
fore the  time  of  John  Hunter,  was  Ambroise 
Pare.  One  of  his  most  trite  sayings  Avas: 
“Mere  knowledge  without  experience  does  not 
giA'e  the  surgeon  much  self-confidence.”  He 
started  in  life  as  a bai’ber,  and  his  knoAvledge 
AA-as  acquired  through  experience,  first  as  a 
dresser  at  the  Hotel  Dieu,  and  then  as  a mili- 
tary surgeon.  He  treated  with  success  wounds 
inflicted  by  sword,  lance,  halberd,  stone,  ar- 
quebus, pistol,  eulverin,  and  other  Aveapons. 
He  described  various  forms  of  fracture,  in- 
cluding fracture  of  the  neck  of  the  femur,  and 
fracture  of  the  parietal  bone  with  extrusion 
of  brain  substance.  He' was  the  inventer  of 
arterial  forceps  and  many  different  kinds  of 
surgical  instruments,  as  well  as  artificial 
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limbs  and  artificial  eyes. 

Pare  suggested  syphilis  as  a cause  of  aneu- 
rism, and  hypertrophy  of  the  prostrate  as  a 
cause  of  strangury,  lie  performed  broncho- 
tomy,  neurotomy,  staphyloplasty,  and  used 
toe  figure-of-eight  suture  in  cases  of  harelip. 
He  removed  articular  concretions,  improved 
the  method  trephining,  and  made  remark- 
able advances  in  surgery  of  the  eye.  How- 
ever, he  was  most  noted  for  his  improvement 
in  the  treatment  of  wounds,  and  because  he  in- 
troduced the  use  of  the  ligature  in  amputa- 
tions. In  former  times  custom  had  prescribed 
that  wounds  be  treated  with  boiling  oil.  Pare 
conceived  the  idea,  quite  accidentally,  of  util- 
izing a simple  ointment  instead  of  boiling  oil. 
His  men  recovered  much  more  rapidly  under 
this  system.  His  introduction  of  ligaturing 
arteries  instead  of  using  the  cautery  abolished 
the  ancient  dread  of  bleeding  to  death,  and 
placed  surgery  on  firmer  ground. 

The  seventh  or  pathological  epoch  in  sur- 
gery made  slow  progress  from  the  time  of  Ves- 
alius,  because  of  prejudice,  until  the  days  of 
John  Hunter,  the  founder  of  scientific  sur- 
gery, a pupil  of  John  Potts  and  Cheselden, 
two  famous  surgeons  of  that  period.  Hunter 
developed  the  study  of  abnormalities  in  bone 
and  soft  structures,  and  during  his  lifetime 
preserved  about  fifteen  thousand  specimens, 
having  prepared  two-thirds  or  three-fourths  of 
the  specimens  himself.  Anatomy  was  devel- 
oped to  an  extent  that  had  never  occurred  be- 
fore nor  at  any  time  since.  It  might  be  said 
also  that  Hunter  was  the  father  of  American 
surgery,  as  many  of  the  most  prominent  Amer- 
ican surgeons  were  pupils  of  his. 

From  Hunter’s  time  onward  medical  stu- 
dents were  obliged  to  develop  a more  refined 
and  comprehensive  knowledge  of  anatomy 
than  at  any  time  previously,  or  we  might  say, 
since.  There  were  finer  drawings  and  pers- 
pective at  that  time  than  possibly  since. 

It  was  then  believed  that  surgery  had  reach- 
ed its  limitations,  and  Baron  Larrey,  Napol- 
eon’s surgeon,  said  that  it  could  go  no  furth- 
er ; all  that  could  be  learned  about  surgery 
was  already  known : the  only  thing  left  for 
the  future  was  to  acquire  what  was  already 
known  and  perfect  the  technique.  After  such 
a statement,  the  mortality  then  being  more 
than  60  percent  following  amputations,  if 
Baron  Larrey  were  living  today,  when  the 
mortality  is  from  three  to  four  per  cent,  he 
would  realize  how  little  he  knew  about  whar 
was  possible  in  surgery.  Tt  is  said  of  Baron 
Larrey,  that  he  performed  an  hundred  and 
twenty-five  amputations  in  one  day. 

During  the  seventh  epoch  in  surgery,  and 
before  reaching  the  beginning  of  the  eighth, 
there  were  many  noted  surgeons.  Among  the 
greatest  of  them  was  Ephriam  McDowell,  of 


Kentucky,  who  performed  the  first  intention- 
al ovariotomy,  although  accidental  ovariotomy 
is  noted  as  having  been  performed  in  1701  by 
Robert  Houston  of  Glasgow. 

In  this  epoch  Crawford  Long  of  Georgia 
discovered  anesthesia  which  has  been  the 
greatest  help  of  any  discovery  in  the  surgical 
world.  Many  other  noled  men  in  this  epoch 
could  be  mentioned  but  for  lack  of  time  and 
space. 

In  the  eighth  epoch  of  surgery  there  were 
great  advances  which  made  a revolution  of 
the  first  magnitude.  This  was  introduced  by 
the  practical  work  of  Lister,  based  upon  the 
experimental  work  of  Pasteur.  Knowledge  of 
the  life  history  of  the  microbe  allowed  sur- 
geons to  work  with  such  a degree  of  safety 
that  many  who  were  illqualified  to  use  ci 
knife  assumed  responsibilities  for  which  they 
were  in  no  way  prepared  by  judgment,  ex- 
perience or  learning  This,  is  one  of  the  vices 
of  the  eighth  epoch  in  surgery  that  accompan- 
ied its  virtues.  It  was  said  by  Maurice  H. 
Richardson  that  it  was  a pity  so  many  pa- 
tients lived  after  operations  by  men  who  were 
incompetent  as  real  surgeons. 

The  work  of  Pasteur  in  describing  the  role 
of  the  microbe  deserves  the  greatest  credit  for 
bringing  to  light  the  basis  of  Lister’s  method 
of  treating  infections.  Prior  to  the  time  of 
Lister  and  Pasteur,  gangrene,  erysipelas  and 
septicemia  were  rampant  in  nearly  all  hos- 
pitals. 

As  generally  happens  in  the  case  of  im- 
proved methods,  the  pendulum  of  surgical 
thought  gravitated  too  far,  and  during  this 
epoch  the  microbe  apparently  became  greater 
than  man,  and  through  the  attempt  to  elimin- 
ate the  microbe  many  patients  were  sacrificed. 

In  the  ninth  epoch  of  surgery,  additional 
discoveries  demonstrated  the  man  t one  larger 
than  the  microbe,  and  surgeons  ceased  irri- 
gating the  abdominal  cavity,  they  omitted 
much  of  the  antisepsis  formerly  used,  and 
adopted  methods  of  asepsis  with  as  little  dis- 
turbance to  the  tissues  as  possible  consisting 
with  good  surgery.  Dming  this  period  there 
was  practically  no  part  of  the  body  that  was 
not  invaded  by  the  mrgeon. 

It  has  been  said  by  a prominent  anesthetist 
that  a surgeon  should  so  govern  himself  in 
dealing  with  the  patient  he  is  operating  upon 
that  he  had  fear  of  awakening  him,  and  in 
the  carrying  out  of  that  theory  it  was  really 
impossible  to  do  any  great  harm  which  might 
be  inflicted  without  having  that  in  min  1. 

The  tenth  epoch  in  surgery,  when  reached, 
will  be  the  biologic  era,  the  problematic,  spec- 
ulative and  visionary  period.  Practically 
every  region  of  the  human  body  has  been  sur- 
gically explored  and  pathologic  lesions  suc- 
cessfully eradicated  by  scalpel  or  other  means. 
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The  acme  of  the  art  of  surgery  has  been  about 
attained,  and  in  the  future  we  will  have  to 
look  to  the  development  of  the  science  of  sur- 
gery. This  will  include  every  and  all  means 
to  anticipate  and  prevent  what  might  other- 
wise develop  into  a cause  for  surgical  inter- 
vention. 

Through  biological  chemistry,  and  perhaps 
other  means  not  yet  developed,  serums  or  hor- 
mones will  be  evolved  which  will  permit  or 
postpone  aging  by  bringing  about  co-ordina- 
tion of  the  various  known  glands  and  secre- 
tions of  the  body  and  also  of  possible  glands 
yet  to  be  discovered.  It  is  believed  through 
these  means  there  will  in  the  future  be  a great 
reduction  in  the  amount  of  surgery  and  at- 
tempts at  curative  medicine;  and  that 
through  a better  understanding  of  the  chem- 
istry and  co-ordination  of  the  glandular  sys- 
tem, diseases  will  be  anticipated  and  prevent- 
ed. So  the  tenth  epoch  should  be  one  rich  in 
prophylaxis  and  prevention  rather  than  em- 
pirical or  surgical  treatment. 

With  the  improvement  in  understanding 
which  we  are  anticipating,  there  will  be  less 
explanatory  surgery,  the  diagnosis  of  impend- 
ing and  obscure  diseases  will  be  clarified,  and 
there  will  be  less  doubt  concerning  the  nature 
and  extent  of  existing  pathology  when  we  are 
forced  to  resort  to  surgical  intervention  as  a 
life-saving  measure. 

Orientation  in  the  realm  of  medicine  and 
surgery  is  greater  at  present  than  ever  before 
in  the  history  of  the  world.  When  increased 
knowledge  is  obtained,  perhaps  through  meth- 
ods of  investigation  that  may  be  yet  un- 
thought  of,  we  cannot  help  believing  there 
will  he  a brighter  and  greater  future  for  the 
practice  of  surgery  as  a science  rather  than 
as  formerly  as  an  art.  Our  knowledge  and 
our  armamentarium  will  be  so  correlated  and 
readjusted  that  there  should  be  few  failures 
in  either  diagnosis  or  treatment. 

The  history  of  surgery  throughout  the 
world  shows  that  religion,  rather  than  any 
other  influencing  factor,  has  had  the  great- 
est deterring  action.  People  could  kill  each 
other  with  impunity  and  often  escape  punish- 
ment, but  after  death  the  body  became  sacred, 
dissection  was  disallowed,  even  to  touch  the 
dead  body  was  considered  sinful  because  of 
Pagan  or  other  religious  principles,  and  all 
research  work  was  strictly  forbidden.  At 
times  it  was  thought  sinful  to  even  atempt  to 
administer  to  the  ill  and  afflicted,  or  to  per- 
form surgery  even  when  required  to  conserve 
life,  because  of  the  fact  that  such  treatment 
was  interfering  with  the  trend  of  God’s  will. 
“Yet  I doubt  not  through  the  ages  one  in- 
creasing purpose  runs, 

And  the  thoughts  of  men  are  widened  with 
the  process  of  the  suns.” 


To  secure  the  data  presented  in.  the  fore- 
going paper,  it  was  necessary  to  review 
numerous  historical  publications;  and  since 
the  greater  portion  of  the  text  has  al- 
ready appeared  elsewhere,  my  indebtedness 
is  acknowledged  and  thanks  extended  to  both 
authors  and  publishers  for  the  privilege  ex- 
ercised in  epitomizing  and  reproducing  the 
material.  The  subjoined  references  show,  for 
the  most  part,  the  sources  from  which  the 
data  were  obtained. 
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Postoperative  Pulmonary  Atelectasis. Smith 

and  Davidson  report  seven  cases  in  which  pul- 
monary atelectasis  was  recognized  as  a comoli- 
cation  of  abdominal  operative  procedures.  The 
clinical  course  in  these  patients  has  followed  the 
usual  rule  of  a sharp  onset  within  twenty-four 
or  forty-eight  hours  after  an  abdominal  opera- 
tion, with  a few  days  of  decided  thermal  reac- 
tion, tachypnea  and  tachycardia,  the  patients 
showing  slight  cyanosis,  and  unlateral  pulmon- 
ary consolidation,  with  displacement  of  the 
heart  toward  the  effected  side.  Prompt  recov- 
ery took  place  in  all.  The  course  was  rapid  in 
evolution  and  was  entirely  unlike  either  lobar  or 
broncho-pneumonia.  The  constitutional  reaction 
of  the  patient  did  not  parallel  the  extent  of  in- 
volvement of  lung  tissue. 
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LIPIODOL  IN  THE  DIAGNOSIS  OF  PUL 
MONARY  LESIONS.* 

By  Oscar  0.  Miller,  M.  D.,  Waverly  Hills 
Sanatorium,  Valley  Station. 

In  speaking  of  pulmonary  lesions  in  con- 
nection with  the  injection  of  lipiodol,  refer- 
ence is  had  in  particular  to  the  bronchial  tree ; 
for  in  no  other  thoracic  lesion  is  there  such  a 
naucitv  of  roentgenological  findings  as  in  di- 
lation of  the  bronchi.  Even  well  advanced 
bronchiectasis  may  give  no  radiographic  evi- 
dence, other  than  enlargement  and  elongation 
of  the  hilus  shadow,  with  a tendency  for  the 
liilus  to  fuse.  As  the  lesion  progresses,  the 
cardio-phrenic  angle  usually  becomes  obliter- 
ated by  the  elongation  of  the  hilum  shadows, 
which  shows  a tendency  to  spread  over  the 
diaphragm  to  form  a triangular  area  of  den- 
sity at  the  root  as  noted  by  Singer. 

Negative  x-ray  findings,  however,  are  of 
value,  as  they  definitely  exclude  a parenchy- 
mal lesion.  Such  negative  findings  in  a pa- 
tient with  persistent  cough  and  a fairly  pro- 
fuse expectoration  would  naturally  lead  to 
a diagnosis  of  bronchiectasis. 

In  the  interpretation  of  radiograms,  one  is 
dealing  with  differential  densities.  Any 
agency  that  will  enhance  opacities  or  render 


Figure  I. 

A.  S.  Male.  Aged  18. — Advanced  bronchiectas- 
is, fusiform  in  type.  Patient  has  had  frequent 
attacks  of  bronchitis  for  past  four  years  which 
responded  to  treatment.  Had  an  attack  Easter, 
1926,  which  persisted.  Temperature  102  at  this 
time.  Had  copious  expectoration.  No  history 
of  pneumonia,  abscess  or  pleurisy.  Ten  speci- 
mens of  sputa  negative  for  tubercle  bacilli. 
Physical  examination  and  x-ray  negative  for 
tuberculosis.  Lipiodol  injection  confirmed  diag- 
nosis of  bronchiectasis. 


Figure  II. 

L.  McC.  Female.  Aged  32. — Suppurative 
lung  with  localized  bronchiectasis,  cylindrical  in 
type.  Present  illness  began  with  pneumonia, 
August  19,  1926,  w'niie  away  on  a visit.  Was 
up  and  down  for  ter.  days;  continued  to  get 
worse  and  returned  to  her  home.  Diagnosed 
pi  eumonia  September  1,  1926.  Has  coughed 
and  experctorated  ever  since.  Sputum  very 
offensive,  and  moderate  in  amount. 

Dilatation  of  bronchi  and  fusing  of  Lipiodol  in 
lower  lobe  to  form  opaque  areas,  (Pumonary 
suppuration) . 

them  more  radiolucent  than  surrounding  or- 
gans and  tissue,  is  of  value.  Hence  the  use  of 
barium  in  gastro-intestinal  work ; pneumoper- 
itoneum in  visceral  tumors ; diagnostic  pneu- 
mothorax in  obscure  pulmonary  lesions ; sod- 
ium iodide  in  pyelography;  tetroiodo-phenol- 
phthalein  in  cholecystography;  the  intro- 
duction of  air  in  the  spinal  canal  in  ventric- 
ulography. These  are  all  methods  designed 
and  employed  for  the  purpose  of  enhancing 
contrasts.  Iodine  and  its  compounds  are  ideal 
for  this  purpose,  by  reason  of  the  fact  that 
they  are  opaque  to  x-ray  radiation. 

The  introduction  of  a non-irritant,  non- 
poisonous  opaque  gas  would  be  ideal  for  pul- 
monary roentgenography.  Since  a gaseous 
mixture  has  yet  to  be  evolved,  one  has  had  to 
resort  to  opaque  powders,  such  as  bismuth 
subcarbonate  and  fluid  substances ; such  as 
compounds  of  iodine  or  bromine.  Iodized  oil 
has  been  known  and  in  use  in  France  for  the 
past  twenty-five  years  as  a therapeutic  agent. 
Sicard  and  Forestier  employed  this  substance 
in  France  six  years  ago  in  the  exploration  of 
various  body  cavities. 

Lipiodol  contains  40%  iodine,  combined 
with  poppy  seed  oil.  It  is  a stable  combination, 
the  iodine  being  liberated  very  slowly  over  a 
long  period  of  time.  This  iodine  content  makes 
the  oil  opaque  to  the  x-ray. 

Since  it  is  difficult  to  diagnose  a well  de- 
fined bronchiectasis  by  x-ray  alone,  it  is  na- 
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t urally  impossible  to  determine  a bronchiec- 
tasis in  its  inicpiency  without  a contrast 
method.  Lipiodol  is  particularly  valuable  in 
outlining  the  bronchial  tree,  especially  in  the 
lower  lobes.  Several  methods  have  been  de- 
vised. The  original  method  spoken  of  as  sub- 
glottic, in  which  the  crico-thyroid  membrane 
is  pierced  under  suitable  local  anesthesia,  and 
the  oil  injected  directly  into  the  trachea 
through  a large  needle  or  cannula.  This  is  a 
clean,  certain  method,  easily  carried  out,  and 


Figure  HI. 

J.  McD.  Female.  Aged  27.  Advanced  bron- 
chiectasis sacculated  or  ampula  in  type  in  ex- 
treme left  base.  Patient  expectorated  one  pint 
of  sputum  daily;  no  odor.  Has  had  bronchitis 
since  age  of  14.  Had  tonsillectomy  1915  with 
an  uneventful  recovery.  Empyema  1919  fol- 
lowing influenza;  had  rib  resection.  Cough  and 
expectoration  much  worse  and  continuous  since 
then. 

is  the  method  of  choice  in  certain  cases.  An- 
other method  advocated  is  to  anesthetize  the 
fauces,  and  have  the  patient  drink  the  solu- 
tion, hoping  by  this  means  to  have  some  of  the 
lipiodol  enter  the  trachea;  this  method  is  un- 
certain and  dangerous. 

Others  have  used  intubation  methods  with 
a cannula  on  the  inside  of  the  tube  to  which 
connections  are  made,  and  through  which  the 
lipiodol  is  injected.  This  is  a complicated  pro- 
cedure and  requires  special  skill. 

The  bronchoscopic  surgeon  selects  introduc- 
tion by  means  of  the  bronchoscope. 

The  simplest  procedure  is  the  transglottic 
method  and  is  carried  out  as  follows: 

The  pharynx  and  fauces  are  first  anesthet- 
ized by  spraying  with  a 5%  butyn  solution ; 
as  soon  as  this  has  taken  effect,  one  cubic  cen- 
timeter of  the  butyn  solution  is  introduced 
directly  into  the  trachea  by  means  of  a curved 
cannula.  The  cannula  is  then  attached  to  a 
syringe  loaded  with  lipiodol,  and  the  tip  pass- 
ed well  backward  over  the  dorsum  of  the 
tongue,  and  with  the  aid  of  a laryngoscope, 
the  tip  is  inserted  into  the  larynx  and  the  in- 


jection commenced.  If  one  is  not  in  the  habit 
of  using  the  laryngoscopic  mirror,  the  injec- 
tion may  be  carried  out  blindly;  and  in  the 
majority  of  patients  with  good  anesthesia, 
most  of  the  lipiodol  will  enter  the  lung. 

Ten  to  fifteen  cubic  centimeters  are  usually 
sufficient,  as  large  amounts  blot  out  all  detail 
and  obscure  the  whole  field.  As  much  as  40 
cc.  has  been  injected  by  some  but  it  carries 
some  risk  and  no  advantages,  ft  is  preferable 
to  inject  only  one  lung  at  a time,  although 
should  the  necessity  arise,  I wou'd  not  hesi- 
tate to  inject  10  ec.  into  each  lung. 

It  is  difficult  to  inject  the  upper  lobes;  and 
in  the  few  cases  where  it  was  indicated,  none 
of  the  lipidol  was  seen  to  enter  these  areas. 
In  one  case,  where  the  patient  had  been 
placed  in  a suitable  posture  to  favor  entrance 
of  lipiodol  into  the  upper  lobe,  it  accumulate  1 
in  the  trachea.  It  is  possible  that  the  fluoro- 
scope  may  aid  one  in  guiding  it  into  the  de 
sired  area. 

In  bronchiectasis  the  patients  should  be  in- 
verted and  the  cavities  drained  before  pro- 
ceeding with  the  injection;  otherwise  cough- 
ing persists,  with  copious  expectoration  which 
forces  out  all  lipiodol. 

The  iodized  oil  is  soothing,  and  in  bron- 
chiectasis seems  to  exert  a beneficial  effect  on 
the  dilated  and  diseased  bronchi.  Lipiodol  al- 
so finds  application  in  exploring  mural  ab- 
scesses, and  fistulous  tracts. 

The  method  as  outlined  is  simple  and  ef- 
fective and  is  within  the  reach  of  the  average 
practitioner. 


Figure  IV. 

G.  S.  Female.  Aged  35. — Bronchiectasis, 
cylindrical  in  type.  Influ-enza  1918.  Very  sick, 
had  cough  and  expectoration  for  five  months. 
Pneumonia  1924.  Blood-streaked  sputum  from 
time  to  time  since  1918.  No  adventitious  sound? 
in  chest.  Lipiodol  inj-ection  February  11,  1927. 

DISCUSSION. 

J.  C.  Bell,  Louisville:  As  Dr.  Miller  has  point- 
ed out  there  undoubtedly  is  a definite  place  for 
the  use  of  iodized  oil  in  the  diagnosis  of  pulmon- 
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ary  disease.  It  is  relatively  easy  in  some  cases 
to  make  a diagnosis  of  abscess  of  the  lung,  or 
of  bronchiectasis,  while  in  others  such  a diag- 
nosis may  offer  great  difficulty.  It  is  in  this 
latter  group  that  the  method  described  will  be 
of  use.  There  are  relatively  few  contraindica- 
tions to  its  use  and  the  injection  carries  with  it 
little  or  no  danger. 

Of  the  four  methods  of  injection  in  common 
use,  each  has  advantages  in  certain  cases.  The 
bronchoscopic  method  must  of  necessity  be  lim- 
ited to  a relatively  few  trained  bronchoscop- 
ists.  The  sub-glottic  insures  that  the  oil  enters 
directly  into  the  air  passages,  and  with  most 
children  and  a few  adults  it  is  the  method  of 
choice.  However,  it  seems  unlikely  that  its  use 
will  ever  become  general.  The  transglottic 
method  is  relatively  simple  and  will  un- 
doubtedly be  widely  used. 

In  the  few  cases  that  we  have  done  we  have 
used  the  supraglottic  method.  This  was  fully 
described  by  Dr.  Stewart  Pritchard  and  his  co- 
workers in  a paper  read  before  the  Radiological 
Society  of  North  America  at  the  annual  meet- 
ing in  Milwaukee,  December,  1926.  ' The  pro- 
cedure is  as  follows: 

If  one  desires  to  inject  one  of  the  lower  lobes 
the  patient  is  seated  in  a chair  upright  and 
the  body  inclined  sightly  toward  the  affected 
side.  The  tongue  is  drawn  forward  and  the 
posterior  pharynx  and  the  surouading  region 
anesthetized  with  5 per  cent  butyn  of  5 per 
cent  cocaine  solution.  The  oil  is  then  drawn 
into  a syringe  to  which  n attached  a curved 
canula.  The  tip  of  the  canula  is  introduced  into 
the  mouth  and  carried  Lad-ward  over  the  glottis. 
It  is  held  there  and  not  allowed  to  touch  any  of 
the  structures  in  this  region.  The  oil  is  then 
slowly  forced  outward  through  the  canula  and 
permitted  to  run  into  the  open  glottis,  after 
which  it  flows  rapidly  down  the  trachea  and  into 
° n b^r-chus  of  the  s’de  toward  which  the 
body  is  inclined.  The  patient  may  then  be 
fiuoroscoped  or  films  made. 

In  case  one  desires  to  inject  one  of  the  upper 
lobes  the  patient  lies  on  the  affected  s'de  with 
the  head  raised  and  the  procedure  is  carried  out 
as  before  indicated.  Immediately  after  the  in- 
jection the  head  and  shoulders  art  'owered  until 
the  body  is  inclined  at  an  angle  of  a'oout  45 
degrees  from  the  horizontal  This  position  s 
maintained  for  three  minutes  and  the  chest  is 
then  fiuoroscoped  or  films  made. 

The  above  mentioned  authors  have  tried  all  of 
various  methods  of  injection  and  feel  that  in  the 
large  majority  of  cases  the  one  just  described  is 
the  most  satisfactory.  It  offers  very  little 
difficulty  in  execution,  can  be  done  with  a 
minimum  of  equipment,  does  not  require  the  aid 
of  a trained  laryngologist  and  causes  the  patient 
the  minimum  discomfort  and  incon/enience. 

It  has  been  a privilege  to  hear  Dr.  Miller’s  pa- 


per on  this  subject  and  he  is  to  be  congratulated 
on  the  work  that  he  has  done. 

THE  PROBLEM  OF  MALIGNANCY* 
By  E.  S.  Allen,  Louisville. 

In  the  formation  of  the  blastoderm  pre- 
paratory to  tissue  construction  cells  very 
early  signify  their  function  and  relation  by 
arranging  themselves  in  definite  layers,  and 
by  some  biologic  law  developed  under  gov- 
ernmental control. 

It  was  Cohheim’s  idea  that  an  excess  of 
building  material  sometimes  resulted  from 
hyperkinetic  energy,  was  cast  aside,  lay  dor- 
mant, disconnected  and  not  under  the  bio- 
logic law  of  growth  control.  That  these  ex- 
cess cells  by  accident,  trauma,  or  chemical 
change,  were  stimulated  and  began  a lawless 
undirected,  mitosis,  some  of  them  endowed 
with  a pathologic  enzyme  or  excretion,  be- 
came parasitic  in  nature,  living  at  the  ex- 
pense of  contiguous  cells,  breaking  down 
all  cell  defense. 

Decades  have  passed  and  we  are  little,  or 
no  nearer,  a solution  of  the  causative  factor 
in  tumor  formation,  or  the  development  of 
cancer. 

Like  electricity  we  do  not  know  what  it  is, 
but  are  familiar  with  some  of  the  laws  which 
it  obeys.  So  with  cancer,  we  know  that  pro- 
longed irritation,  chemical  or  mechanical,  are 
factors  in  its  production. 

Many  research  workers  have  attempted  to 
demonstrate  a parasite,  or  bacteria,  or  chemi- 
cal substance,  as  an  etiological  factor  in  this 
dreadful  malady,  but  the  fact  that  wherever 
cancer  is  metastasized,  it  is  always  the  type 
of  cell  of  the  original  growth  and  not  of 
the  tissue  of  its  new  site,  is  contrary  to  such 
a theory. 

In  experimental  cancer,  mice  can  be  bred 
immune  to  cancer  or  born  with  cancer  by  al- 
tering their  cell  chemistry.  The  experiments 
of  Maude  Slye  might  be  blazing  the  way, 
but  as  yet  they  do  not  know  whether  the 
foe  is  inborn  or  is  from  the  outside.  It  seems 
evident  that  some  have  a predisposition  to 
cancer  while  probably  the  great  majority  are 
immune. 

Until  the  causative  factor  is  brought  to 
light  we  must  deal  with  this  deadly  enemy 
by  educating  the  people  to  consult  their 
physicians  before  this  fatal  disease  has  in- 
vaded beyond  remedy.  After  dissemination 
occurs  relief  is  rare. 

Cancer  begins  as  a local  cell  pathology, 
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probably  just  one  cell,  and  then  two,  karyo- 
kinesis  is  much  more  rapid  than  in  a noi'mal 
controlled  cell,  but  as  a new  growth  begins 
the  normal  resident  cell  reacts  and  if  not 
successful  in  cytolysis  begins  a defense  by 
means  of  a cell  wall,  which  is  an  attempt  at 
isolation  or  imprisonment,  sometimes  success- 
fully inhabiting  the  new  growth  over  long 
periods  as  in  scirrhous  carcinoma,  though 
when  the  lawless  cell  is  biologically  closely 
related  in  type  to  the  embryonic  cell,  the  in- 
crease in  numbers  is  more  rapid  than  the  pro- 
tective wall  can  be  formed  and  the  invad- 
ing cells  cease  to  be  confined,  disseminating 
in  the  direction  of  least  resistance.  Cancer 
can  usually  be  recognized  while  it  is  yet  local 
and  amenable  to  extirpation  except  in  struc- 
tures that  are  deep  seated.  If  every  woman 
knew  to  consult  a physician  whenever  a 
nodule,  ever  so  small,  occurred  in  her  breast 
or  any  condition  not  physiological  m con- 
nection with  the  generative  organs  and  the 
physician  realized  that  80  per  cent  of  breast 
tumors,  either  are  or  become  malignant,  and 
if  he  would  make  a thorough  examination 
of  the  uterus  by  palpation  and  inspection, 
many  of  these  cases  would  not  present  them 
selves  later,  hopeless,  only  to  be  palliated. 

Cancer,  as  a rule,  when  recognized  as  such 
macroscopicalty  is  incurable.  In  its  earliest 
stage,  you  might  say  pre-cancerous,  a cure 
can  often  be  obtained. 

When  a tumor  of  the  breast  shows  enlarged 
axillary  glands,  or  when  there  is  any  fixation 
of  the  broad  ligament  in  cancer  of  the  uterus, 
you  can  with  a degree  of  accuracy  predict 
the  day  of  the  funeral.  It  makes  little  dif- 
ference how  radical  the  operation.  It  has 
been  my  experience  that  the  more  radical  the 
operation  in  cancer  of  the  breast  and  uterus, 
the  earlier  metastasis  would  manifest  itself. 
I mean  that  in  advanced  cancer  of  the  breast 
or  uterus,  that  the  patient  will  probably  live 
longer  without  a radical  operation  and  in 
more  comfort. 

It  has  been  my  experience  that  the  type 
of  patients  above  referred  to,  out  of  despera 
tion  go  from  one  physician  to  another,  hop- 
ing and  praying  for  relief.  I have  seen  these 
poor  women  come  into  the  office  with  a well 
defined  mass  in  the  breast,  distinctly  pal- 
pable axillary  glands,  breast  not  fixed,  and 
an  operation  advised.  An  incision  is  made 
from  the  top  of  the  shoulder  to  the  level 
of  the  umbilicus.  A flap  reflected  from  the 
clavicle,  and  beginning  with  the  subclaricular 
glands  a clean  dissection  is  made  backward, 
far  down  on  the  abdominal  wall,  the  skin  in- 
cision so  wide  as  to  necessitate  sliding  grafts 


to  cover  the  raw  surface,  and  within  one  or 
two  years  the  patient  is  dead  from  metastatic 
carcinoma.  During  life  was  handicapped  with 
an  edematous  arm  accompanied  by  constant 
neuralgia. 

All  too  often  when  there  is  well  defined 
gland  involvement,  some  cells  have  already 
slipped  through  and  an  operation  does  little 
more  than  cripple  the  patient,  increase  dis- 
comfort and  hasten  the  end. 

It  must  be  rare  when  an  operator  can  dis- 
sect, break  and  tear  through  the  lymphatic 
vessels  and  glands  without  setting  free  can- 
cerous cells  into  fertile  soil,  unprotected  and 
devitalized  as  a result  of  trauma  . Could  we 
look  through  a magnifying  glass  of  sufficient 
power  to  make  a cell  appear  the  size  of  a pea 
(after  we  had  dissected  an  axilla  clean, 
stripped  the  vessels  and  brachial  plexus  of 
all  fat  and  glandular  material)  we  would 
see  sufficient  transplanting  of  cancerous  cells 
to  assure  us  of  an  early  crop  and  a very 
good  stand. 

I believe  every  surgeon  feels  a sense  of 
anatomic  pride  in  his  ability  to  surgically 
clean  out  the  axilla,  for  a knowledge  of 
anatomy  and  technical  skill  are  essential. 

It  seems  to  me  that  the  better  the  axilla 
is  cleaned  out  the  more  effectually  is  the  scat- 
tering broadcast  of  cancer  cells.  Were  it 
practical  to  change  gloves  every  two  minutes 
and  never  use  the  same  hemostat  or  knife 
the  second  time,  and  to  expose  the  axilla 
while  open  to  a thorough  dose  of  x-ray,  one 
might  get  by  with  a sterile  field,  if  so,  I think 
he  would  give  the  credit  to  the  x-ray. 

Why  is  it  that  when  a lymph  chain  is  cut 
or  broken,  being  engorged  with  cells,  that 
the  field  is  not  infected?  I am  also  certain 
that  a great  many  cells  are  destroyed  by 
phagocytic  action  before  they  can  transplant, 
especially  if  they  have  been  devitalized  by 
the  x-ray.  The  same  rule  must  apply  to  the 
uterus  in  the  Wertheim  operation. 

Advanced  cancer,  I mean  when  it  has  dis- 
seminated, when  it  is  evident  that  the  growth 
is  no  longer  local,  ceases  to  be  a surgical 
proposition  but  one  to  be  palliated,  made 
comfortable  and  very  occasionally  cured  by 
radiation. 

Radiation  in  the  hands  of  inexperienced  is 
as  dangerous  as  the  knife,  but  scientificallv 
applied  the  patient,  if  not  cured,  is  at  least 
not  invalidized.  Radium  and  x-ray  scien- 
tifically applied,  which  means  as  to  dosage, 
time  and  in  accordance  with  the  type  of  cell 
and  its  relation  to  important  structures,  is 
the  safest  method  in  dealing  with  advanced 
cancer,  yet  I have  seen  cases  where  rays  hav-i 
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made  fit  for  infant  consumption.  All  milk,  how- 
ever, no  matter  how  clean  and  whether  certi- 
fied or  not  should  be  boiled  in  hot  weather,  say 
from  May  1st  to  October  1st. 

As  to  the  question  of  fermentative  diarrhea: 
Our  ideas  have  undergone  many  changes  on  that 
subject.  We  find  more  fermentative  diarrhea 
in  summer  when  the  weather  is  hot  than  at  any 
other  time.  The  heat  must  have  something  to 
do  with  the  cause.  Most  authorities  think  it 
acts  somewhat  in  this  way:  the  digestive  juices 
do  not  function,  and  as  a result  the  food  lies  in 
the  upper  intestinal  tract  and  stomach  in»a  poor- 
ly digested  state,  and  the  bacteria  which  are  nor- 
mally present  in  these  regions  attack  the  food 
and  ferment  it.  The  colon  bacillus  is  probably 
the  most  common  organism.  It  is  certainly  true' 
that  in  cases  of  gastroenteritis  we  find  bacteria 
growing  in  the  upper  portions  of  the  small  intes- 
tine and  stomach  which  ordinarily  are  practical- 
ly sterile. 

It  is  now  believed  by  some  authorities  that  in- 
fection is  responsible  for  many  of  the  diarrheas 
of  infancy,  such  as  otitis  media,  tonsillitis,  mas- 
toiditis, etc.  Marriott,  of  St.  Louis,  has  recent- 
ly suggested  that  the  mastoid  is  often  responsi- 
ble, but  there  seems  to  be  some  difficulty  in 
diagnosing  these  cases.  The  child  may  show  no 
ear  symptoms  whatever,  the  ear  drums  are  nor- 
mal, there  is  no  tenderness  over  the  mastoid,  yet 
Marriott  seems  to  be  able  to  make  the  diagnosis 
and  by  draining  the  mastoid  has  saved  many  of 
his  patients. 

The  treatment  of  intestinal  intoxication  de- 
serves comment:  By  intoxication  I mean  those 
cases  of  gastroenteritis  which  are  associated  with 
fever  and  extreme  toxic  symptoms,  such  as  ner- 
vous manifestations,  convulsions,  coma,  twitch- 
ings,  etc.  These  patients  are  likely  to  succumb 
in  spite  of  intensive  treatment,  but  in  many 
cases  intensive  treatment  will  do  some  good.  In 
the  first  place,  these  babies  should  be  starved, 
their  digestive  capacity  is  practically  nil,  the7 
should  be  starved  anywhere  from  one  to  three 
days,  or  even  four  to  five  days  in  severe  cases. 
Of  course  that  means  food  has  to  be  introduced 
in  some  other  available  way.  If  fluids,  espec- 
ially saline  and  glucose  solutions,  are  given  these 
babies  through  the  veins  or  in  the  skin,  they  get 
along  fairly  well;  but  if  the  child  is  to  be  starved 
for  the  length  of  time  mentioned  it  must  be  given 
some  blood,  and  that  is  best  administered  intra- 
venously. In  serious  cases  of  intestinal  intoxi- 
cation I have  never' seen  as  good  results  as  I 
would  like  from  intraperitoneal  or  subcutaneous 
injections.  The  circulation  does  not  seem  to  ab- 
sorb the  blood,  it  remains  in  the  place  injected 
without  being  absorbed.  In  serious  cases  blood 
or  glucose  should  be  introduced  into  the  veins 
if  results  are  to  be  expected. 

The  value  of  blood  transfusion  in  cases  of  in- 
testinal intoxication  cannot  be  overestimated, 


and  in  every  severe  case  the  patient  should  have 
at  least  one  sometimes  several  intravenous  trans- 
fusions. 

T.  Cook  Smith:  I wish  to  thank  Dr.  Barbour 

for  his  very  excellent  exposition  of  a large  sub- 
ject in  such  a short  space  of  time.  There  is  very 
little  left  to  be  said,  but  a few  things  may  be 
reiterated  to  advantage. 

We  can  never  lose  sight  of  the  fact  that  a fa- 
tal case  of  summer  diarrhea  in  a breast  fed  child 
is  practically  unknown  unless  the  child  has  re- 
ceived some  other  food  in  addition.  The  major- 
ity of  these  patients  who  die  of  this  disease  have 
been  malnourished  for  a long  time.  This  leads 
us  to  believe  that  one  of  the  chief  measures  of 
prophylaxis  is  to  keep  every  infant  in  as  good 
nutrition  as  possible. 

It  has  been  said  by  Sir  Arthur  Newsholme  that 
the  infant  mortality  record  of  the  community 
is  an  accurate  index  to  the  degree  of  efficiency 
of  its  public  health  system.  I mention  this  be- 
cause certain  writers  have  decried  efforts  to 
save  these  very  ill  infants,  attempting  to  show 
that  the  decrease  of  infant  mortality  increases 
the  mortality  of  childhood.  Statistics  actually 
show  that  with  every  decrease  in  infant  mortali- 
ty there  is  a decrease  in  the  mortality  for  all  ages 
of  childhood. 

In  thinking  of  treating  the  more  serious  cases 
of  summer  diarrhea,  it  must  be  borne  in  mind 
that  many  of  the  symptoms  and  ill  results  are  due 
to  the  bankruptcy  of  the  individual’s  water 
metabolism.  Several  factors  play  a part  in  re- 
taining fluids  in  the  tissues  of  the  organism. 
The  inorganic  salts  are  an  important  factor,  and 
the  fact  that  they  are  lost  in  large  quantities 
in  the  stools  suggest  that  Ringer’s  solution  would 
be  better  given  by  mouth  than  plain  water.  It 
has  been  shown  that  plain  water  forced  in  huge 
quantities  in  a normal  animal  will  produce  in- 
toxication by  depleting  the  body  store  of  inor- 
ganic salts.  Normal  saline  or  Ringer’s  solution 
forced  in  any  quantity  will  not  produce  any 
symptoms.  Fluids  of  course  should  be  forced  by 
all  methods;  by  mouth,  by  intraperitoneal  injec- 
tion, and  under  the  skin. 

Blood  transfusion  restores  an  added  factor, 
which  may  be  depleted  in  these  cases  by  increas- 
ing the  proteins  and  other  colloidal  factors  in  wa- 
ter retention. 

All  of  these  methods  should  be  used  early  en- 
ough, but  unfortunately  prognosis  of  a specific 
case  is  very  hard  to  determine.  It  makes  me 
feel  that  if  we  had  seen  as  many  cases  and  had 
lived  as  long  as  Dr.  Barbour  has,  we  might  be 
able  to  detennine  with  more  certainty,  as  he 
probably  can,  which  case  will  be  severe,  and 
which  will  be  mild.  If  we  know  that  a certain 
case  is  of  the  severe  type,  I believe  in  acting 
quickly,  using  starvation,  giving  fluids  freely, 
and  giving  blood  transfusion  early  enough  to  be 
of  real  advantage. 
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Philip  F.  Barbour  (in  closing)  : I appreciate 

the  discussion.  I would  like  to  say  that  we  have 
lost  more  children,  and  I thimc  more  children 
have  been  made  ill,  from  eating  ice  cream  than 
anything  else.  Time  and  again  I have  seen  a 
child  eat  ice  cream  and  shortly  thereafter  have 
diarrhea. 

If  you  will  follow  the  reports  on  examination 
of  milk  and  ice  cream  in  the  city,  it  will  be  found 
that  certified  milk  contains  10,000  bacteria,  and 
the  best  ice  cream  shows  from  250,000  to  2,000,- 
000  bacteria.  It  is  little  wonder  that  children 
become  ill  after  eating  such  ice  cream. 

I believe  the  best  plan  in  the  treatment  of 
diarrhea  in  infants  is  to  starve  them  for  the 
first  twenty-four  hours,  then  give  them  plenty 
of  food  of  a type  which  they  can  digest.  Under 
this  method  many  of  the  troubles  from  diarrhea 
can  be  prevented. 

SOME  MODERN  CONCEPTS  RELATIVE 
TO  HEART  DISEASE.* 

By  Emmet  F.  Horine,  Louisville. 

Changes  in  our  knowledge  concerning  dis- 
eases of  the  heart  have  been  so  rapid  that  it 
has  been  difficult  indeed  to  keep  pace  with 
them.  So  recent  are  many  of  the  most  import- 
ant developments  that  they  are  not  fully  un- 
derstood and  appreciated.  My  purpose  is 
merely  to  review  a few  of  the  altered  ideas  re- 
sulting from  the  newer  knowledge  and  to  em- 
phasize the  importance  of  the  condition  known 
as  effort  syndrome. 

One  of  the  leading  advances  is  the  relega- 
tion to  the  background  of  the  older  idea  of  the 
undue  importance  of  valve  lesions  with  ac- 
companying “back  pressure.”  As  most  of 
you  remember,  we  were  led  twenty  years  ago, 
to  believe  that  a thorough  knowledge  of  “leak- 
ing valves”  constituted  about  all  that  it  was 
necessary  to  know  about  hearts.  Today  we 
consider  the  important  questions  demanding 
answer  to  be : what  is  the  etiology  and  what  is 
the  condition  of  the  heart  muscle  itself.  Of 
course,  determination  of  any  real  valvular 
lesion  is  also  made  because  we  have  learned 
that  certain  defects  signify  more  or  less  myo- 
cardial change.  Finally  the  exact  rhythm  is 
carefully  determined  and  the  functional  ca- 
pacity of  the  heart  estimated.  With  all  of 
these  factors  worked  out  a fairly  accurate 
prognosis  may  be  made. 

Diagnosis. 

A complete  heart  diagnosis  should  include 
the  following  points: 

1.  Etiology  and  whether  active  or  inactive. 

2.  Structural  changes:  valvular  heart  dis- 
ease, mitral  stenosis,  (aortic  insufficiency, 
aortic  stenosis,  etc.)  or  myocardial  changes. 


3.  Rhythm  whether  normal  or  abnormal. 

4.  Functional  condition : An  estimation 

of  the  capacity  of  the  heart  to  perform  the 
work  required  for  the  particular  individual’s 
needs. 

Etiology. 

In  studying  patients  presenting  heart  symp- 
toms it  is  well  to  bear  in  mind  all  etiological 
possibilities.  The  following  is  a good  etiol- 
ogical classification  which  conforms  largely  to 
White  and  Meyer’s  grouping: 

1.  Congenital  heart  disease. 

2.  “Rheumatic”  heart  disease,  resulting 
from:  (a)  tonsillitis;  (b)  chorea;  (c)  acute 
rheumatic  fever;  (d)  scarlet  fever. 

3.  Hypertensive  heart  disease. 

4.  Syphilitic  heart  disease. 

5.  Arteriosclerotic  heart  disease  (the  sen- 
ile heart). 

6.  Bacterial  endocarditis,  due  to  invasion 
by  known  organisms  (as  pneumococcus,  strep- 
tococcus hemolyticus,  streptococcus  viridans, 
etc.) 

7.  Thyroid  heart  disease:  (a)  That  due 
to  hyperthyroidism;  (b)  That  due  to  hypothy- 
roidism. 

8.  Effort  syndrome  or  “irritable  heart” 
(neurocirculatory  asthenia  as  Lewis  terms  it). 

9.  Toxic  heart  conditions  from  metallic 
poisons,  tobacco,  coffee,  foci  of  infection,  etc. 

10.  Diphtheritic  heart  disease. 

11.  Angina  pectoris  (usually  regarded  as 
a symptom). 

12.  Coronary  occlusion  (either  the  result 
of  thrombosis  or  embolism). 

13.  Emphysema  heart. 

14.  Rare  types  of  infectious  heart  disease 
such  as  that  due  to  the  tubercle  bacillus  and 
echinococcus. 

15.  Traumatic  heart  lesions  (penetrating 
wounds,  crushes,  etc.). 

16.  Cardiac  tumors,  primary  or  secondary. 

It  is  admitted  that  an  occasional  case  comes 

under  observation  in  which  the  etiology  is  so 
obscure  that  it  must  honestly  be  placed  in  an 
unknown  group. 

It  seems  unnecessary  to  stress  the  value  of 
determining  the  etiology.  It  is  self  evident 
that  the  diagnosis  will  be  more  accurate,  the 
prognosis  will  be  clearer  and  the  treatment 
will  be  more  definitely  outlined.  Consider  for 
a moment  how  important  it  is  to  find  out 
whether  an  aortic  insufficiency  is  rheumatic 
or  syphilitic  in  type. 

Murmurs. 

It  is  now  fully  recognized  that  a murmur 
standing  alone  is  not  evidence  of  an  organic 
heart  lesion.  Heart  work  demands  more  than 
auscultation  which  may  reveal  a murmur  to 
which  a diagnosis  is  attached.  As  I have 
stated  previously  I have  personal  knowledge 
of  many  patients  who  have  gone  through  years 
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of  mental  torture  and  physical  inactivity  be- 
cause of  the  chance  discovery  of  a murmur 
which  caused  the  examiner  to  give  a grave 
prognosis  and  to  prohibit  any  except  the  very 
lightest  exercise.  Thus  believing  that  any  im- 
moderate exertion  might  lead  to  sudden  death 
they  have  deteriorated  both  physically  and 
mentally.  Effort  syndiome  frequently  be- 
comes quite  manifest  thus  further  masking  the 
picture.  These  individuals  can,  fortunately, 
be  restored  when  we  assure  them  that  they 
have  an  absolutely  harmless  murmur  but  no 
organic  heart  lesion  and  when  we  insist  ou 
regular  exercise  so  that  they  may  regain  their 
physical  status. 

One  of  the  most  frequently  encountered 
murmurs  is  the  apical  systolic.  Because  of  its 
frequency  and  because  a diagnosis  of  mitral 
regurgitation  was  always  tagged  to  such  a 
murmur  this  valve  lesion  was,  in  the  past,  con- 
sidered to  be  the  most  common  type.  Even  at 
present  such  a diagnosis  is  frequently  given 
as  the  cause  of  death  though  Mackenzie  has 
stated  that  no  one  ever  died  of  “mitral  re- 
gurgitation.” We  feel  that  pure,  uncompli- 
cated mitral  regurgitation  is  rarely  present 
and  dux*ing  the  past  five  years  I cannot  recall 
a single  case  though  apical  systolic  murmurs 
were  often  found.  Not  a few  combined  mi- 
tral lesions  have  been  encountered  as  also 
functional  mitral  insufficiencies  due  to  prob- 
able relaxation  of  the  musculo-membranous 
ring  at  the  mitral  oiifice.  The  point  that  I 
desire  to  make  is  that  apical  systolic  murmurs 
alone  rarely  indicate  actual  organic  valvular 
change. 

The  older  teaching  was  that  an  apical  sys- 
tolic murmur  transmitted  laterally  to  the  left 
and  heard  at  the  lower  angle  of  the  scapula 
posteriorly  indicated  organic  mitral  insuffic- 
iency. The  modern  teaching  resulting  from 
the  enormous  army  experience  is  that  no  sys- 
tolic murmur  standing  alone  whatever  its 
type,  intensity  or  transmission  can  be  regard- 
ed as  evidence  of  an  organic  heart  lesion.  The 
army  examinations  disclosed  systolic  murmurs 
with  such  frequency  in  normal  individuals 
that  their  presence  was  not  considered  a cause 
for  rejection.  Only  when  the  heart  is  en- 
larged, presents  a purring  thrill  or  exhibits 
evidence  of  myocardial  insufficiency  need  a 
systolic  murmur  be  regarded  as  of  any  signif- 
icance and  even  then  it  is  not  the  murmur  but 
the  related  findings  that  are  important  (Lew- 
is). 

In  my  experience  systolic  murmurs  are  en- 
countered ir.  the  second  interspace  to  the  left 
of  the  sternum  somewhat  more  frequently 
than  are  the  apical  ones.  Often  these  pulmon- 
ic systolic  murmurs  are  heard  best  and  some- 
times only  in  the  recumbent  posture.  They 
are  usually  loudest  at  the  end  of  expiration 


with  the  breath  held.  Such  murmurs  are  of 
no  significance  as  indicating  an  organic  lesion 
unless  a distinct  thrill  is  present  along  with 
general  cyanosis.  With  the  thrill  and  cyan- 
osis accompanying  the  murmur  a congenital 
pulmonary  stenosis  may  be  diagnosed. 

A less  common  systolic  murmur,  though 
equally  insignificant,  is  the  one  encountered 
at  the  second  right  interspace.  Finding  such 
a murmur  in  the  past  we  were  taught  to  diag- 
nose aortic  stenosis.  We  now  know  that  the 
criteria  for  a diagnosis  of  aortic  stenosis  are 
a definite  purring  systolic  thrill  at  the  base 
accompanied  by  a slowly  rising  and  long- 
sustained  pulse  and  cardiac  enlargement.  The 
murmur  itself  has  merely  attracted  our  at- 
tention and  caused  us  to  search  for  the  real 
diagnostic  points. 

Diastolic  murmurs  in  the  second  or  third 
interspace  either  to  the  right  or  the  left  of 
the  sternum  may  or.  may  not  be  organic. 
When  such  a murmur  is  discovered  not  only 
should  a careful  survey  of  the  heart  be  made 
but  a Wassermann  should  also  be  run.  While 
it  is  true  that  the  majority  of  diastolic  mur- 
murs in  this  area  indicate  an  organic  aortic 
regurgitation  either  of  the  rheumatic  or  sy- 
philitic type,  it  is  possible  to  have  a function- 
al aortic  diastolic  murmur  especially  in  chil- 
dren as  pointed  out  by  Morse  (Arch.  Ped.  41 : 
559-560,  August,  1924).  These  functional 
murmurs  show  downward  transmission  and 
may  be  heard  ..t  the  apex  so  that  considerable 
care  must  be  exercised  in  differentiating  them 
from  the  organic  lesions. 

A real  diastolic  murmur  at  the  apex  is  in- 
dicative of  a mitral  stenosis  provided  a mur- 
mur transmitted  from  the  base  can  be  ex- 
cluded. In  the  past  too  much  reliance  has 
been  placed  on  so-called  presystolic  murmurs 
in  the  diagnosis  of  mitral  stenosis  as  Reid  has 
shown  (Journal  A.  M.  A.,  77  : 1648-1650,  Nov. 
19,  1921).  As  he  states  there  is  a crescendo, 
early  systolic  murmur  which  is  not  indica- 
tive of  mitral  stenosis  but  which  may  be  easily 
taken  for  a late  diastolic  or  true  presystolic 
murmur.  The  true  presystolic  murmurs  are 
rarely  found  unaccompanied  by  early  dias- 
tolic ones  and  therefore  it  is  far  safer  to  rely 
on  the  real  diastolic  murmurs  than  on  so- 
called  presystolic  ones  in  diagnosing  mitral 
stenosis. 

Cardiac  Arrhythmias. 

All  of  our  real  knowledge  of  the  nature  and 
significance  of  the  cardiac  arrhythmias  has 
been  developed  within  the  past  few  decades. 
Thorough  consideration  has  been  given  them 
by  other  essayists  so  that  I shall  not  attempt 
a repetition.  Electrocardiograms  are  still  nec- 
essary in  certain  types  of  arrhythmia  though 
the  need  for  graphic  records  in  the  elucidation 
of  other  types  is  less  apparent.  However, 
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though  reliance  upon  the  electrocardiograph  is 
not  often  so  vital  for  the  arrhythmias  increas- 
ing dependence  is  being  placed  on  it  for  the 
determination  of  myocardial  changes.  The 
value  of  electrocardiographic  examination  in 
individuals  forty  or  more  years  of  age  is  very 
great,  in  fact  the  tendency  seems  to  be  to  un- 
derestimate rather  than  overestimate  the  im- 
portance of  such  studies,  even  though  the 
rhythm  is  entirely  regular.  It  is  absolutely 
true  that  electrocardiograms  will  elucidate 
many  heart  cases  othenvise  not  understanda- 
ble. 

Effort  Syndrome. 

Although  Da  Costa  first  described  the  “ir- 
ritable heart  of  soldiers”  in  1871  and  also 
mentioned  its  presence  in  the  civil  population 
the  older  text-books  practically  ignore  it.  Be- 
cause of  this  I desire  to  call  it  to  your  atten- 
tion. Da  Costa  encountered  it  frequently  dur- 
ing the  American  Civil  War  among  soldiers 
wffio  began  heavy  field  duty  shortly  after  at- 
tacks of  enteritis  which  was  so  prevalent.  In 
the  late  war  we  had  ample  opportunity  of 
studying  large  groups  of  such  patients.  Usual- 
ly the  individual  came  from  a sedentary  civil 
occupation,  was  of  a nervous  type,  perhaps 
harbored  a focus  of  infection  and  developed 
effort  syndrome  following  intensive  training. 
Or  perhaps  he  would  develop  a mild  coryza  or 
any  other  type  of  infection  and  his  company 
would  have  to  make  a long  forced  march  with 
the  result  that  the  condition  would  become 
manifest.  In  civil  life  the  condition  frequent- 
ly develops  following  various  infections  when 
convalescence  is  not  properly  supervised  and 
the  patient  begins  strenuous  exercise  too  early. 
Once  present  and  without  proper  treatment 
effort  syndrome  may  persist  for  months  or 
years. 

Effort  syndrome  has  been  variously  known 
as  the  “irritable  heart  of  soldiers”,  “neuro- 
cireulatory  asthenia”  (Lewis),  “functional 
heart  disease”  and  “disordered  action  of  the 
heart.”  No  actual  heart  disease  exists  but 
uncomfortable  symptoms  such  as  palpitation, 
precordial  pain  and  oppression,  dyspnoea  and 
perhaps  dizziness  appear  even  after  slight  phy- 
sical effort  or  excitement.  The  symptoms  are 
entirely  out  of  all  proportion  to  the  amount 
of  exertion  required  to  provoke  them.  Often 
the  hands,  when  in  a dependent  position,  be- 
come cyanotic  and  they  are  also  cold  and 
clammy.  The  heart  is  always  normal  in  size 
and  contour  but  occasionally  a systolic  mur- 
mur may  be  audible  either  at  the  apex  or  base. 
The  presence  of  such  a murmur  is  often' con- 
fusing if  one  fails  to  remember  that  it  is  of  ns 
significance  unless  actual  signs  of  organis 
heart  disease  are  obtainable.  Sinus  arrhyth- 
nva  is  often  quite  noticeable  as  the  heart  slows 
after  slight  exercise  in  such  cases  r.nd  unless. 


this  irregularity  is  recognized  added  confu- 
sion may  exist  in  the  mind  of  the  examiner. 

The  diagnosis  of  effort  syndrome  should  not 
offer  any  great  difficult  provided  a careful 
history  is  obtained  and  the  essential  features 
of  the  condition  borne  in  mind.  A basal  met- 
abolism examination  is  frequently  necessary 
to  rule  out  hyperthyroidism.  Also  eaUy  sy- 
philitic or  rheumatic  heart  disease  must  be 
carefully  excluded. 

The  prognosis  is  good  provided  nervous  in- 
stability is  not  too  manifest  and  provided  full 
cooperation  is  obtained  from  the  patient  for 
a sufficient  period. 

The  treatment  consists  in  primarily  remov- 
ing any  possible  focus  of  infection  about  the 
body.  Then  the  entire  proposition  must  be 
literally  “sold”  to  the  patient.  He  must  be 
made  to  realize  that  though  his  symptoms  are 
quite  manifest  the  thorough  examination 
which  has  been  made  does  not  disclose  any 
evidence  whatever  of  organic  heart  disease. 
The  necessity  for  his  full  cooperation  in  a 
carefully  supervised  system  of  exercises 
should  be  emphasized.  He  should  not  be  dis- 
couraged because  of  the  appearance  of  the 
symptoms  after  slight  exercise  at  first  but 
he  must  rest  a few  minutes  and  then  continue. 
Gradually  by  so  doing  his  exercise  tolerance 
will  improve  and  within  two  or  three  months 
a cure  may  be  expected. 

If  I have  been  able  to  impress  you  with  the 
necessity  for  an  etiological  diagnosis  and  with 
the  relative  insignificance  of  systolic  murmurs 
this  effort  will  not  have  been  in  vain. 

DISCUSSION. 

J.  Rowan  Morrison:  It  was  with  great  pleasure 
that  I listened  to  Dr.  Horine’s  paper  concerning 
the  modern  concepts  of  heart  disease.  His  ta- 
bles covered  the  essential  points  and  showed 
their  relative  importance. 

One  thing  we  should  particularly  discuss,  in 
regard  to  the  modern  aspects  of  heart  disease,  is 
the  etiological  factors.  I believe  1 am  able  to 
determine  more  about  heart  disease  from  a care- 
fully taken  history  than  almost  any  other  meth- 
od of  procedure.  By  a carefully  taken  history 
is  meant,  where  you  take  time  to  talk  at  length 
with  the  patient,  obtain  his  confidence,  ascertain 
all  about  his  previous  iunesses,  infections,  mode 
of  life,  etc. 

The  greatest  improvements  in  gastrointestinal 
diagnosis  have  been  made  by  gastroenterologists 
who  have  taken  the  rime  to  secure  very  careful 
histories  relative  to  the  gastrointestinal  tract, 
and  they  an  make  a diagnosis  of  gastric  ulcer, 
duodenal  ulcer,  gall  stones,  etc.,  many  times  be- 
fore the  patient  is  examined  roentgenographical- 
ly.  Of  course,  their  diagnoses  are  always  con- 
firmed by  the  roentgenologist.  When  we,  as 
medical  practitioners,  are  willing  to  spend  more 
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time  in  taking  careful  histories,  we  are  going  to 
succeed  in  increasing  our  knowledge  concerning 
heart  disease.  We  Will  then  be  able  to  better 
appreciate  the  importance  of  the  lesions  which 
Dr.  Horine  has  described. 

During  the  world  war,  as  a member  of  the 
advisory  board  for  this  district,  I had  considera- 
ble experience  in  the  study  of  heart  lesions. 
When  a man  presented  the  so-called  effort  syn- 
drome, we  thought  there  must  be  a great  deal  of 
“back-firing”  and  we  did  not  know  what  to  ao 
about  it.  These  men  came  to  us  after  a physician 
had  examined  them  from  an  orthopedic  stand- 
point, after  another  physician  had  examined 
them  for  hernia  and  other  surgical  abnormalities, 
etc.  with  negative  findings.  The  men  were  often 
excited  and  nervous  with  pulse  of  120  to  130. 
What  were  we  to  do  with  them,  send  them  to 
the  hospital?  We  found  they  could  not  be  han- 
dled in  that  way  according  to  the  manual.  In 
some  instances  by  keeping  the  men  quiet  in  a 
dark  room  for  a time  the  pulse  rate  would  be 
found  normal.  Unquestionably  many  of  these 
men  had  no  cardiac  disease,  they  were  simply 
scared  and  excited. 

Referring  to  the  point  made  by  Dr.  Horine 
in  regard  to  this  kind  of  heart  trouble  in  civil 
life.  With  the  ordinary  cases  carefully  grad- 
uated exercise  is  a most  excellent  plan  of  man- 
agement, but  the  main  thing  is  to  tell  the  pa- 
tient the  entire  story,  the  whole  proposition 
must  be  fully  explained  to  them.  In  mild  cases 
the  patient  may  ascend  six  flights  of  stairs  and 
when  he  returns  afcer  a few  minutes  his  pulse 
rate  may  be  less  than  while  sitting  in  your  of- 
fice. This  gives  us  a very  good  line  on  the 
amount  of  exercise  the  individual  is  able  to  take. 
In  the  graver  type  of  cases  we  have  to  be  ex- 
ceedingly careful  about  the  question  of  exer- 
cise and  watch  the  patient  over  a long  period  of 
time.  Exercise  is  very  valuable,  but  must  ot 
be  overdone. 

The  question  of  the  arrhythmias  is  of  great  im- 
portance. As  Dr.  Horine  has  said,  I think  the 
electrocardiograph  is  an  excellent  instrument  in 
the  elucidation  of  many  cases. 

I have  just  read  an  article  1 y Dr.  Cohn  in  the 
February  issue  of  the  American  Heart  Journal 
which  shows  that,  after  all,  we  do  not  know  a 
great  deal  yet  about  heart  disease  as  a public 
health  problem.  I was  particularly  impressed  by 
the  statement  of  Cohn  that  the  reason  w;  have 
more  heart  disease  now  than  we  had  formeidy 
is  because  our  treatment  of  infectious  diseases 
is  more  scientific  and  effective.  People  do  not 
d:e  from  their  infections  and  we  see  them  when 
they  are  crippled  from  infectious  diseases,  rheu- 
matism, etc.  There  is  a great  deal  to  be  said 
about  whether  we  have  leally  approached  this 
problem  in  a way  which  will  enable  us  to  secure 
the  best  results. 

The  work  that  has  been  done  in  regard  to 


rheumatic  fever  by  Swift  is  most  interesting  vo 
me.  The  question  is,  when  a patient  has  acute 
rheumatic  lever  as  ev.denced  by  one  manifes- 
tation or  another,  how  do  we  know  his  heart  is 
going  to  be  involved  wnen  he  recovers  from  the 
fever?  It  is  a big  question.  We  do  not  know. 
The  electrocardiograph  trac.ng  taken  during  the 
attack  often  shows  that  the  heari.  is  involved  in 
its  essential  structures  and  still  there  is  no  evi- 
dence of  murmur. 

McKenzie  has  shown  that  in  mitral  stenosis 
it  is  usually  from  one  to  four  years  arter  the 
rheumatic  disease  before  the  murmur  shows  it- 
self. That  has  been  my  experience  in  many 
cases  of  rheumatism  and  otner  infections.  We 
do  not  know  from  the  standpoint  of  a murmur 
whether  the  heart  is  involved  until  long  after 
the  patient  has  recovered  from  his  original  in- 
fection, although  such  cases  usually  show  con- 
tinued rapid  rates,  increased  leucoeytos.s  and 
slight  fever. 

The  question  is,  how  much  rest  is  advisable 
and  how  much  effort  can  the  patient  safely 
make?  In  many  cases,  under  the  older  methods 
of  management,  patients  with  heart  disease 
were  not  permitted  to  take  enough  exercise.  To 
determine  the  periods  of  rest  and  exercise  in 
cardiac  patients  requires  careful  and  prolonged 
study. 

The  subject  is  extremely  interesting,  and  I 
want  to  congratulate  Dr.  Horine  on  his  excel- 
lent paper. 

Wm.  A.  J enkins:  I wish  to  agree  in  the  main 

with  what  the  other  speakers  have  said  about  the 
fact  that  in  cardio-vascular  diseases  we  are  now 
employing  intensive  methods  just  as  we  are  do- 
ing with  other  disease  processes  of  the  body, 
the  various  bodily  systems,  the  gastro-intestinal 
tract,  the  respiratory  tract,  etc.  We  are  scrutin- 
izing as  deeply,  as  thoroughly  and  as  compre- 
hensively as  our  facilities  will  permit  all  dis- 
eases before  we  attempt  to  form  any  conclus- 
ions and  therapeutic  plans  of  action.  It  is  true, 
therefore,  that  we  now  study  the  cardio-vascular 
mechanism  in  its  entirety  very  carefully.  It  is 
important,  as  the  essayist  has  said,  to  determine 
the  etiological  factor,  because  different  etiolo- 
gical factors  work  in  a different  manner.  They 
affect  different  anatomical  portions  of  the 
heart;  they  produce  different  symptomatology, 
and  they  respond  to  treatment  with  great  varia- 
bility. Regarding  functional  murmurs,  they  are 
very  common  in  the  young,  say  from  fourteen 
to  seventeen,  of  both  sexes.  Perhaps  murmurs 
of  this  type  are  observed  more  commonly  in 
high  school  girls  who  are  just  merging  from 
adolescence  into  womanhood.  In  such  individ- 
uals, very  frequently  after  exercise  it  is  easy 
to  elicit  a systolic  murmur.  As  the  essayist  has 
said,  however,  we  no  longer  regard  such  mur- 
murs as  having  any  special  significance.  It  is 
common  for-  these  murmurs  to  vary  markedly. 
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They  are  present  today  and  absent  tomorrow. 
They  vary  in  intensity, — now  weak,  now  strong. 
They  are  usually  accentuated  by  exercise.  The 
direction  of  transmission  is  inconstant,  thus  the 
variability  is  the  chief  characteristic  of  the  func- 
tional murmur. 

A word  of  caution  might  be  necessary  regard- 
ing the  criteria  we  are  now  using  to  differentiate 
between  functional  and  organic  murmurs.  I 
well  remember  the  statement  made  by  a dis- 
tinguished professor  of  medicine  to  the  effect 
that  a heart  which  shows  a murmur  without  hy- 
pertrophy and  without  other  marked  symptoma- 
tology may  be  classed  as  a normal  heart.  How- 
ever, this  statement  cannot  be  taken  as  a 100% 
true.  The  primary  injury  to  the  endocardium 
and  the  heart  valves  takes  place  at  the  acute 
stage  of  the  infection.  The  superficial  endothel- 
ium covering  the  valves  and  the  rings  undergo 
little  erosions,  the  superficial  epithelial  cells  fall 
off,  fibrin  exudes  and  a soft  vegetation  is  form- 
ed. After  a period  of  years,  two  or  more,  these 
fibrinous  deposits  become  connective  tissue. 
They  contract  and  thus  warping,  narrowing  or 
deforming  of  the  valves  or  rings  takes  place, 
producing  various  types  of  murmurs. 

So  far  as  hypertrophy  is  concerned,  this  is  the 
result  of  added  work  placed  on  the  heart  on  ac- 
count of  the  damage  done.  Hypertrophy  is  a 
question  of  years.  It  does  not  show  to  any 
detectable  degree  until  a number  of  years  after 
the  primary  infection,  yet  during  all  of  this 
time  the  patient  may  have  a cardiac  murmur  and 
the  heart  gradually  and  progressively  becomes 
hypertrophied.  This  is  another  reason  why  the 
subject  of  cardiac  disease  must  be  studied  with 
care  and  in  its  entirety.  Clinically  we  occas- 
ionally make  a diagnosis  of  a heart  murmur  with 
great  confidence,  and  later  after  a post  mortem 
happens  to  be  done  on  this  individual,  we  may 
find  a perfectly*  normal  heart.  This  fact  has 
been  brought  forcibly  to  my  attention,  particu- 
larly since  I have  been  conducting  the  clinico- 
pathological  conference  in  medical  teaching  m 
the  Louisville  City  Hospital  during  the  last  four- 
teen years.  I recall  a number  of  cases  in  which 
the  clinical  staff  made  a diagnosis  of  certain 
definite  heart  murmurs.  The  patients  were  care- 
fully examined  by  a number  of  men  independ- 
ently. They  all  agreed  to  the  diagnosis.  Death 
would  occur,  an  autopsy  would  be  performed 
and  the  heart  would  be  found  perhaps  perfectly 
normal,  or  there  would  be  evidence  of  pericard- 
itis but  no  endocarditis,  or  there  would  be  some 
chronic  pathology  in  the  lungs.  Instances  like 
the  above-mentioned  teach  us  to  be  careful  in 
making  a diagnosis  of  valvular  heart  disease. 

Another  interesting  phase  of  the  subject  is 
the  young  girl  about  fourteen  or  sixteen  who 
had  scarlet  fever,  tonsilitis,  rheumatism  or  what- 
not, when  she  was  eight  or  nine  years  old.  Now 
that  she  is  fourteen,  some  physician  accidentally 


discovers  that  she  has  a mitral  stenosis.  She  is 
placed  in  bed,  her  activities  are  kept  restricted, 
and  the  family  and  the  girl  are  very  much 
frightened.  In  such  cases  it  is  very  important 
that  we  determine  the  etiological  factor,  in  or- 
der that  we  may  definitely  determine  whether 
the  lesion  is  still  active  and  perhaps  being  fed 
by  a focal  infection  somewhere,  or  whether  the 
primary  etiological  factor  has  been  dead  or  in- 
active many  years.  If  this  latter  phase  is  true, 
then  we  are  dealing  with  a chronic  condition 
and  it  is  a mistake  to  keep  the  child  in  bed.  A 
child  with  an  inactive  or  a febrile  chronic  val- 
vular lesion  is  not  a bedfast  case.  Such  a child 
must  be  allowed  to  grow  and  develop  just  as  any 
other  child.  However,  the  character  and  ex- 
tent of  their  activities  and  exercises  must  be 
supervised  and  guided  by  the  counsel  of  a com- 
petent medical  man.  These  children  must  take 
exercise  but  they  must  exercise  without  exhaus- 
tion. Their  activities  must  have  professional 
supervision  rather  than  complete  cessation  of 
activity. 

Leon  L.  Solomon:  Listening  attentively  to  the 

splendid  paper  just  read  by  Dr.  Horine,  my 
thoughts  recur  to  Dr.  John  A.  Ouchterlony,  mas- 
ter clinician,  diagnostician  and  therapeutist.  No 
one  in  his  time  probably  knew  more  about  or- 
ganic diseases  of  the  heart  than  Professor  Ouch- 
terlony, and  no  one  was  better  able  than  he  to 
impart  his  knowledge  to  the  student.  Much  that 
has  been  said  tonight  by  the  essayist  and  much 
emphasized  by  the  gentlemen,  preceding  me,  who 
have  discussed  the  paper,  brings  to  mind  the 
truth  of  Ouchterlony’s  position  with  reference  to 
valvular  disease  of  the  heart  and  other  organic 
heart  conditions. 

The  beautiful  lines  in  Maeterlinck’s  “Blue 
Bird”  come  to  mind;  I shall  not  attempt  to  quote 
them  verbatim.  The  author  would  have  us  under- 
stand that,  if  the  living  would  commune  with  the 
dead  and  if  the  dead  are  again  to  be  brought 
back  before  the  living,  we  may  best  do  this  by 
talking  about  them.  Proposing  to  bring  our  be- 
loved teacher  back  before  us,  I mention  his  name, 
would  pay  homage  to  his  master  mind  and  to  the 
service  he  rendered  the  profession. 

Maeterlinck  depicts  Mytyl  and  Tytyl  in  their 
search  for  the  Blue  Bird  of  Happiness,  finding 
themselves  in  a graveyard.  There,  in  “The  Land 
of  Memory,”  the  children  come  into  the  pres- 
ence of  their  grandparents  about  whom  they 
had  heard  little  or  nothing  throughout  their  en- 
tire lives.  The  grandfather  and  grandmother 
recognize  their  beloved  children,  chide  them, 
remonstrating  with  them,  and  say  “Everytime 
you  think  of  us,  we  wake  up  and  see  you  again.” 

Throughout  the  years  I knew  Professor  Ouch- 
terlony, he  was  at  his  best  when  discussing  dis- 
eases of  the  heart.  I recall  these  words:  “Pro- 
vided there  is  a good  muscular  system  and  a good 
nervous  system,  no  particular  harm  need  come 
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from  organic  changes  affecting  heart  valves.” 

A most  embarrassing  situation  is  recalled.  It 
was  in  ’94,  during  my  year’s  interneship  at  the 
City  Hospital.  Professor  Ouchterlony  was 
scheduled  to  deliver  a clinical  lecture  on  valvular 
diseases  of  the  heart.  It  fell  my  lot  to  provide 
cases  for  him,  to  be  shown  in  the  old  amphi- 
theater, then  in  front  of  the  hospital  building 
on  the  top  floor. 

I remember  just  how  the  learned  doctor  look- 
ed; I recall  his  disappointment  when,  entering 
the  “Bull  Pen,”  quickly  casting  about  those 
searching  eyes,  he  saw  only  five  or  six  students 
in  the  benches.  The  students  knew  that  what- 
ever Ouchterlong  had  to  say  on  the  subject  of 
the  heart  was  the  last  word  to  be  spoken  and  yet, 
a mere  handful  only  were  present.  Crowded  as 
the  benches  usually  were  when  Ouchterlony  fill- 
ed the  hour,  this  day  of  all  days  they  should  have 
been  filled  to  the  uttermost. 

What  was  the  explanation?  The  Professor 
glanced  at  me,  inquiringly.  I recall  his  expres- 
sion of  disgust  when  I told  him  that  the  name  of 
Professor  Roberts  was  on  the  bulletin  board,  ad- 
vertized to  do  “a  bloodless  amputation  of  the  hip 
joint  at  Sts.  Mary  & Elizabeth  Hospital.” 

Divesting  himself  of  his  fur  overcoat,  pitching 
his  fur  turban  to  one  side,  he  walked  to  the  mid- 
dle of  the  bull  pen,  grasped  a wooden  stool, 
raised  it  above  his  head,  brought  it  with  great 
force  against  the  cement  floor,  breaking  it  into 
numberless  pieces.  And  then  looking  to  me  to 
assist  him,  as  he  replaced  his  coat  and  his  cap, 
he  said  with  his  accustomed  stammer,  more 
marked  because  he  was  excited,  “Gentlemen,  it 
requires  less  skill  to  cut  off  a man’s  leg  than  it 
does  to  make  the  round  of  a chair.” 

A great  many  things  have  had  to  be  unlearn- 
ed in  the  thirty-three  years,  since  elapsed.  In 
no  department  is  this  truer  than  in  cardiac  dis- 
eases. We  have  had  to  unlearn  that  digitalis  is 
not  necessarily  the  first  and  last  remedy  to  be 
given  because  a patient  presents  himself  with  a 
valvular  ailment;  we  have  had  to  unlearn  that 
the  loud  blowing  mitral  lesion,  resulting  from  so- 
called  rheumatic  endocarditis,  does  not  neces- 
sarily destroy  the  patient’s  usefulness  in  after- 
life. 

In  this  connection,  I recall  the  injunction  of 
the  eminent  Nothnagel,  advising  his  pupil  to  ad- 
minister a daily  dose  of  digitalis  to  patients  with 
valvular  heart  disease.  And  then,  as  if  to  em- 
phasize the  propriety  of  doing  what  he  said,  he 
would  reach  in  his  pocket  where  he  kept  digi- 
talis leaves,  chew  a small  portion  of  the  drug,  re- 
marking that  he  had  had  a mitral  regurgitation 
for  more  than  a quarter  of  a century. 

The  essayist  and  the  gentlemen  who  have  dis- 
cussed the  paper  have  so  thoroughly  covered  the 
field,  little  may  be  added  of  interest.  May  I 
again  repeat  Ouchterlony’s  words:  “Provided  the 
general  muscular  system  is  in  good  condition, 


providing  the  general  nervous  system  is  in  good 
condition,  permitting  a physiological  hypertro- 
phy of  the  embarrassed  heart,  the  afflicted  indi- 
vidual should  be  able  to  return  to  society,  doing 
work  allotted  to  him  with  reasonable  ease  and 
possibly  with  little  discomfort  for  many  years.” 

Tins  must  be  borne  in  maul  oy  suen  individ- 
ual,— hypertrophy  of  the  heart  is  in  the  nature 
of  a loan,  granted  by  a Divine  Providence.  The 
conditions  attaching  to  it  are  similar,  if  not 
identical,  to  conditions  attaching  to  a loan  ob- 
tained from  the  banker.  The  latter  carefully 
scrutinizes  the  subject  to  whom  the  loan  is  made; 
he  learns  about  his  habiis,  his  customs,  his  mode 
of  life.  Provided  the  borrower  has  a good  rep- 
utation for  sobriety,  decency  and  oehavior,  the 
loan  may  remain  on  the  books  of  the  bank  indef- 
initely. Similary,  provided  the  individual  affect- 
ed with  organic  heart  disease,  obtaining  the  loan 
of  “a  compensatory  hypertrophy,”  will  deport 
himself  properly,  leading  a sober  and  not  too 
strenuous  life,  his  compensation  may  last  for 
many  years. 

Surely  and  certainly,  if  such  patient  misbe- 
haves, if  the  unexpected  misfortune  of  contem- 
poraneous or  incidental  disease  overtakes  him, 
the  threat  of  ruptured  compensation  at  once 
stares  him  in  the  face.  God’s  loan  may  suddenly 
be  called,  the  borrower  pays  the  penalty  with  his 
life  in  immediate  heart-failure  or  he  pays 
slowly,  as  a chronic  invalid  with  loss  of  compen- 
sation and  all  of  thme  troubles  incident  thereto. 

I greatly  enjoyed  Dr.  Horine’s  paper,  also  the 
discussions. 

Emmet  F.  Horine  (in  closing)  : Dr.  Morrison 

emphasized  one  of  the  most  important  points, 
namely,  the  taking  of  a careful  history.  Not 
only  will  the  history  point  toward  the  possible 
etiology,  but  it  will  help  also  in  arriving  at  a 
fairly  definite  diagnosis.  I certainly  agree  with 
what  he  said. 

My  reason  for  mentioning  effort  syndrome  is 
because  of  the  frequency  with  which  this  condi- 
tion is  met  in  civil  life.  Practically  all  patients 
with  definite  effort  syndrome  can  be  cured  pro- 
vided they  are  otherwise  normal  and  will  co-op- 
erate. 

With  reference  to  the  treatment  of  effort 
syndrome:  I think  it  is  mentioned  in  my  paper 
that  graduated  exercise  is  important.  Also 
breathing  exercises  are  valuable,  because  by 
breathing  deeply  the  vagus  is  in  a measure  stim- 
ulated with  resulting  slowing  of  the  rate. 

Dr.  Morrison  and  some  of  the  other  gentle- 
men spoke  of  rheumatic  heart  disease  and  the 
fact  that  we  cannot  at  once  tell  how  much  in- 
volvement may  have  occurred.  That  is  quite 
true.  After  an  attack  of  acute  rheumatic  fever 
we  cannot  immediately  say  whether  the  heart 
is  or  is  not  permanently  damaged.  So  far  as 
mitral  stenosis  is  concerned,  we  know  that  fol- 
lowing rheumatic  fever  several  years  are  re- 
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quired  before  the  physical  signs  become  mani- 
fest. 

Studies  concerning  the  frequency  of  systolic 
murmurs  in  young  people  show  that  such  mur- 
murs may  be  found  in  quite  a large  number. 
One  observer  reports  as  hign  as  70  per  cent  of 
systolic  murmurs  in  children.  Another  reports 
64  per  cent,  and  I oeiieve  one  places  the  per- 
centage at  30.  So  we  may  say  that  children  will 
present  systolic  murmurs  in  a percentage  of 
from  30  to  perhaps  70.  We  now  know  that  by 
far  the  majority  cf  tnese  murmurs  indicate  no 
organic  lesion.  However,  the  study  of  these 
murmurs  is  helpful,  because  with  a history  oi 
acute  rheumatic  fever  or  chorea  the  systolic  mur- 
mur that  may  be  heard  will  lead  to  searching  ex- 
amination and  the  detection  of  an  accompany- 
ing late  diastolic  apical  murmur  indicative  of 
mitral  stenosis. 

Heart  failure  itself  and  the  actual  accompany- 
ing hypertrophy  are  of  considerable  interest. 
Most  observers  believe  that  in  mitral  stenosis, 
for  example,  we  have  late  evidence  of  a rather 
widespread  infection  of  the  myocardium  that 
existed  at  the  time  of  the  acute  rheumatic  fev- 
er. It  is  th.s  involvement  of  the  myocardium* 
which  constitutes  the  serious  menace  of  mitral 
stenosis.  In  experimental  work  the  heart  valves 
of  animals  have  been  destroyed,  and  yet  such 
animals  survived  for  years  afterward.  Of  course 
there  we  have  primarily  a healthy  myocardium. 
This  being  true  the  destruction  of  the  heart 
valve  does  not  affect  the  animal  to  the  extent 
that  myocardial  injury  would. 

Concerning  angina  pectoris:  As  mentioned  in 

the  paper,  at  the  present  time  we  are  regarding 
it  more  as  a symptom  than  a distinct  entity. 
With  reference  to  advanced  heart  failure  there 
are  two  fairly  separate  and  distinct  types:  (1) 
The  congestive  in  which  oedema  is  predominant 
and  (2)  The  anginal  in  which  substernal  pain  is 
present.  More  or  less  dyspnoea  is  present  in 
both  types.  In  the  first  type  edema  of  the  low- 
er extremities  becomes  manifest  and  later  a 
generalized  edema  may  make  its  appearance. 
In  the  second  type  edema  is  not  prominent  but 
attacks  of  substernal  and  precordial  pain  are 
manifest  on  slight  exertion  at  the  beginning 
while  later  attacks  of  pain  may  appear  with  the 
patient  at  rest. 

Concerning  the  statement  quoted  by  Dr.  An- 
derson that  no  one  ever  survived  the  third  attack 
of  angina  pectoris  I would  suggest  that  what  was 
specifically  meant  was  the  status  anginosus.  In 
status  anginosus  the  pain  is  excruciating  and 
persists  for  minutes  or  hours  instead  of  seconds 
as  in  anginal  failure  attacks  which  are  momen- 
tary. We  now  recognize  the  status  anginosus 
as  indicative  of  an  acute  occlusion  of  one  of  the 
branches  of  the  coronary  arteries.  Death  oc- 
curs in  approximately  fifty  per  cent  of  those 
having  only  a single  seizure.  With  additional 


attacks  death  is  far  more  likely  to  occur  though 
I have  seen  a few  who  survived  for  a period  more 
than  three  attacks. 

SOME  DIGESTIVE  DISTURBANCES  IN 
INFANTS.* 

By  T.  F.  Marshall,  Paducah. 

Gastro-intestinal  upsets  are  rare  in  breast 
fed  infants  and  usually  of  title  import,  while 
they  are  serious  and  common  occurences  in 
the  artificially  fed  baby.  They  are  encoun- 
tered more  frequently  in  the  summer  months, 
especially  late  summer  and  early  fall.  The 
extreme  heat  is  a predisposing  cause,  as  it 
causes  a systemic  depression  and  a lowered 
bodily  resistance.  McClure  and  Sauer  have 
proven  that  overdressing  during  the  summer 
causes  an  excessive  retention  of  heat  that  is  a 
contributing  factor  in  producing  digestive  dis- 
turbances. Food  is  more  likely  to  spoil  dur- 
ing hot  weather,  and  milk,  which  is,  and 
should  be  the  baby’s  main  food,  is  likely  to 
become  an  unsuitable  diet  in  the  summertime, 
unless  properly  cared  for. 

In  young  infants  a slight  digestive  disturb- 
ance may  result  seriously,  while  in  older  chil- 
dren the  symptoms  are  less  severe  and  the  out- 
come is  more  favorable  with  advance  in  age. 

A parenteral  infection  so  lowers  the  in- 
fant’s resistance  and  digestive  powers  that 
gastro-intestinal  upsets  are  more  likely  to  oc- 
cur, adding  to  the  severity  of  the  disease 
present.  An  enteral  infection  carried  in  or 
on  the  utensils,  food,  etc.,  of  course,  may  ex- 
cite a digestive  upset. 

The  quantity  and  quality  of  the  diet  may  be 
the  cause  of  a digestive  disturbance  which  if 
not  recognized  and  corrected  promptly  may 
lead  to  the  more  serious  gastro-intestinal  trou- 
bles. 

The  old  saying  that  an  ounce  of  prevention 
is  worth  a pound  of  cure,  leads  me  to  devote 
this  paper  to  a discussion  of  some  of  the  di- 
gestive disturbances  due  to  improper  feeding, 
that  so  often  predisposes  the  baby  to  a se- 
vere infection  in  which  a long  course  of  ill- 
ness ensues  and  a grave  prognosis  is  essential. 

Indigestion  in  infancy  and  early  childhood 
may  be  due  to  an  excess  of  an  otherwise  suit- 
able food,  to  a food  containing  an  excess  of 
one  or  more  of  the  individual  food  elements, 
as  an  excess  of  fat,  carbohydrates,  proteins  or 
salts,  or  to  a fermentation  of  any  of  the  var- 
ious food  elements  as  a result  of  the  action  of 
the  micro-organisms  which  normally  inhabit 
the  intestinal  tract;  thereby  causing  an  ali- 
mentary indigestion  that  in  itself  may  closely 
resemble  an  infectious  diarrhea,  this  produc- 
ing a fertile  field  for  the  implantation  of  the 
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made  fit  for  infant  consumption.  All  milk,  how- 
ever, no  matter  how  clean  and  whether  certi- 
fied or  not  should  be  boiled  in  hot  weather,  say 
from  May  1st  to  October  1st. 

As  to  the  question  of  fermentative  diarrhea: 
Our  ideas  have  undergone  many  changes  on  that 
subject.  We  find  more  fermentative  diarrhea 
in  summer  when  the  weather  is  hot  than  at  any 
other  time.  The  heat  must  have  something  to 
do  with  the  cause.  Most  authorities  think  it 
acts  somewhat  in  this  way:  the  digestive  juices 
do  not  function,  and  as  a result  the  food  lies  in 
the  upper  intestinal  tract  and  stomach  in  a poor- 
ly digested  state,  and  the  bacteria  which  are  nor- 
mally present  in  these  regions  attack  the  food 
and  ferment  it.  The  colon  bacillus  is  probably 
the  most  common  oi'ganism.  It  is  certainly  true' 
that  in  cases  of  gastroenteritis  we  find  bacteria 
growing  in  the  upper  portions  of  the  small  intes- 
tine and  stomach  which  ordinarily  are  practical- 
ly sterile. 

It  is  now  believed  by  some  authorities  that  in- 
fection is  responsible  for  many  of  the  diarrheas 
of  infancy,  such  as  otitis  media,  tonsillitis,  mas- 
toiditis, etc.  Marriott,  of  St.  Louis,  has  recent- 
ly suggested  that  the  mastoid  is  often  responsi- 
ble, but  there  seems  to  be  some  difficulty  in 
diagnosing  these  cases.  The  child  may  show  no 
ear  symptoms  whatever,  the  ear  drums  are  nor- 
mal, there  is  no  tenderness  over  the  mastoid,  yet 
Marriott  seems  to  be  able  to  make  the  diagnosis 
and  by  draining  the  mastoid  has  saved  many  of 
his  patients. 

The  treatment  of  intestinal  intoxication  de- 
serves comment:  By  intoxication  I mean  those 
cases  of  gastroenteritis  which  are  associated  with 
fever  and  extreme  toxic  symptoms,  such  as  ner- 
vous manifestations,  convulsions,  coma,  twitch- 
ings,  etc.  These  patients  are  likely  to  succumb 
in  spite  of  intensive  treatment,  but  in  many 
cases  intensive  treatment  will  do  some  good.  In 
the  first  place,  these  babies  should  be  starved, 
their  digestive  capacity  is  practically  nil,  the7 
should  be  starved  anywhere  from  one  to  three 
days,  or  even  four  to  five  days  in  severe  cases. 
Of  course  that  means  food  has  to  be  introduced 
in  some  other  available  way.  If  fluids,  espec- 
ially saline  and  glucose  solutions,  are  given  these 
babies  through  the  veins  or  in  the  skin,  they  get 
along  fairly  well;  but  if  the  child  is  to  be  starved 
for  the  length  of  time  mentioned  it  must  be  given 
some  blood,  and  that  is  best  administered  intra- 
venously. In  serious  cases  of  intestinal  intoxi- 
cation I have  never  seen  as  good  results  as  I 
would  like  from  intraperitoneal  or  subcutaneous 
injections.  The  circulation  does  not  seem  to  ab- 
sorb the  blood,  it  remains  in  the  place  injected 
without  being  absorbed.  In  serious  cases  blood 
or  glucose  should  be  introduced  into  the  veins 
if  results  are  to  be  expected. 

The  value  of  blood  transfusion  in  cases  of  in- 
testinal intoxication  cannot  be  overestimated, 


and  in  every  severe  case  the  patient  should  have 
at  least  one  sometimes  several  intravenous  trans- 
fusions. 

T.  Cook  Smith:  I wish  to  thank  Ur.  Batbour 

for  his  very  excellent  exposition  of  a large  sub- 
ject in  such  a short  space  of  time.  There  is  very 
little  left  to  be  said,  but  a few  things  may  be 
reiterated  to  advantage. 

We  can  never  lose  sight  of  the  fact  that  a fa- 
tal case  of  summer  diarrhea  in  a breast  fed  child 
is  practically  unknown  unless  the  child  has  re- 
ceived some  other  food  in  addition.  The  major- 
ity of  these  patients  who  die  of  this  disease  have 
been  malnourished  for  a long  time.  This  leads 
us  to  believe  that  one  of  the  chief  measures  of 
prophylaxis  is  to  keep  every  infant  in  as  good 
nutrition  as  possible. 

It  has  been  said  by  Sir  Arthur  Newsholme  that 
the  infant  mortality  record  of  the  community 
is  an  accurate  index  to  the  degree  of  efficiency 
of  its  public  health  system.  I mention  this  be- 
cause certain  writers  have  decried  efforts  to 
save  these  very  ill  infants,  attempting  to  show 
that  the  decrease  of  infant  mortality  increases 
the  mortality  of  childhood.  Statistics  actually 
show  that  with  every  decrease  in  infant  mortali- 
ty there  is  a decrease  in  the  mortality  for  all  ages 
of  childhood. 

In  thinking  of  treating  the  more  serious  cases 
of  summer  diarrhea,  it  must  be  borne  in  mind 
that  many  of  the  symptoms  and  ill  results  are  due 
to  the  bankruptcy  of  the  individual’s  water 
metabolism.  Several  factors  play  a part  in  re- 
taining fluids  in  the  tissues  of  the  organism. 
The  inorganic  salts  are  an  important  factor,  and 
the  fact  that  they  are  lost  in  iarge  quantities 
in  the  stools  suggest  that  Ringer’s  solution  would 
be  better  given  by  mouth  than  plain  water.  It 
has  been  shown  that  plain  water  forced  in  huge 
quantities  in  a normal  animal  will  produce  in- 
toxication by  depleting  the  body  store  of  inor- 
ganic salts.  Normal  saline  or  Ringer’s  solution 
forced  in  any  quantity  will  not  produce  any 
symptoms.  Fluids  of  course  should  be  forced  by 
all  methods,  by  mouth,  by  intraperitoneal  injec- 
tion, and  under  the  skin. 

Blood  transfusion  restores  an  added  factor, 
which  may  be  depleted  in  these  cases  by  increas- 
ing the  proteins  and  other  colloidal  factors  in  wa- 
ter retention. 

All  of  these  methods  should  be  used  eaidy  en- 
ough, but  unfortunately  prognosis  of  a specific 
case  is  very  hard  to  determine.  It  makes  me 
feel  that  if  we  had  seen  as  many  cases  and  had 
lived  as  long  as  Dr.  Barbour  has,  we  might  be 
able  to  determine  with  more  certainty,  as  he 
probably  can,  which  case  will  be  severe,  and 
which  will  be  mild.  If  we  know  that  a certain 
case  is  of  the  severe  type,  I believe  in  acting 
quickly,  using  starvation,  giving  fluids  freely, 
and  giving  blood  transfusion  early  enough  to  be 
of  real  advantage. 
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Philip  F.  Barbour  (in  closing)  : I appreciate 

the  discussion.  I would  like  to  say  that  we  have 
lost  more  children,  and  I thinrc  more  children 
have  been  made  ill,  from  eating  ice  cream  than 
anything  else.  Time  and  again  I have  seen  a 
child  eat  ice  cream  and  shortly  thereafter  have 
diarrhea. 

If  you  will  follow  the  reports  on  examination 
of  milk  and  ice  cream  in  the  city,  it  will  be  found 
that  certified  milk  contains  10,000  bacteria,  and 
the  best  ice  cream  shows  from  250,000  to  2,000,- 
000  bacteria.  It  is  little  wonder  that  children 
become  ill  after  eating  such  ice  cream. 

I believe  the  best  plan  in  the  treatment  of 
diarrhea  in  infants  is  to  starve  them  for  the 
first  twenty-four  hours,  then  give  them  plenty 
of  food  of  a type  which  they  can  digest.  Under 
this  method  many  of  the  troubles  from  diarrhea 
can  be  prevented. 

SOME  MODERN  CONCEPTS  RELATIVE 
TO  HEART  DISEASE.* 

By  Emmet  F.  Horine,  Louisville. 

Changes  in  our  knowledge  concerning  dis- 
eases of  the  heart  have  been  so  rapid  that  it 
has  been  difficult  indeed  to  keep  pace  with 
them.  So  recent  are  many  of  the  most  import- 
ant developments  that  they  are  not  fully  un- 
derstood and  appreciated.  My  purpose  is 
merely  to  review  a few  of  the  altered  ideas  re- 
sulting from  the  newer  knowledge  and  to  em- 
phasize the  importance  of  the  condition  known 
as  effort  syndrome. 

One  of  the  leading  advances  is  the  relega- 
tion to  the  background  of  the  older  idea  of  the 
undue  importance  of  valve  lesions  with  ac- 
companying “back  pressure.”  As  most  of 
you  remember,  we  were  led  twenty  years  ago, 
to  believe  that  a thorough  knowledge  of  “leak- 
ing valves”  constituted  about  all  that  it  was 
necessary  to  know  about  hearts.  Today  we 
consider  the  important  questions  demanding 
answer  to  be:  what  is  the  etiology  and  what  is 
the  condition  of  the  heart  muscle  itself.  Of 
course,  determination  of  any  real  valvular 
lesion  is  also  made  because  we  have  learned 
that  certain  defects  signify  more  or  less  myo- 
cardial change.  Finally  the  exact  rhythm  is 
carefully  determined  and  the  functional  ca- 
pacity of  the  heart  estimated.  With  all  of 
these  factors  worked  out  a fairly  accurate 
prognosis  may  be  made. 

Diagnosis. 

A complete  heart  diagnosis  should  include 
the  following  points : 

1.  Etiology  and  whether  active  or  inactive. 

2.  Structural  changes : valvular  heart  dis- 
ease.. mitral  stenosis,  (aortic  insufficiency, 
aortic  stenosis,  etc.)  or  myocardial  changes. 


3.  Rhythm  whether  normal  or  abnormal. 

4.  Functional  condition : An  estimation 

of  the  capacity  of  the  heart  to  perform  the 
work  required  for  the  particular  individual’s 
needs. 

Etiology. 

In  studying  patients  presenting  heart  symp- 
toms it  is  well  to  bear  in  mind  all  etiological 
possibilities.  The  following  is  a good  etiol- 
ogical classification  which  conforms  largely  to 
White  and  Meyer’s  grouping: 

1.  Congenital  heart  disease. 

2.  “Rheumatic”  heart  disease,  resulting 
from:  (a)  tonsillitis;  (b)  chorea;  (c)  acute 
rheumatic  fever;  (d)  scarlet  fever. 

3.  Hypertensive  heart  disease. 

4.  Syphilitic  heart  disease. 

5.  Arteriosclerotic  heart  disease  (the  sen- 
ile heart). 

6.  Bacterial  endocarditis,  due  to  invasion 
by  known  organisms  (as  pneumococcus,  strep- 
tococcus hemolyticus,  streptococcus  viridans, 
etc.) 

7.  Thyroid  heart  disease:  (a)  That  due 
to  hyperthyroidism;  (b)  That  due  to  hypothy- 
roidism. 

8.  Effort  syndrome  or  “irritable  heart” 
(neurocirculatorv  asthenia  as  Lewis  terms  it). 

9.  Toxic  heart  conditions  from  metallic 
poisons,  tobacco,  coffee,  foci  of  infection,  etc. 

10.  Diphtheritic  heart  disease. 

11.  Angina  pectoris  (usually  regarded  as 
a symptom). 

12.  Coronary  occlusion  (either  the  result 
of  thrombosis  or  embolism). 

13.  Emphysema  heart. 

14.  Rare  types  of  infectious  heart  disease 
such  as  that  due  to  the  tubercle  bacillus  and 
echinococcus. 

15.  Traumatic  heart  lesions  (penetrating 
wounds,  crushes,  etc.). 

16.  Cardiac  tumors,  primary  or  secondary. 

It  is  admitted  that  an  occasional  case  comes 

under  observation  in  which  the  etiology  is  so 
obscure  that  it  must  honestly  be  placed  in  an 
unknown  group. 

It  seems  unnecessary  to  stress  the  value  of 
determining  the  etiology.  It  is  self  evident 
that  the  diagnosis  will  be  more  accurate,  the 
prognosis  will  be  clearer  and  the  treatment 
will  be  more  definitely  outlined.  Consider  for 
a moment  how  important  it  is  to  find  out 
whether  an  aortic  insufficiency  is  rheumatic 
or  syphilitic  in  type. 

Murmurs. 

It  is  now  fully  recognized  that  a murmur 
standing  alone  is  not  evidence  of  an  organic 
heart  lesion.  Heart  work  demands  more  than 
auscultation  which  may  reveal  a murmur  to 
which  a diagnosis  is  attached.  As  I have 
stated  previously  I have  personal  knowledge 
of  many  patients  who  have  gone  through  years 
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of  mental  torture  and  physical  inactivity  be- 
cause of  the  chance  discovery  of  a murmur 
which  caused  the  examiner  to  give  a grave 
prognosis  and  to  prohibit  any  except  the  very 
lightest  exercise.  Thus  believing  that  any  im- 
moderate exertion  might  lead  to  sudden  death 
they  have  deteriorated  both  physically  and 
mentally.  Effort  syndiome  frequently  be- 
comes quite  manifest  thus  further  masking  the 
picture.  These  individuals  can,  fortunately, 
be  restored  when  we  assure  them  that  they 
have  an  absolutely  harmless  murmur  but  no 
organic  heart  lesion  and  when  we  insist  oa 
regular  exercise  so  that  they  may  regain  their 
physical  status. 

One  of  the  most  frequently  encountered 
murmurs  is  the  apical  systolic.  Because  of  its 
frequency  and  because  a diagnosis  of  mitral 
regurgitation  was  always  tagged  to  such  a 
murmur  this  valve  lesion  was,  in  the  past,  con- 
sidered to  be  the  most  common  type.  Even  at 
present  such  a diagnosis  is  frequently  given 
as  the  cause  of  death  though  Mackenzie  has 
stated  that  no  one  ever  died  of  “mitral  re- 
gurgitation.” We  feel  that  pure,  uncompli- 
cated mitral  regurgitation  is  rarely  present 
and  during  the  past  five  years  I cannot  recall 
a single  case  though  apical  systolic  murmurs 
were  often  found.  Not  a few  combined  mi- 
tral lesions  have  been  encountered  as  also 
functional  mitral  insufficiencies  due  to  prob- 
able relaxation  of  the  musculo-membranous 
ring  at  the  mitral  oiifiee.  The  point  that  I 
desire  to  make  is  that  apical  systolic  murmurs 
alone  rarely  indicate  actual  organic  valvular 
change. 

The  older  teaching  was  that  an  apical  sys- 
tolic murmur  transmitted  laterally  to  the  left 
and  heard  at  the  lower  angle  of  the  scapula 
posteriorly  indicated  organic  mitral  insuffic- 
iency. The  modern  teaching  resulting  from 
the  enormous  army  experience  is  that  no  sys- 
tolic murmur  standing  alone  whatever  its 
type,  intensity  or  transmission  can  be  regard- 
ed as  evidence  of  an  organic  heart  lesion.  The 
army  examinations  disclosed  systolic  murmurs 
with  such  frequency  in  normal  individuals 
that  their  presence  was  not  considered  a cause 
for  rejection.  Only  when  the  heart  is  en- 
larged, presents  a purring  thrill  or  exhibits 
evidence  of  myocardial  insufficiency  need  a 
systolic  murmur  be  regarded  as  of  any  signif- 
icance and  even  then  it  is  not  the  murmur  but 
the  related  findings  that  are  important  (Lew- 
is). 

In  my  experience  systolic  murmurs  are  en- 
countered in  the  second  interspace  to  the  left 
of  the  sternum  somewhat  more  frequently 
than  are  the  apical  ones.  Often  these  pulmon- 
ic systolic  murmurs  are  heard  best  and  some- 
times only  in  the  recumbent  posture.  They 
are  usually  loudest  at  the  end  of  expiration 


with  the  breath  held.  Such  murmurs  are  of 
no  significance  as  indicating  an  organic  lesion 
unless  a distinct  thrill  is  present  along  with 
general  cyanosis.  With  the  thrill  and  cyan- 
osis accompanying  the  murmur  a congenital 
pulmonary  stenosis  may  be  diagnosed. 

A less  common  systolic  murmur,  though 
equally  insignificant,  is  the  one  encountered 
at  the  second  right  interspace.  Finding  such 
a murmur  in  the  past  we  were  taught  to  diag- 
nose aortic  stenosis.  We  now  know  that  the 
criteria  for  a diagnosis  of  aortic  stenosis  are 
a definite  purring  systolic  thrill  at  the  base 
accompanied  by  a slowly  rising  and  long- 
sustained  pulse  and  cardiac  enlargement.  The 
murmur  itself  has  merely  attracted  our  at- 
tention and  caused  us  to  search  for  the  real 
diagnostic  points. 

Diastolic  murmurs  in  the  second  or  third 
interspace  either  to  the  right  or  the  left  of 
the  sternum  may  or  may  not  be  ox*ganic. 
When  such  a murmur  is  discovered  not  only 
should  a careful  survey  of  the  heart  be  made 
but  a Wassermann  should  also  be  run.  While 
it  is  true  that  the  majority  of  diastolic  mur- 
murs in  this  area  indicate  an  organic  aortic 
regurgitation  either  of  the  rheumatic  or  sy- 
philitic type,  it  is  possible  to  have  a function- 
al aortic  djastolic  murmur  especially  in  chil- 
dren as  pointed  out  by  Morse  (Arch.  Fed.  41 : 
559-560,  August,  19*24).  These  functional 
murmurs  show  downward  transmission  and 
may  be  heard  - t the  apex  so  that  considerable 
care  must  be  exercised  in  differentiating  them 
from  the  organic  lesions. 

A real  diastolic  murmur  at  the  apex  is  in- 
dicative of  a mitral  stenosis  provided  a mur- 
mur transmitted  from  the  base  can  be  ex- 
cluded. In  the  past  too  much  reliance  has 
been  placed  on  so-called  presystolic  murmurs 
in  the  diagnosis  of  mitral  stenosis  as  Reid  has 
shown  (Journal  A.  M.  A.,  77 : 1648-1650,  Nov. 
19,  1921).  As  he  states  there  is  a crescendo, 
early  systolic  murmur  which  is  not  indica- 
tive of  mitral  stenosis  but  which  may  be  easily 
taken  for  a late  diastolic  or  true  presystolic 
murmur.  The  true  presystolic  murmurs  are 
rarely  found  unaccompanied  by  early  dias- 
tolic ones  and  therefore  it  is  far  safer  to  rely 
on  the  real  diastolic  murmurs  than  on  so- 
called  presystolic  ones  in  diagnosing  mitral 
stenosis. 

Cardiac  Arrhythmias. 

All  of  our  real  knowledge  of  the  nature  and 
significance  of  the  cardiac  arrhythmias  has 
been  developed  within  the  past  few  decades. 
Thorough  consideration  has  been  given  them 
by  other  essayists  so  that  I shall  not  attempt 
a repetition.  Electrocardiograms  are  still  nec- 
essary in  certain  types  of  arrhythmia  though 
the  need  for  graphic  records  in  the  elucidation 
of  other  types  is  less  apparent.  However, 
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though  reliance  upon  the  electrocardiograph  is 
not  often  so  vital  for  the  arrhythmias  increas- 
ing dependence  is  being  placed  on  it  for  the 
determination  of  myocardial  changes.  The 
value  of  electrocardiographic  examination  in 
individuals  forty  or  more  years  of  age  is  very 
great,  in  fact  the  tendency  seems  to  be  to  un- 
derestimate rather  than  overestimate  the  im- 
portance of  such  studies,  even  though  the 
rhythm  is  entix-ely  regular.  It  is  absolutely 
true  that  electrocardiograms  will  elucidate 
many  heart  cases  otherwise  not  understanda- 
ble. 

Effort  Syndrome. 

Although  Da  Costa  first  described  the  “ir- 
ritable heart  of  soldiers”  in  1871  and  also 
mentioned  its  presence  in  the  civil  population 
the  older  text-books  practically  ignore  it.  Be- 
cause of  this  I desire  to  call  it  to  your  atten- 
tion. Da  Costa  encountered  it  frequently  dur- 
ing the  American  Civil  War  among  soldiers 
who  began  heavy  field  duty  shortly  after  at- 
tacks of  enteritis  which  was  so  prevalent.  In 
the  late  war  we  had  ample  opportunity  of 
studying  large  groups  of  such  patients.  Usual- 
ly the  individual  came  from  a sedentary  civil 
occupation,  was  of  a nervous  type,  perhaps 
harbored  a focus  of  infection  and  developed 
effort  syndrome  following  intensive  training. 
Or  perhaps  he  would  develop  a mild  coryza  or 
any  other  type  of  infection  and  his  company 
would  have  to  make  a long  forced  march  with 
the  result  that  the  condition  would  become 
manifest.  In  civil  life  the  condition  frequent- 
ly develops  following  various  infections  when 
convalescence  is  not  properly  supervised  and 
the  patient  begins  strenuous  exercise  too  early. 
Once  present  and  without  proper  treatment 
effort  syndrome  may  persist  for  months  or 
years. 

Effort  syndrome  has  been  variously  known 
as  the  “irritable  heart  of  soldiers”,  “neuro- 
circulatory  asthenia”  (Lewis),  “functional 
heart  disease”  and  “disordered  action  of  the 
heart.”  No  actual  heart  disease  exists  'but 
uncomfortable  symptoms  such  as  palpitation, 
precordial  pain  and  oppression,  dyspnoea  and 
perhaps  dizziness  appear  even  after  slight  phy- 
sical effort  or  excitement.  The  symptoms  are 
entirely  out  of  all  proportion  to  the  amount 
of  exertion  required  to  provoke  them.  Often 
the  hands,  when  in  a dependent  position,  be- 
come cyanotic  and  they  are  also  cold  and 
clammy.  The  heart  is  always  normal  in  size 
and  contour  but  occasionally  a systolic  mur- 
mur may  be  audible  either  at  the  apex  or  base. 
The  presence  of  such  a murmur  is  often  con- 
fusing if  one  fails  to  remember  that  it  is  of  no 
significance  unless  actual  signs  of  organic 
heart  disease  are  obtainable.  Sinus  arrhyth- 
nfa  is  often  quite  noticeable  as  the  heart  slows 
after  slight  exercise  in  such  cases  end  unless 


this  irregularity  is  recognized  added  confu- 
sion may  exist  in  the  mind  of  the  examiner. 

The  diagnosis  of  effort  syndrome  should  not 
offer  any  great  difficult  provided  a careful 
history  is  obtained  and  the  essential  features 
of  the  condition  borne  in  mind.  A basal  met- 
abolism examination  is  frequently  necessary 
to  rule  out  hyperthyroidism.  Also  eaUy  sy- 
philitic or  rheumatic  heart  disease  must  be 
carefully  excluded. 

The  prognosis  is  good  provided  nervous  in- 
stability is  not  too  manifest  and  provided  full 
cooperation  is  obtained  from  the  patient  for 
a sufficient  period. 

The  treatment  consists  in  primarily  remov- 
ing any  possible  focus  of  infection  about  the 
body.  Then  the  entire  proposition  must  be 
literally  “sold”  to  the  patient.  He  must  be 
made  to  realize  that  though  his  symptoms  are 
quite  manifest  the  thorough  examination 
which  has  been  made  does  not  disclose  any 
evidence  whatever  of  organic  heart  disease. 
The  necessity  for  his  full  cooperation  in  a 
carefully  supervised  system  of  exercises 
should  be  emphasized.  He  should  not  be  dis- 
couraged because  of  the  appearance  of  the 
symptoms  after  slight  exercise  at  first  but 
he  must  rest  a few  minutes  and  then  continue. 
Gradually  by  so  doing  his  exercise  tolerance 
will  improve  and  within  two  or  three  months 
a cure  may  be  expected. 

If  I have  been  able  to  impress  you  with  the 
necessity  for  an  etiological  diagnosis  and  with 
the  relative  insignificance  of  systolic  murmurs 
this  effort  will  not  have  been  in  vain. 

DISCUSSION. 

J.  Rowan  Morrison:  It  was  with  great  pleasure 
that  I listened  to  Dr.  Horine’s  paper  concerning 
the  modern  concepts  of  heart  disease.  His  ta- 
bles covered  the  essential  points  and  showed 
their  relative  importance. 

One  thing  we  should  particularly  discuss,  in 
regard  to  the  modern  aspects  of  heart  disease,  is 
the  etiological  factors.  I believe  1 am  able  to 
determine  more  about  heart  disease  from  a care- 
fully taken  history  than  almost  any  other  meth- 
od of  procedure.  By  a carefully  taken  history 
is  meant,  where  you  take  time  to  talk  at  length 
with  the  patient,  obtain  his  confidence,  ascertain 
all  about  his  previous  iunesses,  infections,  mode 
of  life,  etc. 

The  greatest  improvements  in  gastrointestmal 
diagnosis  have  been  made  by  gastroenterologists 
who  have  taken  the  time  to  secure  very  careful 
histories  relative  to  the  gastrointestinal  tract, 
and  they  an  make  a diagnosis  of  gastric  ulcer, 
duodenal  ulcer,  gall  stones,  etc.,  many  times  be- 
fore the  patient  is  examined  roentgenographical- 
ly.  Of  course,  their  diagnoses  are  always  con- 
firmed by  the  roentgenologist.  When  we,  as 
medical  practitioners,  are  willing  to  spend  more 
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time  in  taking  careful  histories,  we  are  going  to 
succeed  in  increasing  our  knowledge  concerning 
heart  disease.  We  w.ll  then  be  able  to  better 
appreciate  the  importance  of  the  lesions  which 
Dr.  Horine  has  described. 

During  the  world  war,  as  a member  of  the 
advisory  board  for  this  district,  I had  considera- 
ble experience  in  the  study  of  heart  lesions. 
When  a man  presented  the  so-called  effort  syn- 
drome, we  thought  there  must  be  a great  deal  of 
‘‘back-firing”  and  we  did  not  know  what  to  ao 
about  it.  These  men  came  to  us  after  a physician 
had  examined  them  from  an  orthopedic  stand- 
point, after  another  physician  had  examined 
them  for  hernia  and  other  surgical  abnormalities, 
etc.  with  negative  findings.  The  men  were  often 
excited  and  nervous  with  pulse  of  120  to  130. 
What  were  we  to  do  with  them,  send  them  to 
the  hospital?  We  found  they  could  not  be  han- 
dled in  that  way  according  to  the  manual.  In 
some  instances  by  keeping  the  men  quiet  in  a 
dark  room  for  a time  the  pulse  rate  would  be 
found  normal.  Unquestionably  many  of  these 
men  had  no  cardiac  disease,  they  were  simply 
scared  and  excited. 

Referring  to  the  point  made  by  Dr.  Horine 
in  regard  to  this  kind  of  heart  trouble  in  civil 
life.  With  the  ordinary  cases  carefully  grad- 
uated exercise  is  a most  excellent  plan  of  man- 
agement, but  the  main  thing  is  to  tell  the  pa- 
tient the  entire  story,  the  whole  proposition 
must  be  fully  explained  to  them.  In  mild  cases 
the  patient  may  ascend  six  flights  of  stairs  and 
when  he  returns  after  a few  minutes  his  pulse 
rate  may  be  less  than  while  sitting  in  your  of- 
fice. This  gives  us  a very  good  line  on  the 
amount  of  exercise  the  individual  is  able  to  take. 
In  the  graver  type  of  cases  we  have  to  be  ex- 
ceedingly careful  about  the  question  of  exer- 
cise and  watch  the  patient  over  a long  period  of 
time.  Exercise  is  very  valuable,  but  must  ot 
be  overdone. 

The  question  of  the  arrhythmias  is  of  great  im- 
portance. As  Dr.  Horine  has  said,  I think  the 
electrocardiograph  is  an  excellent  instrument  in 
the  elucidation  of  many  cases. 

I have  just  read  an  article  1 y Dr.  Cohn  in  the 
February  issue  of  the  American  Heart  Journal 
which  shows  that,  after  all,  we  do  not  know  a 
great  deal  yet  about  heart  disease  as  a public 
health  problem.  I was  particularly  impressed  by 
the  statement  of  Cohn  that  the  reason  w;  have 
more  heart  disease  now  than  we  had  formerly 
is  because  our  treatment  of  infectious  diseases 
is  more  scientific  and  effective.  People  do  not 
die  from  their  infections  and  we  see  them  when 
they  are  crippled  from  infectious  diseases,  rheu- 
matism, etc.  There  is  a great  deal  to  be  said 
about  whether  we  have  really  approached  this 
problem  in  a way  which  will  enable  us  to  securo 
the  best  results. 

The  work  that  has  been  done  in  regard  to 


rheumatic  fever  by  Swift  is  most  interesting  to 
me.  The  question  is,  when  a patient  has  acute 
rheumatic  fever  as  ev.denced  by  one  manifes- 
tation or  another,  how  do  we  know  his  heart  is 
going  to  be  involved  wr.en  he  recovers  from  the 
fever?  It  is  a big  question.  We  do  not  know. 
The  electrocardiograph  trac.ng  taken  during  the 
attack  often  shows  that  the  hear,;  js  involved  in 
its  essential  structures  and  still  there  is  no  evi- 
dence of  murmur. 

McKenzie  has  shown  that  in  mitral  stenosis 
it  is  usually  from  one  to  four  years  afuor  the 
rheumatic  disease  before  the  murmur  shows  it- 
self. That  has  been  my  experience  in  many 
cases  of  rheumatism  and  other  infections.  We 
do  not  know  from  the  standpoint  of  a murmur 
whether  the  heart  is  involved  until  long  after 
the  patient  has  recovered  from  his  original  in- 
fection, although  such  cases  usually  show  con- 
tinued rapid  rates,  increased  leucocytosis  and 
slight  fever. 

The  question  is,  how  much  rest  Is  advisable 
and  how  much  effort  can  the  patient  safely 
make?  In  many  cases,  under  the  older  methods 
of  management,  patients  with  heart  disease 
were  not  permitted  to  take  enough  exercise.  To 
determine  the  periods  of  rest  and  exercise  in 
cardiac  patients  requires  careful  and  prolonged 
study. 

The  subject  is  extremely  interesting,  and  I 
want  to  congratulate  Dr.  Horine  on  his  excel- 
lent paper. 

Wm.  A.  Jenkins:  I wish  to  agree  in  the  main 

with  what  the  other  speakers  have  said  about  the 
fact  that  in  cardio-vascular  diseases  we  are  now 
employing  intensive  methods  just  as  we  are  do- 
ing with  other  disease  processes  of  the  body, 
the  various  bodily  systems,  the  gastro-intestinal 
tract,  the  respiratory  tract,  etc.  We  are  scrutin- 
izing as  deeply,  as  thoroughly  and  as  compre- 
hensively as  our  facilities  will  permit  all  dis- 
eases before  we  attempt  to  form  any  conclus- 
ions and  therapeutic  plans  of  action.  It  is  true, 
therefore,  that  we  now  study  the  cardio-vascular 
mechanism  in  its  entirety  very  carefully.  It  is 
important,  as  the  essayist  has  said,  to  determine 
the  etiological  factor,  because  different  etiolo- 
gical factors  work  in  a different  manner.  They 
affect  different  anatomical  portions  of  the 
heart;  they  produce  different  symptomatology, 
and  they  respond  to  treatment  with  great  varia- 
bility. Regarding  functional  murmurs,  they  are 
very  common  in  the  young,  say  from  fourteen 
to  seventeen,  of  both  sexes.  Perhaps  murmurs 
of  this  type  are  observed  more  commonly  in 
high  school  girls  who  are  just  merging  from 
adolescence  into  womanhood.  In  such  individ- 
uals, very  frequently  after  exercise  it  is  easy 
to  elicit  a systolic  murmur.  As  the  essayist  has 
said,  however,  we  no  longer  regard  such  mur- 
murs as  having  any  special  significance.  It  is 
common  for  these  murmurs  to  vary  markedly. 
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They  are  present  today  and  absent  tomorrow. 
They  vary  in  intensity, — now  weak,  now  strong. 
They  are  usually  accentuated  by  exercise.  The 
direction  of  transmission  is  inconstant,  thus  the 
variability  is  the  chief  characteristic  of  the  func- 
tional murmur. 

A word  of  caution  might  be  necessary  regard- 
ing the  criteria  we  are  now  using  to  differentiate 
between  functional  and  organic  murmurs.  I 
well  remember  the  statement  made  by  a dis- 
tinguished professor  of  medicine  to  the  effect 
that  a heart  which  shows  a murmur  without  hy- 
pertrophy and  without  other  marked  symptoma- 
tology may  be  classed  as  a normal  heart.  How- 
ever, this  statement  cannot  be  taken  as  a 100% 
true.  The  primary  injury  to  the  endocardium 
and  the  heart  valves  takes  place  at  the  acute 
stage  of  the  infection.  The  superficial  endothel- 
ium covering  the  valves  and  the  rings  undergo 
little  erosions,  the  superficial  epithelial  cells  fall 
off,  fibrin  exudes  and  a soft  vegetation  is  form- 
ed. After  a period  of  years,  two  or  more,  these 
fibrinous  deposits  become  connective  tissue. 
They  contract  and  thus  warping,  narrowing  or 
deforming  of  the  valves  or  rings  takes  place, 
producing  various  types  of  murmurs. 

So  far  as  hypertrophy  is  concerned,  this  is  the 
result  of  added  work  placed  on  the  heart  on  ac- 
count of  the  damage  done.  Hypertrophy  is  a 
question  of  years.  It  does  not  show  to  any 
detectable  degree  until  a number  of  years  after 
the  primary  infection,  yet  during  all  of  this 
time  the  patient  may  have  a cardiac  murmur  and 
the  heart  gradually  and  progressively  becomes 
hypertrophied.  This  is  another  reason  why  the 
subject  of  cardiac  disease  must  be  studied  with 
care  and  in  its  entirety.  Clinically  we  occas- 
ionally make  a diagnosis  of  a heart  murmur  with 
great  confidence,  and  later  after  a post  mortem 
happens  to  be  done  on  this  individual,  we  may 
find  a perfectly  normal  heart.  This  fact  has 
been  brought  forcibly  to  my  attention,  particu- 
larly since  I have  been  conducting  the  clinico- 
pathological  conference  in  medical  teaching  in 
the  Louisville  City  Hospital  during  the  last  four- 
teen years.  I recall  a number  of  cases  in  which 
the  clinical  staff  made  a diagnosis  of  certain 
definite  heart  murmurs.  The  patients  were  care- 
fully examined  by  a number  of  men  independ- 
ently. They  all  agreed  to  the  diagnosis.  Death 
would  occur,  an  autopsy  would  be  performed 
and  the  heart  would  be  found  perhaps  perfectly 
normal,  or  there  would  be  evidence  of  pericard- 
itis but  no  endocarditis,  or  there  would  be  some 
chronic  pathology  in  the  lungs.  Instances  like 
the  above-mentioned  teach  us  to  be  careful  in 
making  a diagnosis  of  valvular  heart  disease. 

Another  interesting  phase  of  the  subject  is 
the  young  girl  about  fourteen  or  sixteen  who 
had  scarlet  fever,  tonsilitis,  rheumatism  or  what- 
not, when  she  was  eight  or  nine  years  old.  Now 
that  she  is  fourteen,  some  physician  accidentally 


discovers  that  she  has  a mitral  stenosis.  She  is 
placed  in  bed,  her  activities  are  kept  restricted, 
and  the  family  and  the  girl  are  very  much 
frightened.  In  such  cases  it  is  very  important 
that  we  determine  the  etiological  factor,  in  or- 
der that  we  may  definitely  determine  whether 
the  lesion  is  still  active  and  perhaps  being  fed 
by  a focal  infection  somewhere,  or  whether  the 
primary  etiological  factor  has  been  dead  or  in- 
active many  years.  If  this  latter  phase  is  true, 
then  we  are  dealing  with  a chronic  condition 
and  it  is  a mistake  to  keep  the  child  in  bed.  A 
child  with  an  inactive  or  a febrile  chronic  val- 
vular lesion  is  not  a bedfast  case.  Such  a child 
must  be  allowed  to  grow  and  develop  just  as  any 
other  child.  However,  the  character  and  ex- 
tent of  their  activities  and  exercises  must  be 
supervised  and  guided  by  the  counsel  of  a com- 
petent medical  man.  These  children  must  take 
exercise  but  they  must  exercise  without  exhaus- 
tion. Their  activities  must  have  professional 
supervision  rather  than  complete  cessation  of 
activity. 

Leon  L.  Solomon:  Listening  attentively  to  the 

splendid  paper  just  read  by  Dr.  Horine,  my 
thoughts  recur  to  Dr.  John  A.  Ouchterlony,  mas- 
ter clinician,  diagnostician  and  therapeutist.  No 
one  in  his  time  probably  knew  more  about  or- 
ganic diseases  of  the  heart  than  Professor  Ouch- 
terlony, and  no  one  was  better  able  than  he  to 
impart  his  knowledge  to  the  student.  Much  that 
has  been  said  tonight  by  the  essayist  and  much 
emphasized  by  the  gentlemen,  preceding  me,  who 
have  discussed  the  paper,  brings  to  mind  the 
truth  of  Ouchterlony’^  position  with  reference  to 
valvular  disease  of  the  heart  and  other  organic 
heart  conditions. 

The  beautiful  lines  in  Maeterlinck’s  “Blue 
Bird”  come  to  mind;  I shall  not  attempt  to  quote 
them  verbatim.  The  author  would  have  us  under- 
stand that,  if  the  living  would  commune  with  the 
dead  and  if  the  dead  are  again  to  be  brought 
back  before  the  living,  we  may  best  do  this  by 
talking  about  them.  Proposing  to  bring  our  be- 
loved teacher  back  before  us,  I mention  his  name, 
would  pay  homage  to  his  master  mind  and  to  the 
service  he  rendered  the  profession. 

Maeterlinck  depicts  Mytyl  and  Tytyl  in  their 
search  for  the  Blue  Bird  of  Happiness,  finding 
themselves  in  a graveyard.  There,  in  “The  Land 
of  Memory,”  the  children  come  into  the  pres- 
ence of  their  grandparents  about  whom  they 
had  heard  little  or  nothing  throughout  their  en- 
tire lives.  The  grandfather  and  grandmother 
recognize  their  beloved  children,  chide  them, 
remonstrating  with  them,  and  say  “Everytime 
you  think  of  us,  we  wake  up  and  see  you  again.” 

Throughout  the  years  I knew  Professor  Ouch- 
terlony, he  was  at  his  best  when  discussing  dis- 
eases of  the  heart.  I recall  these  words:  “Pro- 
vided there  is  a good  muscular  system  and  a good 
nervous  system,  no  particular  harm  need  come 
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from  organic  changes  affecting  heart  valves.” 

A most  embarrassing  situation  is  recalled.  It 
was  in  ’94,  during  my  year’s  interneship  at  the 
City  Hospital.  Professor  Ouchterlony  was 
scheduled  to  deliver  a clinical  lecture  on  valvular 
diseases  of  the  heart.  It  fell  my  lot  to  provide 
cases  for  him,  to  be  shown  in  the  old  amphi- 
theater, then  in  front  of  the  hospital  building 
on  the  top  floor. 

I remember  just  how  the  learned  doctor  look- 
ed; I recall  his  disappointment  when,  entering 
the  “Bull  Pen,”  quickly  casting  about  those 
searching  eyes,  he  saw  only  five  or  six  students 
in  the  benches.  The  students  knew  that  what- 
ever Ouchterlong  had  to  say  on  the  subject  of 
the  heart  was  the  last  word  to  be  spoken  and  yet, 
a mere  handful  only  were  present.  Crowded  as 
the  benches  usually  were  when  Ouchterlony  fill- 
ed the  hour,  this  day  of  all  days  they  should  have 
been  filled  to  the  uttermost. 

What  was  the  explanation?  The  Professor 
glanced  at  me,  inquiringly.  I recall  his  expres- 
sion of  disgust  when  I told  him  that  the  name  of 
Professor  Roberts  was  on  the  bulletin  board,  ad- 
vertized to  do  “a  bloodless  amputation  of  the  hip 
joint  at  Sts.  Mary  & Elizabeth  Hospital.” 

Divesting  himself  of  his  fur  overcoat,  pitching 
his  fur  turban  to  one  side,  he  walked  to  the  mid- 
dle of  the  bull  pen,  grasped  a wooden  stool, 
raised  it  above  his  head,  brought  it  with  great 
force  against  the  cement  floor,  breaking  it  into 
numberless  pieces.  And  then  looking  to  me  to 
assist  him,  as  he  replaced  his  coat  and  his  cap, 
he  said  with  his  accustomed  stammer,  more 
marked  because  he  was  excited,  “Gentlemen,  it 
requires  less  skill  to  cut  off  a man’s  leg  than  it 
does  to  make  the  round  of  a chair.” 

A great  many  things  have  had  to  be  unlearn- 
ed in  the  thirty-three  years,  since  elapsed.  In 
no  department  is  this  truer  than  in  cardiac  dis- 
eases. We  have  had  to  unlearn  that  digitalis  is 
not  necessarily  the  first  and  last  remedy  to  be 
given  because  a patient  presents  himself  with  a 
valvular  ailment;  we  have  had  to  unlearn  that 
the  loud  blowing  mitral  lesion,  resulting  from  so- 
called  rheumatic  endocarditis,  does  not  neces- 
sarily destroy  the  patient’s  usefulness  in  after- 
life. 

In  this  connection,  I recall  the  injunction  of 
the  eminent  Nothnagel,  advising  his  pupil  to  ad- 
minister a daily  dose  of  digitalis  to  patients  with 
valvular  heart  disease.  And  then,  as  if  to  em- 
phasize the  propriety  of  doing  what  he  said,  he 
would  reach  in  his  pocket  where  he  kept  digi- 
talis leaves,  chew  a small  portion  of  the  drug,  re- 
marking that  he  had  had  a mitral  regurgitation 
for  more  than  a quarter  of  a century. 

The  essayist  and  the  gentlemen  who  have  dis- 
cussed the  paper  have  so  thoroughly  covered  the 
field,  little  may  be  added  of  interest.  May  I 
again  repeat  Ouchterlony’s  words:  “Provided  the 
general  muscular  system  is  in  good  condition, 


providing  the  general  nervous  system  is  in  good 
condition,  permitting  a physiological  hypertro- 
phy of  the  embarrassed  heart,  the  afflicted  indi- 
vidual should  be  able  to  return  to  society,  doing 
work  allotted  to  him  with  reasonable  ease  and 
possibly  with  little  discomfort  for  many  years.” 

This  must  be  borne  in  mind  oy  such  individ- 
ual,— hypertrophy  of  the  heart  is  in  the  nature 
of  a loan,  granted  by  a Divine  Providence.  The 
conditions  attaching  to  it  are  similar,  it'  not 
identical,  to  conditions  attaching  to  a loan  ob- 
tained from  the  banker.  The  latter  carefully 
scrutinizes  the  subject  to  whom  the  loan  is  made; 
he  learns  about  his  habiLs,  his  customs,  his  mode 
of  life.  Provided  the  borrower  has  a good  rep- 
utation for  sobriety,  decency  and  ochavior,  the 
loan  may  remain  on  the  books  of  the  bank  indef- 
initely. Similary,  provided  the  individual  affect- 
ed with  organic  heart  disease,  obtaining  the  loan 
of  “a  compensatory  hypertrophy,”  will  deport 
himself  properly,  leading  a sober  and  not  too 
strenuous  life,  his  compensation  may  last  for 
many  years. 

Surely  and  certainly,  if  such  patient  misbe- 
haves, if  the  unexpected  misfortune  of  contem- 
poraneous or  incidental  disease  overtakes  him, 
the  threat  of  ruptured  compensation  at  once 
stares  him  in  the  face.  God’s  loan  may  suddenly 
be  called,  the  borrower  pays  the  penalty  with  his 
life  in  immediate  heart-failure  or  he  pays  a 
slowly,  as  a chronic  invalid  with  loss  of  compen- 
sation and  all  of  thme  troubles  incident  thereto. 

I greatly  enjoyed  Dr.  Horine’s  paper,  also  the 
discussions. 

Emmet  F.  Horine  (in  closing)  : Dr.  Morrison 

emphasized  one  of  the  most  important  points, 
namely,  the  taking  of  a careful  history.  Not 
only  will  the  history  point  toward  the  possible 
etiology,  but  it  will  help  also  in  arriving  at  a 
fairly  definite  diagnosis.  I certainly  agree  with 
what  he  said. 

My  reason  for  mentioning  effort  syndrome  is 
because  of  the  frequency  with  which  this  condi- 
tion is  met  in  civil  life.  Practically  all  patients 
with  definite  effort  syndrome  can  be  cured  pro- 
vided they  are  otherwise  normal  and  will  co-op- 
erate. 

With  reference  to  the  treatment  of  effort 
syndrome:  I think  it  is  mentioned  in  my  paper 
that  graduated  exercise  is  important.  Also 
breathing  exercises  are  valuable,  because  by 
breathing  deeply  the  vagus  is  in  a measure  stim- 
ulated with  resulting  slowing  of  the  rate. 

Dr.  Morrison  and  some  of  the  other  gentle- 
men spoke  of  rheumatic  heart  disease  and  the 
fact  that  we  cannot  at  once  tell  how  much  in- 
volvement may  have  occurred.  That  is  quite 
true.  After  an  attack  of  acute  rheumatic  fever 
we  cannot  immediately  say  whether  the  heart 
is  or  is  not  permanently  damaged.  So  far  as 
mitral  stenosis  is  concerned,  we  know  that  fol- 
lowing rheumatic  fever  several  years  are  re- 
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quired  before  the  physical  signs  become  mani- 
fest. 

Studies  concerning  the  frequency  of  systolic 
murmurs  in  young  people  show  that  such  mur- 
murs may  be  found  in  quite  a large  number. 
One  observer  reports  as  high  as  70  per  cent  of 
systolic  murmurs  in  children.  Another  reports 
64  per  cent,  and  I oelieve  one  places  the  per- 
centage at  30.  So  we  may  say  that  children  will 
present  systolic  murmurs  in  a percentage  of 
from  30  to  perhaps  70.  We  now  know  that  by 
far  the  majority  cf  these  murmurs  indicate  no 
organic  lesion.  However,  the  study  of  these 
murmurs  is  helpful,  because  with  a history  of 
acute  rheumatic  fever  or  chorea  the  systolic  mur- 
mur that  may  be  heard  will  lead  to  searching  ex- 
amination and  the  detection  of  an  accompany- 
ing late  diastolic  apical  murmur  indicative  of 
mitral  stenosis. 

Heart  failure  itself  and  the  actual  accompany- 
ing hypertrophy  are  of  considerable  interest. 
Most  observers  believe  that  in  mitral  stenosis, 
for  example,  we  have  late  evidence  of  a rather 
widespread  infection  of  the  myocardium  that 
existed  at  the  time  of  the  acute  rheumatic  fev- 
er. It  is  this  involvement  of  the  myocardium' 
which  constitutes  the  serious  menace  of  mitral 
stenosis.  In  experimental  work  the  heart  valves 
of  animals  have  been  destroyed,  and  yet  such 
animals  survived  for  years  afterward.  Of  course 
there  we  have  primarily  a healthy  myocardium. 
This  being  true  the  destruction  of  the  heart 
valve  does  not  affect  the  animal  to  the  extent 
that  myocardial  injury  would. 

Concerning  angina  pectoris:  As  mentioned  in 

the  paper,  at  the  present  time  we  are  regarding 
it  more  as  a symptom  than  a distinct  entity. 
With  reference  to  advanced  heart  failure  there 
are  two  fairly  separate  and  distinct  types:  (1) 
The  congestive  in  which  oedema  is  predominant 
and  (2)  The  anginal  in  which  substernal  pain  is 
present.  More  or  less  dyspnoea  is  present  in 
both  types.  In  the  first  type  edema  of  the  low- 
er extremities  becomes  manifest  and  later  a 
generalized  edema  may  make  its  appearance. 
In  the  second  type  edema  is  not  prominent  but 
attacks  of  substernal  and  precordial  pain  are 
manifest  on  slight  exertion  at  the  beginning 
while  later  attacks  of  pain  may  appear  with  the 
patient  at  rest. 

Concerning  the  statement  quoted  by  Dr.  An- 
derson that  no  one  ever  survived  the  third  attack 
of  angina  pectoris  I would  suggest  that  what  was 
specifically  meant  was  the  status  anginosus.  In 
status  anginosus  the  pain  is  excruciating  and 
persists  for  minutes  or  hours  instead  of  seconds 
as  in  anginal  failure  attacks  which  are  momen- 
tary. We  now  recognize  the  status  anginosus 
as  indicative  of  an  acute  occlusion  of  one  of  the 
branches  of  the  coronary  arteries.  Death  oc- 
curs in  approximately  fifty  per  cent  of  those 
having  only  a single  seizure.  With  additional 


attacks  death  is  far  more  likely  to  occur  though 
I have  seen  a few  who  survived  for  a period  more 
than  three  attacks. 

SOME  DIGESTIVE  DISTURBANCES  IN 
INFANTS.* 

By  T.  F.  Marshall,  Paducah. 

Gastro-intestinal  upsets  are  rare  in  breast 
fed  infants  and  usually  of  title  import,  while 
they  are  serious  and  common  occurences  in 
the  artificially  fed  baby.  They  are  encoun- 
tered more  frequently  in  the  summer  months, 
especially  late  summer  and  early  fall.  The 
extreme  heat  is  a predisposing  cause,  as  it 
causes  a systemic  depression  and  a lowered 
bodily  resistance.  McClure  and  Sauer  have 
proven  that  overdressing  during  the  summer 
causes  an  excessive  retention  of  heat  that  is  a 
conti’ibuting  factor  in  producing  digestive  dis- 
turbances. Food  is  more  likely  to  spoil  dur- 
ing hot  weather,  and  milk,  which  is,  and 
should  be  the  baby’s  main  food,  is  likely  -to 
become  an  unsuitable  diet  in  the  summertime, 
unless  properly  cared  for. 

In  young  infants  a slight  digestive  disturb- 
ance may  result  seriously,  while  in  older  chil- 
dren the  symptoms  are  less  severe  and  the  out- 
come is  more  favorable  with  advance  in  age. 

A parenteral  infection  so  lowers  the  in- 
fant’s resistance  and  digestive  powers  that 
gastro-intestinal  upsets  are  more  likely  to  oc- 
cur, adding  to  the  severity  of  the  disease 
present.  An  enteral  infection  carried  in  or 
on  the  utensils,  food,  etc.,  of  course,  may  ex- 
cite a digestive  upset. 

The  quantity  and  quality  of  the  diet  may  be 
the  cause  of  a digestive  disturbance  which  if 
not  recognized  and  corrected  promptly  may 
lead  to  the  more  serious  gastro-intestinal  trou- 
bles. 

The  old  saying  that  an  ounce  of  prevention 
is  worth  a pound  of  cure,  leads  me  to  devote 
this  paper  to  a discussion  of  some  of  the  di- 
gestive disturbances  due  to  improper  feeding, 
that  so  often  predisposes  the  baby  to  a se- 
vere infection  in  which  a long  course  of  ill- 
ness ensues  and  a grave  prognosis  is  essential. 

Indigestion  in  infancy  and  early  childhood 
may  be  due  to  an  excess  of  an  otherwise  suit- 
able food,  to  a food  containing  an  excess  of 
one  or  more  of  the  individual  food  elements, 
as  an  excess  of  fat,  carbohydrates,  proteins  or 
salts,  or  to  a fermentation  of  any  of  the  var- 
ious food  elements  as  a result  of  the  action  of 
the  micro-organisms  which  normally  inhabit 
the  intestinal  tract;  thereby  causing  an  ali- 
mentary indigestion  that  in  itself  may  closely 
resemble  an  infectious  diarrhea,  this  produc- 
ing a fertile  field  for  the  implantation  of  the 

*Read  before  the  Carlisle  County  Medical  Society. 
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bacilli. 

The  pathologic  changes  in  digestive  dis- 
turbances are  usually  insignificant  and  at 
present  not  perfectly  understood. 

The  breast  fed  baby  is  more  apt  to  be  free 
from  digestive  disturbances  and  the  symp- 
toms, as  a rule,  are  less  severe,  while  the  in- 
fant fed  with  artificial  food  is  most  likely  to 
have  some  disturbances  of  digestion  during 
the  extremely  hot  season,  and  the  symptoms 
are  more  severe,  and  much  more  difficult  to 
combat. 

Indigestion  from  an  excess  of  food  is  not 
very  common  in  the  breast  fed,  because  Na- 
ture tends  to  regulate  the  supply  and  de- 
mand ; and  if  the  baby  nurses  a too  large 
amount  it  is  usually  regurgitated  before  it  can 
cause  any  disturbance.  Human  milk,  how- 
ever, can  be  too  rich  in  one  or  all  of  the  food 
elements.  A baby  getting  such  a milk  at  the 
breast,  will  at  first  gu:n  well  in  weight,  but 
later  they  are  not  apt  to  make  the  proper 
gain ; as  a rule  they  are  fussy,  sleep  poorly, 
vomit,  have  flatulence,  colic  and  an  increase 
in  the  number  of  stools,  but  it  is  seldom  a 
serious  condition.  The  treatment  depends 
lavge’y  in  regulating  and  lengthening  the  in- 
terval between  nursings  and  at  time  it  may 
be  advisable  to  administer  some  water  before 
each  nursing.  The  mother  should  be  instruct- 
ed to  take  more  exercise,  to  eat  less  rich  food 
and  to  regulate  her  bowels.  It  is  very  seldom 
necessary  to  wean  the  baby  bcause  the  moth- 
er’s milk  is  too  rich. 

It  is  not  uncommon  to  find  bottle  babies 
gett'ng  too  much  food  and  still  more  common 
to  find  them  getting  a food  too  rich  in  all  the 
food  elements.  When  the  artificially  fed  baby 
is  getting  an  excess  of  a suitable  food  or  one 
too  rich,  there  is  apt  to  be  a loss  of  appetite, 
vomiting,  flatulence,  colic  and  frequent  bow- 
el movement1-  with  a loss  of  weight  or  a fail- 
ure to  gain  Such  a baby  is  a poor  sleeper,  is 
fussy  and  irritable.  By  reducing  the  amount 
of  food  or  reducing  the  percentage  of  the  food 
elements  in  the  formula,  the  condition  soon 
rights  itself  in  most  instances.  At  times  it 
mav  be  necessary  to  put  the  baby  on  a for- 
mula corresponding  to  one  of  a much  younger 
infant  than  the  case  in  hand.  If  the  disturb- 
ance is  acute  from  a temporary  indiscretion, 
all  food  should  be  withheld  for  12  or  24  hours 
and  the  intestinal  tract  emptied  : but  if  the 
disturbance  is  chronic-  it  is  not  advisable  to 
withhold  food. 

An  excess  of  fat  in  the  d’et  is  more  often 
the  cause  of  indigestion  than  anv  other  of  the 
fool  elements.  An  excess  of  fat  in  breast 
ndlk  not  common  and  the  symptoms  are 
usually  not  serious ; there  may  be  a loss  of  ap- 
pet'te  nolle,  flatulence,  vomiting  and  abnorm- 
al stools,  and  a failure  to  gain  or  a loss  of 


weight  in  an  infant  that  had  previously  been 
making  normal  gains.  The  symptoms  are 
usually  easy  to  correct.  The  mother  should 
reduce  her  food  intake  and  increase  her  out- 
door exercise  and  the  nursing  periods  short- 
ened. 

In  the  artificially  fed,  a digestive  disturb- 
ance from  an  excess  of  fat  is  serious  and  more 
difficult  to  correct.  At  first  from  an  excess 
of  fat  in  the  diet,  the  infant  gains  in  weight, 
sometimes  excessively,  later  there  is  a loss  of 
appetite  with  flatulence,  colic,  vomiting  and 
abnormal  stools,  a failure  to  gain  in  weight,  or 
more  often  a rapid  loss  of  weight.  The  vom- 
itus  has  an  acid  odor  and  is  acid  in  reaction. 
If  the  attack  is  acute  there  will  probably  be  a 
rise  in  temperature,  if  chronic  the  tempera- 
ture is  apt  to  De  subnormal.  The  stools  most 
often  contain  small  soft  curds  with  mucus.  At 
times  the  stools  may  resemble  curdled  milk  or 
they  may  be  gray  and  shiny  in  appearance. 
In  chronic  cases  the  stools  may  be  dry  and 
crumbly-soap  stools.  In  others  instances  the 
stools  are  water,  strongly  acid  and  irritate 
the  buttocks.  In  the  excessive  loss  of  fat  in 
the  stools,  there  is  also  a diminution  of  the 
alkali  reserve  with  a tendency  to  an  acidosis, 
however,  unless  there  is  dehydration,  symp- 
toms of  an  acidosis  seldom  develop.  The  nu- 
trition is  disturbed  in  long  severe  eases,  the 
babies  often  becoming  marasmic.  In  acute 
cases  the  prognisis  is  good,  while  in  chronic 
cases  the  prognosis  is  more  grave  and  de- 
pends on  the  severity  and  duration  of  the 
symptoms  and  the  degree  of  nutritional  dis- 
turbance. Recovery  is  slow  and  relapses  are 
common.  In  treating  the  acute  cases  the  fat 
should  be  entirely  withdrawn  from  the  diet, 
and  the  baby  fed  on  cereal  waters,  albumin 
water,  etc.,  gradually  adding  the  fat  to  the 
diet  in  a few  days.  In  chronic  cases  the  fat 
should  be  reduced  to  below  the  limit  of  tol- 
erance, or  entirely  withdrawn  for  a while,  and 
the  baby  fed  as  above  or  at  least  fed  a low 
fat  diet,  such  as  lactic  acid  skimmed  milk, 
protein  or  albumin  milk,  etc.  In  a few  days 
the  fat  should  be  gradually  and  cautiously  ad- 
ded. Tt  is  difficult  to  re-establish  a tolerance 
for  fat  after  it  has  once  been  weakened  and 
it  is  easy  to  break  it  down  again.  As  the  re- 
duction of  fat  in  the  diet  lowers  the  caloric 
value  of  the  food,  it  is  necessary  to  increase 
the  carbohydrates  and  proteins  to  bring  the 
caloric  value  to  the  requirement  of  the  indi- 
vidual, and  this  is  difficult  at  times  without 
causing  a disturbance  of  digestion  from  an 
excess  of  one  or  the  other  food  elements.  At 
times  these  babies  with  an  intolerance  for  the 
fat  in  cows  milk  are  able  to  digest  the  fat 
in  human  milk,  but  occasionally  even  this  is 
impossible.  Lactic  acid  skimmed  milk  or  pro- 
tein milk,  etc.,  with  an  increase  in  the  percent- 
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age  of  carbohydrate  will  answer  well  and  of- 
ten tide  the  patient  over.  Digestive  disturb- 
ances due  to  an  excess  of  carbohydi’ates,  is  un- 
common in  breast  fed  infants  and  when  occur- 
ring the  symptoms  are  raiely  severe  enough  to 
cause  a loss  in  weight,  and  are  usually  easily 
corrected.  Flatulence,  colic,  vomiting  of  an 
acid  odor  and  abnormal  light  green  stools,  acid 
in  reaction,  which  irritates  the  buttocks,  are 
some  of  the  characteristics  of  too  much  carbo- 
hydrates in  the  diet  of  a breast  fed  baby.  In 
the  management  of  these  babies  the  mother’s 
diet  should  be  reduced  and  her  outdoor  exer- 
cise increased.  This  will  usually  cause  a re- 
duction of  the  sugar  percentage  in  her  milk. 
At  times  it  may  be  necessary  to  feed  the  baby 
one  or  more  feedings  each  day  of  protein  or 
buttermilk. 

The  artificially  fed  infant  with  a disturb- 
ance of  digestion  due  to  too  much  carbohy- 
drate in  the  food,  often  presents  serious  and 
dangerous  symptoms.  Tlieie  is  usually  colic, 
vomiting  and  the  passage  of  large  irritating 
green  watery  stools  with  mucus.  The  infant 
loses  weight  rapidly,  and  often  there  is  an 
increase  in  temperature  in  the  acute  cases. 
In  chronic  cases  the  loss  of  weight  is  less  rap- 
id, still  these  babies  often  change  rapidly  from 
a fat  individual  to  the  athreptic  type,  they 
become  toxic,  restless  and  prostrated  and 
their  resistance  is  markedly  lowered.  It  is 
necessary  of  course  in  the  treatment  to  reduce 
the  sugar  in  the  formula,  often  becoming  nec- 
essary to  use  some  of  the  dried  milk  prepara- 
tions in  which  there  is  a low  fat  and  sugar 
content  with  a high  protein  percent ; butter- 
milk and  protein  milk  answer  very  well. 

An  excess  of  protein  in  the  food  is  more 
often  found  in  breast  milk  during  the  early 
part  of  lactation ; nervousness,  fatigue  and 
lack  of  exercise  on  the  part  of  the  mother  tend 
to  increase  the  protein  content  of  the  milk, 
and  the  baby  will  have  flatulence,  colic  and 
restlessness,  rarely  vomiting;  the  number  of 
stools  is  increased,  usually  they  are  watery 
and  of  a brownish  yellow  color,  sometimes 
green  and  often  contain  mucus  and  soft  fat 
curds  (due  to  increase  peristalsis).  The  stools 
are  usually  alkaline  in  reaction.  The  baby  is 
likely  to  continue  to  gain  in  weight  in  spite 
of  the  colic  and  frequent  bowel  movements.  In 
correcting  this  condition  it  is  necessary  that 
the  mother  be  encouraged  to  take  enjoyable 
otudoor  exercise,  avoiding  fatigue ; rest  is  im- 
portant and  the  avoidance  of  anxiety  and  wor- 
ry will  act  as  a factor  in  reducing  the  protein 
in  her  milk.  It  may  be  necessary  for  the 
mother  to  reduce  her  diet,  to  lengthen  the  in- 
terval between  nursings  and  sometimes  it  is 
well  to  give  the  baby  some  cereal  water  before 
each  nursing. 

An  excess  of  protein  causing  a digestive 


disturbance  in  the  artificially  fed  baby  is 
more  often  a chronic  condition,  although  the 
acute  type  is  not  uncommon.  Vomiting  is 
not  common  but  there  is  apt  to  be  an  increased 
number  of  brownish  watery  stools,  or  the 
stools  may  be  normal  except  for  color  and 
odor.  Colic  is  often  present.  In  the  acute 
type  the  protein  is  withdrawn  from  the  diet 
for  a few  days  and  the  infant  is  fed  cereal 
waters  or  some  maltose  dextrin  or  milk  sugar 
mixture.  It  is  necessary  to  add  protein  to 
the  diet  as  soon  as  possible  in  order  to  pre- 
vent a nutritional  disturbance.  In  the  chron- 
ic form  there  is  vomiting  of  large  tough  curds, 
flatulence,  colic  and  the  stools  may  or  may 
not  be  frequent,  but  probably  containing 
curds,  or  constipation  may  be  present  with 
hard  dry  alkaline  stools.  There  is  more  often 
a failure  to  gain  in  weight  with  the  concom- 
itant nutritional  disturbances.  The  prognosis 
is  good  in  the  chronic  type  but  grave  in  the 
acute  form  where  there  is  vomiting  and  diar- 
rhea with  large  curds.  In  treating  Ihe  chron- 
ic form,  the  protein  is  reduced  for  a few  days, 
while  cereal  waters,  maltose-dextrin,  etc.,  are 
added.  As  protein  is  the  only  food  element 
capable  of  replacing  the  nitrogenous  waste,  it 
is  necessary  to  supply  the  protein  in  some 
form  within  a short  time.  Whey  mixtures 
usually  answer  very  well,  as  the  whey  is  not 
coagulated  by  rennin,  and  therefore  does  not 
form  curds ; cereal  diluents,  boiling  the  milk, 
the  addition  of  citrate  of  soda  (2  grains  to  the 
ounce  of  milk)  tend  to  prevent  the  formation 
of  large  curds.  Dried  milk  and  protein  milk, 
etc.,  contain  protein  but  the  casein  is  not 
coagulated  in  large  curds,  thereby  rendering 
it  more  digestible.  The  excess  of  protein  is 
said  to  be  in  the  form  of  casein  xnd  not  the 
whey. 

While  an  excess  of  the  salts,  sodium,  potas- 
sium, calcium,  etc.,  is  but  little  understood  at 
present,  no  doubt  they  plan  an  important  part 
in  the  digestive  disurbances  in  infancy. 

Indigestion  due  to  fermentation,  or  fermen- 
tation diarrhea,  occurs  almost  always  in  the 
infant  fed  with  artificial  food.  It  is  brought 
about  by  the  abnormal  growth  and  activity  of 
the  micro-organisms  in  the  contents  of  the  in- 
testines. There  are  seveial  different  bacteria 
that  may  be  the  cause,  and  the  pathologic 
chances  are  as  a rule  light. 

Indigestion  with  fermentation  is  more  often 
acute  rather  than  chronic.  In  acute  cases 
the  temnerature  is  often  high,  there  is  a fail- 
ure in  the  appetite,  flatulence  and  colic  are 
common,  vomiting  is  often  absent ; diarrhea  is 
the  most  important  symptom.  The  stools  are 
frequent,  loose,  waterv,  acid,  greenish  and  ir- 
ritating, when  caused  by  fermentative  changes 
in  the  carbohydrates  (which  is  the  food  most 
often  showing  fermentative  changes,  while 
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fats  are  next  in  frequency),  the  stools  are 
frothy  and  contain  mucus  and  small  soft 
curds.  When  the  changes  occur  in  the  pro- 
teins the  stools  will  be  a yellow  or  brownish 
color,  seldom  containing  much  mucus  or 
curds,  they  are  alkaline  in  reaction  and  have 
a musty  odor.  The  urine  is  diminished  in 
amount,  loss  of  weight  is  rapid  with  rapid  de- 
hydration, and  toxic  symptoms  are  common. 

The  prognosis  is  more  favorable  when  the 
stools  are  greenish,  with  mucus  and  are  irri- 
tating— earbohyrate  fermentation — then  when 
there  is  a piotein  fermentation,  loose  brownish 
watery  stools  with  a musty  odor.  The  prog- 
nosis is  more  grave  in  acute  cases,  while  the 
chronic  type  nearly  always  get  well,  but  are 
likely  to  be  long  drawn-out  cases. 

The  treatment  in  acute  cases:  First,  clean 
out  the  intestinal  tract  with  castor  oil,  milk  of 
magnesia  or  if  vomiting  is  present,  calomel. 
Stop  all  food  for  12  or  21  hours,  give  water 
freely.  The  rearrangement  or  changing  the 
food  affords  the  best  means  of  diminishing 
the  growth  and  activity  of  the  micro-organ- 
isms; in  carbohydrate  fermentation  the  sug- 
ars, starches  and  fats  are  reduced  and  the  pro- 
tein element  is  increased,  protein  milk,  but- 
termilk (skimmed),  be^f  juice,  albumin  wa- 
ter, etc.,  are  indicated.  In  protein  fermenta- 
tion, the  percentage  of  protein  is  reduced  and 
the  carbohydrates  are  increased  while  the  per- 
centage of  fat  is  kept  low.  This  is  accomplish- 
ed by  feeding  cereal  waters,  maltose  dextrin, 
dried  milk  with  a low  protein  perecent,  etc. 

In  the  chronic  cases  it  is  best  not  to  with- 
hold food  and  sometimes  it  is  inadvisable  to 
administer  purgatives,  but  the  diet  is  so 
changed  that  the  food  element  that  is  caus- 
ing the  fermentation  is  reduced  to  the  mini- 
mum, and  methods  introduced  to  limit  the 
toxemia,  plenty  of  water  is  indicated,  per  os, 
per  rectum,  by  hyperdermoclyses  and  intra- 
venously. 

Breast  feeding  whenever  possible,  cleanli- 
ness all  the  time,  keeping  the  baby  cool,  re- 
duction of  food  during  the  summer,  careful 
preparation  of  the  food,  prompt  attenion  to 
all  upper  respiratory  infections  and  prompt 
correction  of  all,  even  the  least,  digestive  dis- 
order will  save  many  babies. 


ACUTE  LYMPHATIC  LEUKEMIA:  RE- 
PORT OF  A CASE.1* 

By  Gaylord  C.  Hall,  M.  D.,  Louisville. 

I would  like  to  report  a ease  in  which  I was 
very  much  chagrinned  at  the  outcome,  but 
do  not  know  how  it  could  have  been  avoided. 

The  patient  was  a man  about  30  years  old 
whom  1 had  known  for  four  years.  He  first 
came  to  my  office  with  an  acute  tonsil  infec- 
tion. In  the  time  1 had  known  him  he  had 
suffered  four  severe  attacks  of  tonsilitis,  and 
at  the  termination  of  each  attack  I had  urged 
him  to  have  the  tonsils  removed.  Each  time 
he  said  he  would  do  so,  then  postponed  it 
The  last  time  1 saw  him  prior  to  his  final  ill- 
ness v as  in  November,  1926,  at  which  time  he 
had  an  acute  attack  of  tonsilitis  after  attend- 
ing a football  game. 

In  February,  1927,  he  had  another  attack 
together  with  what  the  family  physician  diag- 
nosed as  influenza.  At  the  end  of  this  at- 
tack during  the  night  he  was  seized  with  se- 
vere pain  in  his  leg,  and  the  diagnosis  of  phle- 
bitis was  made.  This  gradually  subsided  ex- 
cept for  slight  swelling  and  pain  in  his  foot. 
The  patient  had  then  been  under  the  observa- 
tion of  a general  physician  for  six  or  seven 
months.  HoM'ever,  his  symptoms  were  not  so 
noticeable  that  he  could  not  attend  to  his  bus- 
iness. This  attack  of  phlebitis  may  have  or- 
iginated from  some  focus  of  infection  outside 
of  the  tonsils,  and  efforts  were  made  to  deter- 
mine the  cause  of  it.  His  teeth  were  exam- 
ined by  the  roentgen-ray  and  four  were  found 
abscessed.  Two  of  them  were  extracted,  and 
the  other  two  being  front  teeth  in  the  upper 
jaw  were  treated  and  the  dentist  pronounced 
them  free  of  infection  after  treatment.  A 
Wassermann  reaction  (blood)  was  negative. 
At  that  time  the  blood  count  showed:  leuco- 
cytes, reported  normal;  erythrocytes,  about 
4,000,000 ; the  only  feature  notable  about  the 
differential  count  was  the  fact  that  he  had 
about  40  per  cent  small  leucocytes.  This  in- 
formation, however,  I did  not  get  until  after 
he  had  come  to  me  and  had  been  taken  care 
of,  for  the  reason  that  he  told  me  of  the  at- 
tack he  had  in  February  the  Wassermann  and 
blood  count  had  been  made  and  everything 
was  found  normal. 

At  the  time  I saw  him  his  tonsils  were  more 
inflamed  than  usual  and  I treated  him  for 
nearly  three  weeks.  Calcium  chloride  was  ad- 
ministered prior  to  tonsillectomy,  the  urine 
was  examined  and  pronounced  normal,  and 
the  clotting  time  of  the  blood  was  then  deter- 
mined to  be  within  normal  limits.  Tonsillec- 
tomy was  performed  under  general  anes- 
thesia. The  operation  M7as  rather  more  dif- 
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ficult  than  usual,  but  there  was  nothing  espec- 
ially notable  about  it.  He  reacted  well  fol- 
lowing the  operation,  which  was  performed  on 
Saturday,  and  left  the  hospital  the  next  day 
(Sunday).  On  Monday  his  wife  telephoned 
me  that  he  had  some  fever.  I gave  him  a purge 
followed  by  saline.  The  next  morning  he  still 
had  fever,  but  everything  about  the  throat 
was  normal.  The  following  day  fever  per- 
sisted, and  he  said  he  had  some  pain  about  the 
heart.  Stethoscopic  examination  revealed  very 
widespread,  loud  murmurs  over  the  pulmon- 
ary area. 

1 then  investigated  the  laboratory  findings 
which  he  spoke  of  having  had  made  two 
months  previously.  The  examination  was 
made  at  the  Louisville  Research  Laboratory, 
and  included  the  urine,  blood  count,  differ- 
ential count,  and  blood  culture.  About  that 
time  1 asked  Dr.  E.  F.  Horine  to  see  the  pa- 
tient and  examine  his  heart.  The  laboratory 
report  showed  a decided  amount  of  albumin 
in  the  urine  with  an  enormous  number  of 
granular  casts.  The  blood  picture  showed  3,- 
800,000  erythrocytes,  17,000  leucocytes  with 
60  per  cent  lymphocytes. 

The  patient  was  then  removed  to  the  hos- 
pital; that  was  on  Wednesday.  On  Friday 
after  admission  another  blood  count  was  made 
and  at  that  time  he  had  a little  more  than  3,- 
000,000  erythrocytes,  60,000  leucocytes  with 
78  per  cent  lymphocytes.  That  day  I re- 
ceived result  of  the  blood  culture  which  show- 
ed positive  staphylococcic  infection.  The  fol- 
lowing day  Dr.  Horine  saw  the  man  again,  but 
nothing  abnormal  was  discovered  about  the 
cardiac  apparatus.  However,  there  were  de- 
tected some  decided  rough  sounds  at  the  base 
of  the  left  lung,  and  Dr.  J.  A.  Jenkins  was 
called  immediately.  He  made  the  diagnosis 
of  lobar  pneumonia.  The  man  died  within 
twenty-four  hours. 

Another  blood  count  was  not  made,  but  this 
was  evidently  a case  of  acute  leukemia.  In 
view  of  the  fact  that  the  blood  culture  was 
positive,  and  I asked  Dr.  Allen  particularly 
about  this,  I have  wondered  whether  or  not 
the  staphylococcus  could  possibly  have  been 
a contamination,  but  he  assured  me  there 
could  not  have  been  any  contamination.  I 
have  also  wondered  whether  certain  infections 
of  the  blood  stream  might  not  produce  some 
change  in  the  blood-forming  organs  as  to  gi 
a picture  of  the  acute  lymphatic  type  des- 
cribed by  Henle  in  contradistinction  to  true 
leukemia  ? The  etiology  of  this  type  is  ap- 
parently unknown. 

The  man  unquestionably  had  a blood 
stream  infection  with  very  rapid  disintegra- 
tion of  the  cellular  elements  of  the  blood  and 
with  an  enormous  increase  in  lymphocytes  ter- 
minating in  generalized  infection  showing  in 


the  heart  and  kidneys  and  terminating  in 
pnenumoia.  There  was  no  enlargement  of  the 
lymphatics,  no  palpable  cervical  glands  or  of 
the  glands  in  any  other  part  of  the  body. 
There  was  nothing  unusual  about  the  tonsil- 
lectomy and  the  man  had  no  hemorrhage  of 
consequence. 

DISCUSSION. 

James  W.  Eruce:  Dr.  Hall  has  reported  a 

very  interesting  case.  I do  not  see  how  lymphat- 
ic leukemia  can  be  excluded  in  the  presence  of  a 
leucocyte  count  of  60,000  with  70  per  cent  lym- 
phocytes. On  the  other  hand,  there  was  a posi- 
tive blood  culture  snowing  staphylococcic  infec- 
tion. Of  course  in  staphylococcic  infection  we 
would  expect  to  find  a predominance  of  poly- 
morphonuclears,  but  in  this  case  the  infection 
was  associated  with  ^eukemia,  and  it  may  be 
readily  understood  how  the  two  forces  working 
together  might  produce  just  such  an  effort  as 
Dr.  Hall  has  described. 

I do  not  see  how  the  condition  which  devel- 
oped could  have  been  forseen  in  any  way.  The 
man  had  a blood  count  made  several  months  pre- 
viously and  it  was  found  perfectly  normal.  I 
do  no . believe  we  should  worry  very  much  about 
49  per  cent  lymphocytes. 

J.  Rowan  Morrison:  The  case  reported  by  Dr. 

Hall  is  very  interesting  to  me,  and  I am  glad  to 
have  heard  the  findings,  but  I cannot  offer  any 
suggestions  as  to  the  cause  of  the  patient’s 
death. 

I have  had  one  case  somewhat  similar  in  which 
the  patient  was  very  much  below  par  in  general 
health  when  he  presented  for  a tonsil  operation. 
Prior  to  this  the  blood  count  had  shown  nothing 
r markable  except  a moderate  number  of  lym- 
phocytes. Before  the  operation  another  blood 
count  was  made  which  showed  typical  evidences 
of  leukemia.  The  patient  died  some  time  after- 
ward. No  operation  was  performed  in  this  case. 

Leon  K.  Baldauf:  Some  time  ago  I saw  a case 

somewhat  similar  to  the  one  described  by  Dr. 
Hall  and  the  patient  recovered.  Of  course  an 
individual  may  have  lymphatic  leukemia  without 
any  enlargement  of  the  lymph  glands.  A num- 
ber of  cases  have  been  reported  where  the  lymph 
glands  were  not  enlarged  there  being  changes 
in  the  bone  marrow. 

Recently  there  have  been  reported  a number 
of  cases  of  what  is  known  as  mononucleosis 
where  in  certain  infections  there  is  a great  in- 
crease in  the  lymphocytes,  'rhe  latest  issue  of 
the  American  Journal  of  the  Medical  Sciences 
contains  the  report  of  a number  of  cases  par- 
ticularly where  there  have  been  certain  infec- 
tions about  the  mouth,  Vincent’s  angina,  etc. 

I saw  a case  about  six  months  ago  where  a 
patient  had  a leucocyte  count  of  30,000,  a large 
percentage  of  them  being  lymphocytes.  I was 
rather  fearful  that  the  patient  had  lymphatic 
leukemia,  but  fever  was  present  which  we  know 
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occurs  fairly  late  in  lymphatic  leukemia.  The 
increase  in  lymphocytes  disappeared  and  there 
was  no  definite  enlargement  of  the  lymph 
glands.  The  patient  recovered  and  the  leuco- 
cyte count  was  normal  when  he  left  the  city  some 
time  afterward. 

Longcope  nas  reported  a number  of  cases  of 
infectious  mononucleosis,  where  during  various 
infections  for  some  reason  or  other  the  lympho- 
cytes are  enormously  increased.  The  disease 
simulates  lymphatic  leukemia,  but  is  associated 
with  infection.  Some  of  the  patients  recover  and 
some  do  not. 

The  case  reported  by  Dr.  Hall  is  very  suspic- 
ious of  infectious  mononucleosis,  because  there 
was  a large  increase  in  the  lymphocytes,  the  pa- 
tient had  blood  stream  infection  and  the  organ- 
ism was  isolated. 

Emmet  F.  Horine:  Dr.  Hall  has  certainly  re- 

ported an  extremely  interesting  case. 

The  disease  was  manifestly  either  infectious 
mononucleosis  or  lymphatic  leukemia.  Against 
mononucleosis  was  the  fact  that  the  patient  did 
not  have  Vincent’s  angina,  these  two  conditions 
being  practically  always  associated.  In  addition 
to  the  absence  of  Vincent’s  organisms  the  leu- 
cocyte count  was  entirely  too  high  for  infectious 
mononucleosis.  Study  of  the  literature  shows 
that  in  infectious  mononucleosis  the  leucocyte 
count  is  under  30,000.  Near  the  termination  of 
his  case  the  leucocyte  count  was  approximately 

60.000  with  70  per  cent  lymphocytes.  So  I be- 
lieve we  were  dealing  with  a definite  acute  lym- 
phatic leukemia. 

The  spleen  was  carefully  examined  and  no  en- 
largement found.  The 'cervical  lymph  nodes 
were  not  palpable,  but  a few  enlarged  glands 
were  noted  in  the  groins  and  axillae. 

The  cardiac  findings  were  interesting  being 
those  associated  with  dilatation.  A study  of  the 
literature  concerning  acute  lymphatic  leukemia 
reveals  the  fact  that  often  the  patient  has  car- 
diac signs,  that  the  urine  shows  albumin  with 
many  casts  and  that  death  often  occurs  from  a 
terminal  pneumonia. 

Gaylord  C.  Hall  ( in  closing)  : I thank  the  gen- 
tlemen for  their  liberal  discussion.  Cases  such 
as  I have  reported  are  always  the  cause  of  more 
or  less  shock  to  us  and  lead  us  to  wonder  wheth- 
er or  not  in  all  the  operations  we  undertake  we 
should  not  subject  the  patient  to  the  very  limit 
of  laboratory  investigation. 

The  striking  features  about  the  case  are:  its 
rapidity  of  development,  the  rapidity  with  which 
the  leucocytes  increased,  and  the  very  rapid 
destruction  of  the  erythrocytes.  Within  a per- 
iod of  two  days  there  was  a reduction  of  over 

1.500.000  red  blood  cells,  and  that  is  the  reason 
I was  inclined  to  believe  that  the  infection  man- 
ifest in  the  blood  stream  was  a very  active  fac- 
tor in  the  development  of  the  patient’s  condi- 
tion. 


PANCREATITIS.* 

By  M.  Casper,  Louisville.  . 

According  to  Max  Bauman  (Munich)  : “In 
1866  Spiess  for  the  first  time  reported  the 
characteristics  of  pancreatitis.  Since  then 
the  number  of  publications  on  this  subject  has 
been  great  and  in  very  recent  years  tremen- 
dous.” 

Pancreatitis  is  a rather  uncommon  disease 
as  per  one  to  five  thousand  cases  in  Leeds 
(Eng.)  Hospital;  though  undoubtedly  it  is 
becoming  more  common  or  maybe  just  more 
often  recognized  than  formerly.  Like  most 
inflammatory  diseases  it  is  divided  into  acute 
and  chronic.  By  some  a subacute  division  is 
made  but  in  reality  it  is  only  a milder  drawn 
out  acute  form.  The  acute  form  (according 
to  Fitz)  occurs  in  three  forms,  or  rather 
stages, — hemorrhagic,  gangrenous,  and  sup- 
purative, in  order  named.  To  be  sure,  death 
may  ensue  at  any  stage  without  proceeding  in- 
to the  next ; also  it  must  be  a mild  hemor- 
rhagic stage,  that  gets  as  far  as  gangrene.  The 
suppurative  form  usually  breaks  down  in 
spots  separated  by  sound  (but  not  necessarily 
healthy)  tissue ; though  sometimes  two  or 
more  areas  coalesce  to  form  a larger  abscess. 

The  etiology  is  still  disputed,  but  we  are 
dependent  on  mu  h of  our  knowledge  from  op- 
erating room  observation ; consequently,  chol- 
ecystitis bears  a causal  relationship  and,  if 
it  is  not  a primary  focus  extending  by  the 
lymphatics  (according  to  Deaver)  and  also  by 
ductal  or  infected  bile  extension,  it  is  usual- 
ly coexisting  in  a majority  of  eases.  Also 
ulcers  of  stomach,  of  duodenum  and  even  ap- 
pendicitis may  be  predisposing  or  coexisting. 
Similarly  doubt  exists  as  to  whether  pancreat- 
itis is  (1)  infective,  (2)  auto-digestive,  or 
(3)  both.  Though  this  point  is  in  doubt  in 
the  early  stages,  nevertheless  both  are  active 
agents  in  its  progressive  march  of  symptoms 
and  destruction.  The  too  well  fed  individual 
is  affected  by  or  perhaps  overeating  is  just 
a cause  of  other  pathology  that  later  devel- 
ops into  pancreatitis.  Improper  diet  prob- 
ably aids  in  paving  a way  for  pancreatitis, 
and  lack  of  vitamins  has  been  given  as  a pos- 
sible predisposing  cause.  One  French  author 
mentions  morhpinism  as  a cause  but  may  not 
the  pain  of  other  pathology  that  started  the 
morphinism  more  likely  be  also  causal  to  pan- 
creatitis? Symptoms  usually  come  on  after  a 
heavy  meal  and  no  doubt  many  fatal  cases  of 
so-called  acute  indigestion  are  in  reality  pan- 
creatitis. 

The  pain  is  nearly  always  sudden,  over- 
whelming, and  colicky,  though  more  of  a bor- 
ing nature  and  simulating  ulcer  pain  rather 
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than  gall  stone  colie,  but  more  severe  than 
either.  The  pain  is  not  constant  nor  does  it 
entirely  recede,  but  ebbs  and  flows  with  more 
and  less,  rather  than  intermittent,  severity. 
The  pain  may  extend  transversely  but  is  lo- 
cated by  the  patient  in  the  upper  abdomen, 
and  point  pain  very  likely  is  near  and  some- 
what to  the  left  of  the  middle  line ; perhaps 
even  extending  sometimes  to  left  costal  arch. 
Morphine,  though  necessary,  does  not  control 
this  violent  pain.  Quite  as  important  as  the 
characteristic  pains  is  the  accompanying  col- 
lapse of  the  patient.  Acute  pain  and  collapse 
are  due  to  inflammatory  swelling  which  press- 
es on  coeliac  plexus,  and  also  explains  the 
deep  sudden  shock  likened  to  a “solar  plexus” 
blow. 

Lumbar  discoloration,  one  symptom,  is  due 
to  digestion  of  retropancreatic  tissue.  Vomit- 
ing is  also  a pronounced  symptom,  as  it  is  con- 
tinuous and  does  not  give  relief.  Vomitus  con- 
tains food,  bile,  and  mucus;  and  usually 
tenaciously  persists  until  operation  or  death. 

Distention  and  rigidity  are  slight  at  first, 
but  come  later  and  indicate  active  spreading 
peritonitis.  Many  other  symptoms  are  men- 
tioned but  are  either  inconstant  or  so  asso- 
ciated with  other  conditions  as  to  render  them 
negligible  as  diagnostic  aids.  Diarrhea  with 
fatty  stools  when  present  is  a valuable  symp- 
tom though  more  often  the  patient  is  consti- 
pated at  first.  Loewi’s  adrenalin  mydriaic 
test  which  consists  of  two  instillations  (four 
drops,  each  time  thirty  minutes  apart),  of 
adrenalin  1-1000  solution,  and  which  causes 
dilatation  of  pupil  in  inflammatory  pancre- 
atic disease,  may  be  of  great  value  but  has  not 
been  used  in  enough  cases  to  secure  the  path- 
ognomic rank  claimed  by  some  as  a diagnos- 
tic agent.  Effusion  into  the  lesser  sac  ac- 
counts for  fulness.  Later  the  patient  has  per- 
itonitis and  pus  which  enter  the  general  per- 
itoneal cavity  via  Foramen  of  Winslow,  caus- 
ing general  peritonitis  which  may  mask  or- 
iginal symptoms. 

That  the  symptom  complex  is  becoming  bet- 
ter understood  'by  the  profession  is  vouched 
for  by  the  increasing  number  of  cases  being 
reported  with  correct  pre-operative  diagnosis. 

Differential  diagnosis  is  not  made  in  a ma- 
jority of  cases,  and  in  probably  fifty  percent 
of  the  cases  the  abdomen  is  opened  for  other 
pathology  or  just  for  “acute  abdomen”  which 
means  no  specific  diagnosis  at  all. 

Pancreatitis  is  perhaps  more  frequently 
confounded  with  gall  stone  colic  than  with 
any  other  condition.  The  diagnostician  is  of- 
ten satisfied  because  the  latter  is  usually  pres- 
ent, and,  with  a history  of  colic  and  dyspepsia 
complex  his  diagnosis  is  often  seemingly  jus- 
tified. Certainly  no  operation  on  gall  blad- 
der is  complete  unless  exploration  or  palpa- 


tion of  ducts,  lymphatics  and  pancreas  is 
made. 

It  is  not  difficult  to  do  a cholecystotomy  or 
even  a cholecystectomy  but  it  is  difficult  in- 
deed to  not  overlook  coexisting  pathology  that 
is  even  more  important  to  the  patient. 

The  pain  in  gall  bladder  disease  is  differ- 
ent from  that  in  pancreatitis,  being  nearly  al- 
ways to  the  right  of  median  line  and  radiat- 
ing to  right  shoulder  even  when  stone  is 
lodged  at  ampulla  of  Vater,  (a  condition  that 
closely  simulates  pancreatitis).  Ulcer  of 
stomach  with  perforation  also  closely  simu- 
lates pancreatitis ; but  the  previous  history  of 
pain  with  food,  rigidity  with  the  onset  of 
pain,  at  once  after  perforation  and  rapid  in- 
volvement of  general  peritoneal  cavity  serves 
to  rule  perforated  gastric  ulcer  out.  This  is 
not  so,  however,  with  a perforating  duodenal 
ulcer,  as  we  have  not  the  history  of  pain  with 
food ; but  nevertheless  we  have  history  of 
hunger  pain  quite  as  distinctive.  Also  board- 
like abdomen  with  the  pain,  which  is  quite  as 
severe  as  that  of  pancreatitis,  may  aid  in  dif- 
ferentiation. 

Acute  intestinal  obstruction  is  perhaps 
quite  as  often  confused  with  pancreatitis  as 
any  other  condition.  This  is  no  doubt  due  to 
the  constipation  that  is  present  in  both. 

Intestinal  obstruction  is  never  so  sudden  in 
onset,  the  pain  so  severe,  nor  the  collapse  so 
early  and  so  marked  as  in  pancreatitis.  The 
vomiting  is  not  severe  early  in  obstruction 
and  comes  on  more  insidiously ; also  it  is  nev- 
er fecal,  so-called,  in  pancreatitis. 

One  thing  is  certain;  nearly  all  the  condi- 
tions with  which  pancreatitis  might  be  con- 
fused are  also  operative,  one  notable  excep- 
tion being  cancer  of  the  pancreas  which  is  of- 
ten confused  with  pancreatitis  even  with  the 
abdomen  open.  The  pebble-like  feehng  of  the 
pancreas  is  different  from  that  of  cancer  hard- 
ness. Visual  examination  readily  differen- 
tiates in  case  of  doubt.  Cancer  age  and  pan- 
creatitis age  are  about  the  same.  The  treat- 
ment should  start  by  eradicating  predispos- 
ing conditions  like  cholecyst  ii is,  and  the  like, 
before  they  progress  to  such  violent  compli- 
cations as  pancreatitis.  We  could  as  well  go 
a step  farther,  which  is  the  ultimate  aim  of 
preventive  medicine,  and  so  direct  the  human 
family  by  diet,  hygiene,  removal  of  focal  in- 
fection, and  the  like,  so  as  to  forestall  even 
the  coexisting  if  not  predisposing  factors  that 
follow  these  human  indiscretions.  Any  pa- 
tient that  gets  to  the  pancreatitis  stage  has 
been  a badly  neglected  charge,  not  necessarily 
through  his  doctor’s  but  through  his  own  ne- 
glect. We  can  conceive  of  no  treatment  ex- 
cept an  operative  one  once  the  disease  has  de- 
veloped. Operation  consists  of  approach  to 
pancreas,  which  is  done  by  one  of  three  routes, 
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via  first,  gastro-hepatic  omentum ; second, 
gastro  colic  omentum;  third,  mesocolon.  The 
route  is  usually  determined  by  ease  of  ap- 
proach according  to  relationship  of  organs, 
adhesions,  ptosis,  etc.  Free  drainage  and  re- 
lease of  tension  are  the  requisites;  this  re- 
quires some  nicety  of  technique,  as  it  is  im- 
portant that  the  pancreatic  fluids  be  kept 
from  coming  in  contact  with  other  tissues. 
Drainage  per  lumbar  route  has  been  advocat- 
ed as  ideal,  but  the  extra  time  consumed  on  a 
desperately  ill  patient  often  renders  this  in- 
advisable. 

Surgery  is  more  favorable  in  the  acute  form 
though,  remarkably,  often  relatively  so  in  the 
chronic.  The  advent  of  infiltration  anes- 
thesia has  been  of  immense  assistance  in  this 
very  precarious  surgical  risk. 

If  the  abdomen  is  opened  on  another  diag- 
nosis the  ever  present  tell-tale  fat  necrosis 
at  once  puts  the  surgeon  on  the  right  track. 
Fat  necrosis  areas  result  from  liberated  pan- 
croati  lipase  saponifying  tha  neutral  fats 
nf  the  omentum  and  other  intra-abdominal 
fat. 

The  surgical  mortality  is  high  because  we 
are  dealing  with  a violent  disease.  Perhaps 
sixty-six  percent  of  those  medically  treated 
die.  though  some  undoubtedly  get  over  attacks 
without  any  treatment.  The  after  treatment 
of  those  patients  who  do  recover  from  ordeals 
of  a severe  operation  for  a desperate  condi- 
tion is  quite  an  important  sequel,  not  forget- 
ting that  the  disease  does  not  recur  even  after 
operation.  The  condition  of  the  patient  per- 
mitting. any  other  intra-abdominal  pathology 
should  be  cleared  away.  Should  the  emer- 
gency be  a life-saving  measure,  subsequent 
surgery  should  be  the  choice  of  procedure  for 
taking  care  of  coexisting  pathology. 

Treatment  of  Dilated  Colon To  maintain 

the  d’lation  of  the  pelvirectal  sphincter  effected 
manually,  Fullerton  introduces  into  the  rectum  a 
pear-shaped  rubber  bag,  with  a diameter  of  1 1-2 
inches  at  its  broadest  part.  The  bag  is  then  dis- 
tended with  water,  and  the  tube  loaning  from 
its  narrow  end  is  wound  spirally  round  a glass 
rod  laid  across  the  child’s  buttocks,  and  fixed  in 
position.  The  nurse  rotates  the  glass  rod  at  in- 
tervals, so  as  to  increase  the  tension  of  the  rub- 
ber tube  and  thus  maintains  steady  pressure  on 
the  constricted  portion  of  bowel.  In  a case  cited 
the  bag  was  passed  spontaneously  twenty-four 
hours  after  its  insertion.  The  subsequent  pro- 
gress of  the  case  has  been  extremely  gratify- 
ing. The  treatment  is  based  on  the  hypothesis 
that  there  is  achalasia  of  the  pelvirectal  sphinc- 
ter. It  is  suggested  that  this  treatment  might  be 
tried  before  grave  surgical  procedures  are  io- 
s rted  to. 


ABDOMINAL  PAIN.* 

By  Thomas  J.  Crice,  M.  D.,  Louisville. 

Possibly  no  symptom  in  the  whole  realm  of 
disease  is  of  greater  interest  and  of  wider  dis- 
tribution than  that  of  pain.  To  the  unini- 
tiated it  is  often  considered  a mystery,  more 
perhaps  from  its  moral  aspect  than  from  its 
clinical.  To  those  of  us  who  regard  it  in  the, 
light  of  an  indication  that  Nature  is  convey- 
ing information  of  considerable  physiological 
and  clinical  importance  in  the  elucidation  of 
functional  and  pathological  disorders,  it  be- 
comes a subject  of  the  greatest  significance. 
As  a study  in  itself,  pain  embraces  an  accur- 
ate knowledge  of  certain  anatomical  and  phy- 
siological facts  as  well  as  a comprehensive  in- 
vestigation into  the  morbid  processes  of  dis- 
ease. The  subject  is  naturally  a very  wide 
one,  and  in  the  short  time  at  my  disposal  I 
can  only  deal  with  it  in  a restricted  way.  My 
remarks,  therefore,  are  to  be  limited  to  the  dis- 
cussion of  pain  as  it  is  manifested  in  the  ab- 
domen. 

For  us,  as  physicians  and  surgeons  dealing 
with  the  symptoms  of  disease,  the  most  practi- 
cal part  of  all  these  considerations  about  the 
nerve  supply  of  the  various  parts  of  the  body 
is  that  which  concerns  the  ultimate  distribu- 
tion of  the  spinal  nerves;  for  it  is  by  means 
of  these  that  we  gain  a great  deal  of  our  clin- 
ical information  regarding  the  vaiious  seats 
of  disease,  and  sometimes  also  the  particular 
nature  of  the  disease.  It  behooves  us,  there- 
fore, to  remember  very  accurately  the  final 
distribution  of  every  nerve  that  leaves  the 
brain  and  spinal  cord  to  end  in  some  part  of 
the  body.  Take  as  an  example : The  Sixth 

Thoracic  Intercostal  Nerve.  In  its  course  be- 
tween the  sixth  and  seventh  ribs  it  gives  off 
close  to  the  spine  its  posterior  primary  branch, 
which  is  distributed  to  the  skin  between  the 
lower  angles  of  the  scapula;  then,  about  the 
middle  of  the  intercostal  space,  from  before 
backward,  it  gives  off  its  lateral  cutaneous 
branch  which  ends  in  the  skin  of  the  side  of 
the  chest  a little  below  the  level  of  the  lower 
end  of  the  scapula;  and,  finally,  this  nerve 
ends  in  the  sensory  organs  contained  within 
the  skin  of  the  epigastric  region  at  its  upper 
part. 

Let  us  turn  our  attention  to  the  practical 
application  of-^lie  knowledge  by  which  com- 
munications take  place  between  the  brain  and 
the  spinal  cord  and  the  various  parts  of  the 
body,  and  see  how  it  works  out  in  the  diag- 
nosis and  treatment  of  disease.  As  a first 
clinical  e .ample  we  may  take  pain  felt  in  the 
epigastrium,  the  side,  and  the  interscapular 
region  in  the  case  of  chronic  gastric  ulcer.  The 
nerve  supply  of  the  stomach  is,  of  course,  by 
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means  of  the  two  vagi  and  the  sympathetic  so- 
lar plexus,  the  latter  being  intimately  connect- 
ed with  the  celiac  plexus,  which  in  its  turn 
receives  branches  from  the  subsidiary  plex- 
uses that  are  directly  associated  with  the  stom- 
ach. When,  then,  ulcer  of  the  stomach  causes 
pain  to  be  felt  in  the  parts  before  mentioned, 
the  lines  of  communication  between  the  seat 
of  disease  and  the  centers  of  pain  are  those 
that  have  already  been  anatomically  traced ; 
thus,  from  the  great  solar  plexus  the  large 
splanchnic  nerves  pass  upward  to  the  sixth 
thoracic  sympfthic  ganglia,  fibres  from  which 
pass  onward  to  the  cells  in  the  posterior  cor- 
nua of  that  segment  of  the  cord  which  also  re- 
ceives fibres  from  the  sixth  thoracic  intercos- 
tal nerve.  Now,  inasmuch  as  these  spinal 
nerves  have  at  their  terminals,  sensory  organs 
capable  of  producing  the  impression  of  pain, 
it  follows  that  this  pain  will  be  experienced  in 
those  parts  where  these  sensitive  organs  are 
located ; and  those  in  the  case  of  the  sixth  in- 
tercostal nerve  will  be  in  the  epigastrium,  the 
side  of  the  chest,  and  between  the  shoulder 
blades.  Pain  thus  occurring  not  at  the  actual 
seat  of  disease,  is  called  a “Referred”  pain. 
Nearly  all  pains  felt  in  connection  with  ab- 
dominal disease  connected  with  the  viscera 
are  of  this  “Referred”  character. 

To  illustrate  this  further,  let  us  take  some 
other  examples : Those,  for  instance,  connect- 
ed with  the  presence  of  gall  stones  and  those 
associated  with  the  existence  of  calculi  in  the 
kidney.  Here  Ave  have  two  organs  closely  re- 
lated anatomically  to  each  other,  with  many 
symptoms  also  much  alike,  but  in  which  the 
acute  colicky  pains  are  Avidely  different  in 
their  seats  of  distribution.  To  explain  this  di- 
vergence of  tAvo  organs  so  closely  related  and 
so  similary  affected,  Ave  have  simply  to  refer 
to  the  anatomical  distribution  of  the  nerves 
respectively  associated  with  each  vise/us  in  or- 
der to  ascertain  hoAv  the  affected  viscera  cause 
the  symptoms  to  become  manifested  in  a dis- 
tant part  of  the  body.  In  the  case  of  gall 
stones,  the  first  link  in  the  chain  is  the  hepatic 
sympathetic  plexus.  This  plexus  is,  of  course, 
connected  with  the  celiac  plexus,  itself  inti- 
mately associated  on  the  one  side  Avith  the 
great  solar  plexus,  and  on  the  other  side  with 
the  phrenic  ganglion,  which  is  situated  in  the 
diaphragm.  It  has  already  been  shown  in  the 
case  of  the  stomach  how  the  solar  plexus  by  its 
somatic  connections  causes  pain  to  be  felt  in 
the  epigastrium.  It  is  the  connection  of  the 
hepatic  plexus  Avith  the  phrenic  ganglion  sit- 
uated in  the  diaphragm  that  explains  the  right 
shoulder  pain  ; for  this  ganglion,  through  the 
medium  of  the  phrenic  nerve,  is  brought  into 
relation  with  the  fourth  cervical  nerve  that 
distributes  branches  over  the  shoulder. 

Another  interesting  example  of  “referred” 


pain  is  that  connected  with  acute  appendicitis. 
In  this  disease  the  initial  seizure  is  frequently 
felt  in  the  umbilical  region  before  the  pain  set- 
tles in  the  right  inguinal  region.  The  sequence 
of  events  is  not  difficult  to  follow.  The  in- 
ferior mesenteric  plexus  supplies  the  ileo-cecal 
section  of  the  intestinal  canal,  and  therefore 
the  appendix  also;  but  this  plexus,  through 
the  medium  of  the  aortic  plexus,  connects  with 
the  solar  plexus,  so  that  a communication  is  es- 
tablished with  the  large  splanchnic  nerve. 
This  nerve  connects,  through  the  correspond- 
ing sympathetic  ganglion,  with  the  fifth  to  the 
ninth  or  tenth  thoracic  intercostal  nerves, 
Avhose  final  distribution  is  the  epigastric  and 
umbilical  regions,  where  are  the  sensory  end 
organs  that  give  rise  to  the  feeling  of  pain. 
That  pain  is  later  felt  directly  in  the  right 
iliac  region  over  the  actual  seat  of  disease  is 
probably  due  to  the  inflammatory  involve- 
ment of  the  parietal  peritoneum,  which  is  an 
extremely  sensitive  structure,  and  readily 
causes  pain  Avhen  over-stimulated  by  any  un- 
natural agency. 

I am  anxious  noxv  to  present  the  picture  in 
another  form.  In  our  practical  work  we  do 
not  begin  Avith  a knoAvledge  of  the  organ  dis- 
eased and  explain  the  presence  of  the  pain; 
we  do  just  the  reverse.  We  investigate  the 
nature  and  situation  of  the  pain,  and  from 
these  data  seek  to  discover  the  disease.  1 am 
going,  therefore,  to  ask  you  to  examine  a spe- 
cific instance  of  a patient  suffering  from  pain, 
say,  in  the  epigastric  region,  and  to  seek  Avith 
me  to  differentiate  its  clinical  significance.  It 
should  be  remembered,  in  the  first  place,  that 
Ave  are  dealing  Avith  a “referred’  pain,  not 
with  pain  that  is  dependent  on  some  local  mis- 
chief in  the  abdominal  parieties,  but  with  that 
which  is  the  result  of  influences  transferred 
from  some  distant  organ  or  tissue.  Our  first 
natural  thought  connected  with  pain  in  this 
region  would  be  that  it  might  be  of  gastric  or- 
igin, but  as  there  may  exist  no  other  symptoms 
suggestive  of  disease  or  functional  derange- 
ment of  the  stomach,  AArhat  other  causes  could 
give  rise  to  it?  I think  that  if  you  have  fol- 
lowed me  in  all  that  I haAre  already  indicated 
regarding  the  way  in  which  the  various  nerve 
influences  are  comTeyed  you  will  readily  un- 
derstand how  it  is  possible  for  certain  sensi- 
tive cutaneous  areas  to  be  focalizing  seats  of 
pain  indicative  of  disease  in  more  than  one 
organ  or  tissue.  This  case  is  very"  plainly 
demonstrated  in  the  ease  of  epigastric  pain. 

Summary  of  Abdominal  Pain. 

The  significance  of  abdominal  pain  is  quite 
a large  subject  for  any  one  to  undertake  to 
Avrite  upon  or  enter  into  discussions  of  many 
of  its  different  phases,  and  there  is  no  other 
condition  in  the  human  anatomy  that  intern- 
ists and  surgeons  are  called  upon  to  deal  with 
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and  treat  as  often  as  some  pathological  condi- 
tion in  the  abdominal  cavity.  Therefore,  if 
the  one  symptom  abdominal  pain  exists  to- 
gether with  various  other  clinical  symptoms, 
we  should  incorporate  our  laboratory  work- 
ers, and  these  conditions  studied  minutely  this 
effort  would  no  doubt  be  worthwhile  and 
would  increase  our  diagnostic  efficiency ; also 
lower  the  mortality  together  with  morbidity, 
and  it  seems  our  work  would  be  more  inspir- 
ing and  gratifying  even  though  many  of  our 
hardest  and  most  trying  cases  are  thankless 
jobs. 

In  abdominal  conditions  the  first  subjec- 
tive symptom  is : Pain  in  the  abdomen.  The 
first  question  which  confronts  the  medical 
man  is  a systematic  history  eliminating  the 
non-essentials,  but  be  sure  and  go  thoroughly 
into  the  subjective  history.  The  history  of  the 
patient  should  be  written  plainly  in  liis  own 
words ; his  is  important  not  only  at  the  pres- 
ent time  but  it  completes  one’s  records  which 
is  so  necessary  in  our  work  from  year  to  year. 

Second,  Inspection  : This  is  very  important 
for  many  reasons;  first,  the  shape,  size,  ir- 
regularities, nodules,  masses,  waves,  etc. 

Third,  Palpation : This  is  the  most  artistic 
means  we  have  in  physical  diagnosis.  I say  it 
takes  an  artist  to  palpate  and  interpret  what 
he  feels  and  what  he  hears.  We  have  all  seen 
some  men  pound  the  abdomen,  thump  on  a 
sore  eye,  punch  a swollen  mastoid,  which  was 
evidence  of  no  skill,  and  put  more  more  or  less 
fear  into  the  patient.  This  with  muscular 
guard  and  human  fears,  nothing  can  be  learn- 
ed. So,  much  time  has  been  lost  with  more  or 
less  dissatisfaction  to  the  patient.  This  may 
seem  rather  an  extreme  picture  in  these  re- 
fined diagnostic  days,  however,  it  is  astound- 
ing to  observe  the  uncultivated  methods  of 
palpation.  The  patient’s  abdomen  should  be 
approached  in  the  most  gentle  manner  and 
keep  in  mind  the  probable  character  of  path- 
ological organ  or  organs  /on  are  palpating 
and  hence,  I say,  it  takes  an  artist  to  perform 
this  important  job  of  palpation.  It  only  comes 
through  close  observation,  application  and  a 
keen  sense  of  touch. 

DISCUSSION. 

George  A.  Hendon:  Looking  at  this  subject 

purely  from  a practical  surgical  standpoint,  or  I 
nrght  say  a commercial  point  of  view,  in  a case 
of  abdominal  pain  the  primary  objective  is  to 
determine  whether  that  pain  is  due  to  a lesion 
or  disturbance  of  the  mucous  membrane,  or 
whether  it  is  due  to  a lesion  of  the  serous  mem- 
brane that  lines  the  abdominal  cavity.  If  it  is 
due  to  a mucosal  lesion  there  will  always  be  pres- 
ent some  form  of  diarrhea,  practically  the  only 
exception  being  gasti'c  ulcer.  If  diarrhea  be  not 
present  evacuation  of  the  intestinal  contents  may 
be  readily  produced  by  the  administration  of  a 


purgative,  and  then  it  is  a medical  case,  the  sur- 
geon is  not  needed.  If  there  is  abdominal  pain 
with  absence  of  diarrhea  and  difficulty  in  pro- 
ducing evacuation  by  the  administration  of  a pur- 
gative, there  is  involvement  of  the  serous  mem- 
brane lining  the  abdominal  cavity  and  't  becomes 
a surgical  case.  As  notable  exceptions  may  be 
mentioned  gastric  crises  of  tabes  dorsalis  and 
lead  colic.  In  these  cases  one  is  just  as  likely 
to  make  a mistake  on  one  side  as  on  the  other. 
For  instance,  I recently  saw  a patient  who  had 
been  given  one  and  a half  pounds  of  epsom  salts 
because  he  had  pain  in  the  abdomen.  At  oper- 
ation it  was  found  that  he  had  a perforated  duo- 
denal ulcer.  The  salts  had  been  administered 
under  the  impression  that  the  patient  was  suffer- 
ing from  lead  colic  because  of  the  symptoms  pre- 
sented. He  had  a well  defined,  perforated  ul- 
cer of  the  duodenum  with  an  enormous  amount 
of  gastric  contents  in  the  abdominal  cavity. 
Pains  of  this  kind  will  enable  one  to  make  an 
early  operation,  and  early  operation  of  course 
we  know  is  the  primary  desideratim,  in  cases 
where  it  is  necessary,  to  conserve  the  health  and 
life  of  the  individual. 

Abdominal  pain  occurs  m renal  and  ureteral 
calculi,  but  in  these  cases  there  are  guiding  fac- 
tors which  will  prevent  mistakes  in  diagnosis.  In 
certain  systemic  affections  abdominal  pain  is 
sometimes  an  important  symptom. 

Another  point  is  that  pain  connected  with  the 
digestive  tract,  either  serous  or  mucosal  in  its 
location,  will  always  be  accompanied  by  nausea 
and  vomiting  at  some  period  in  the  history  of  the 
case.  One  can  frequently  differentiate  between 
appendicitis  and  right-sided  pyosalpinx  by  the 
fact  that  in  pyosalpinx  nausea  appears  late  in 
the  history  of  the  disease,  whereas  in  appendi- 
citis nausea  and  vomiting  are  early  symptoms. 

Consideration  of  the  foregoing  will  enable  you 
to  differentiate  between  lesions  of  the  mucous 
and  serous  coats  of  the  intestine  in  cases  of  ab- 
dominal pain  and  I believe  will  prove  of  consid- 
erable advantage. 

D.  P.  Hall:  I wish  to  congratulate  Dr.  Grice 

on  the  excellence  of  his  paper,  as  it  is  one  of  the 
few  read  before  this  society  dealing  with  abdom- 
inal pain  from  the  neurological  aspect. 

It  is  well  to  remember  that  we  may  have  “re- 
ferred” pain  through  the  terminal  branches  of 
the  intercostal  nerves  to  the  abdomen  in  the  be- 
ginning of  pneumonia  and  pleurisy  which  simu- 
lates acute  appendicitis  very  closely  and  calls 
for  all  who  are  doing  surgery  to  execute  their 
diagnostic  acumen  to  the  keenest  extent. 

It  surely  requires  our  touch  to  be  gentle  when 
using  the  art  of  palpation  on  the  abdomen,  es- 
pecially on  these  cases  presenting  not  only  “re- 
ferred” pain  from  one  region  to  another,  but  in 
the  highly  nervous  patient. 

French  has  published  a book  on  diagnosis 
which  traces  “referred”  pain  from  a neurologi- 


642 


KENTUCKY  MEDICAL  JOURNAL 


[November,  1927 


cal  standpoint  as  well  as  from  a symptomatic  and 
objective  viewpoint. 

Emmet  F.  Horine:  There  is  one  cause  for 

abdominal  pain  to  which  I wish  to  direct  atten- 
tion, namely  pain  in  the  upper  abdomen  due  to 
acute  coronary  occlusion.  Ordinarily  the  pain  in 
this  condition  is  substernal  and  radiates  in  a 
rather  typical  way  upward  into  the  neck  or  into 
the  shoulders  and  arms  but  it  may  be  localized 
occasionally  in  the  upper  abdomen.  The  pain 
is  quite  constant  being  very  severe,  and  unless 
one  is  alert,  an  unnecessary  abdominal  operation 
may  be  performed.  Of  course  we  know  that  in 
acute  coronary  occlusion  the  blood-pressure  re- 
cedes materially.  A blood-pressure  known  to  be 
decidedly  elevated  previously  will  recede  to  with- 
in normal  limits  while  normal  pressure  becomes 
decidedly  sub-normal  in  acute  coronary  occlusion. 
Let  us  not  forget,  also,  that  in  acute  coronary 
occlusion  a leucocytosis  is  always  present.  The 
reason  for  this  is  that  from  the  infarcted  area 
in  the  heart  foreign  protein  is  absorbed. 

Thomas  J.  Crice  (in  closing)  : I appreciate  the 

discussion  very  much.  I do  not  know  just  what 
Dr.  Hendon  meant  by  the  word  “commercialism,” 
perhaps  I did  not  understand  him  correctly.  My 
object  in  writing  the  paper  was  to  encourage 
those  interested  in  abdominal  pathology  to  take 
more  time  to  study  clinical  diagnob'  before  sub- 
jecting a patient  complaining  of  abdominal  pain 
to  any  surgical  procedure.  I beH  ve  if  we  would 
carefully  study  the  clinical  data  which  older  men 
in  the  profession  used  and  not  rush  our  patients 
to  the  operating  table,  we  would  be  more  accur- 
ate in  making  our  diagnoses. 

I do  not  see  why  patients  cannot  De  kep , in 
the  hospital  two  or  three  days  for  study,  espec- 
ially when  they  present  obs  ure  abdominal  symp- 
toms. Of  course  there  are  exceptions  to  this 
rule.  In  acute  abdominal  lesions  and  emergency 
cases  the  proposition  is  entirely  different. 


S'udy  of  the  Action  of  Calcium  on  the  Heart 

in  Animals. — Frommel  studied  by  means  of  elec- 
trocardiograms the  changes  in  cardiac  rhythm  in 
rabbits  and  frogs  after  intravenous  injection  of 
calcium  chloride.  The  animals  presented  nodal 
bradycardia,  and  disturbed  intracardiac  conduc- 
tivity, even  complete  heart  block  or  arrest  of 
the  ventricular  systole  The  experiments  were 
repeated  in  rabbits  in  which  the  vagus  was  par- 
alyzed by  artopine,  or  was  sepered.  The  effect 
of  calcium  chloride  on  the  heart  was  almost  the 
same  in  these  animals  as  in  the  healthy  animals. 
Therefore,  the  role  of  the  vagus  in  the  action 
of  calcium  chloride  is  insignificant.  The  con- 
clusion is  tha1-  calcium  may  effect  the  myocar- 
dial fibers  directly  or  by  the  route  of  the  intra- 
cardiac ganglions.  Th?  property  possessed  by 
calcium  of  enforcing  the  cardiac  contractions, 
enhancing  the  excitability  of  the  heart  and  re- 
ducing its  conductivity  is  analogous  to  that  of 
digitalis. 


A TREATMENT  FOR  FRACTURES  OF 
THE  FEMORAL  NECK:  REPORT  OF 
FIVE  CASES.* 

By  George  A.  Hendon,  M.  I).,  Louisville. 

If  we  expect  to  advance  the  frontiers  of 
science  we  should  not  waste  time  in  the  dis- 
cussion of  ideas  that  have  been  settled,  and  are 
beyond  the  pale  of  argument.  I am  therefore 
introducing  a subject  that  is  open  to  contra- 
diction and  dispute.  For  instance,  it  is  ad- 
mitted that  patients  will  recover  witli  useful 
limbs  after  fractures  of  the  femur  if  they 
have  been  incased  in  plaster  of  Paris,  that 
more  will  recover  with  greater  usefulness  if 
the  broken  limb  lias  been  maintained  in  the 
position  of  abduction.  It  is  also  known,  and 
admitted  that  recoveries  will  take  place  if  the 
limb  has  been  kept  in  extension  by  various  ap- 
pliances including,  Bucks  extension,  weight 
and  tongs,  Thomas  splints,  Hodgens  splints, 
suspension  by  means  of  the  Balkan  frame,  and 
some  even  regain  the  use  of  a broken  leg  with- 
out any  surgical  appliance  whatever.  It  might 
also  be  cited  as  a parallel  that  people  nave 
been  known  to  go  to  California  in  an  ox-wagon 
and  arrive  in  possession  of  all  their  faculties 
and  good  health,  and  live  useful  lives  ever  af- 
ter. 

I have  always  been  very  deeply  impressed 
by  the  discomfort  and  sometimes  the  pain,  and 
sometimes  the  actual  death  that  has  atended 
victims  of  the  disaster  under  consideraion 
which  I attributed  in  great  measure  to  the 
means  adopted  to  immobilize  the  fragments 
of  fractured  bones.  Especially  is  this  true 
concerning  old  people.  I therefore  for  a num- 
ber of  years  treated  my  patients  with  consider- 
able satisfaction  in  a suspension  apparatus 
that  included  the  Hodgen  principle  but  with 
a number  of  extenuating  devices.  This  meth- 
od while  producing  satisfactory  results  im- 
posed a considerable  burden  and  restraint  up- 
on the  patient.  I have  also  entertained  the 
opinion  that  if  these  people  could  be  treated 
without  the  weigh  of  apparatus  their  recovery 
would  be  better  assured  and  their  comfort  ma- 
terially enhanced. 

The  open  operation  for  fractures  of  all 
kinds  has  been  looked  upon  with  distrust,  be- 
cause of  the  tradition  opposing  the  conver- 
sion of  the  simple  fracture  info  a compound 
fracture.  This  deep-seated  aversion  grew 
from  the  ancient  experience  which  taught  that 
the  difference  between  compound  and  simple 
fractures  was  equivalent  to  the  difference  be- 
tween life  and  death.  The  importance  of  this 
influence  can  be  understood  more  clearly  when 
we  recall  the  fact  that  it  was  in  this  particu- 
lar field  of  surgery  that  Lister  first  employed 
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his  genius  in  the  establishment  of  the  antisep- 
tic treatment  of  wounds.  He  was  so  deeply 
alarmed  by  the  hazards  of  compound  frac- 
tures, and  was  so  assured  by  the  safety  of  sim- 
ple fractures,  that  he  was  moved  to  spend  his 
energies  in  converting  the  compound  fracture 
into  the  simple  one.  And  ever  since  his  time 
surgeons  have  cherished  a secret  horror  at  the 
thought  of  reversing  the  pathological  order, 
and  it  seems  to  day  to  the  majority  that  it  is 
bordering  on  folly  to  convert  a simple  frac- 
ture into  a compound  one.  Therefore  every 
device  available  botli  to  genius  and  clumsy 
mediocrity  has  been  employed  to  secure  im- 
mobilization and  alignment  of  bony  fragments 
without  direct  and  open  approach. 

After  considerable  experience  I have  reach- 
ed the  conclusion  that  the  propensity  of  open- 
ed fractures  toward  suppuration  is  not  so 
much  due  to  the  character  and  nature  of  the 
injury  as  it  is  to  the  embarrassment  of  local 
nutrition  which  is  caused  by  splints  or  other 
immoblizing  apparatus.  Such  impedimenta 
seriously  impair  the  nutrition  of  the  limb  up- 
on which  they  are  imposed,  not  only  through 
the  restricted  circulation  but  they  interfere 
with  all  the  sources  of  nutrition  trophic  as 
well  as  circulatory.  Therefore,  as  I see  it, 
there  is  no  more  hazard  of  infection  in  open- 
ing a fracture  than  there  is  in  opening  the 
abdominal  cavity.  Since  reac]  ing  that  con- 
clusion it  became  quite  apparent  that  if  some 
means  of  approximation  and  alignment  of  the 
fragments  of  broken  bones  could  be  devised 
without  the  above  mentioned  incumbrance  a 
fatal  difficulty  would  be  removed. 

The  idea  of  using  metallic  appliances  for 
direct  fixation  was  always  more  or  less  re- 
volting on  account  of  the  incompatibility  be- 
tween bones  and  metal,  or.  in  other  words,  be- 
tween organic  and  inorganic  substances.  This 
was  first  brought  to  my  notice  by  observing 
the  reaction  of  growing  trees  to  the  inset  of 
iron.  I have  often  seen  where  a railroad  spike 
was  driven  into  a tree  to  serve  as  a hitch  rack, 
that  the  spike  caused  considerable  disturbance 
in  its  immediate  vicinity  and  usually  became 
loose  on  account  of  the  decay  of  the  wood 
around  it.  On  the  other  hand,  if  a wooden 
peg  was  driven  into  the  tree  very  little  dis- 
turbance resulted  and  the  natural  growth  of 
the  tree  not  only  increased  the  security  of  the 
peg  but  would  grow  out  and  envelop  it. 

It  is  the  experience  of  every  surgeon  who 
has  used  screws,  plates,  nails  and  gimlerts 
that  degeneration  of  bone  which  follows  their 
use  causes  them  to  become  loose  and  insecure, 
even  when  infection  does  not  take  place,  so 
much  so  that  the  devices  have  waned  in  pop- 
ularity. They  have  undoubtlv  militated 
against  regeneration  of  bone  by  their  pres- 
ence as  foreign  bodies.  They  also  tend  to  in- 


duce infection.  It  is  a well  known  fact  that 
physiological  law  has  decreed  thar  like  tis- 
sues attract  and  unlike  repel.  This  is  well  de- 
fined in  the  physical  force  known  as  ‘’vital 
extension.”  Therefore  the  effort  was  made 
to  secure  a means  of  immobilization  by  em- 
ploying a substance  that  is  bone  itself.  For 
this  purpose  bone  is  removed  from  one  por- 
tion of  the  body  to  serve  for  repair  purposes 
in  the  injured  region.  This  process  has  r,een 
called  bone  grafting,  yet  in  view  of  the  fact 
that  this  transferred  bone  tissue  does  not  act 
as  a graft  but  as  a splint,  no  special  advan- 
tage can  be  expected  from  its  homologous 
source.  It  does  not  continue  to  grow  as  graft- 
ed skin  is  supposed  to  do,  but  in  time  becomes 
absorbed  like  catgut  that  is  used  for  ligatures 
and  sutures.  Therefore  it  would  be  as  ra- 
tional to  impose  upon  the  patient  the  task  of 
supplying  his  own  suture  material  for  clos- 
ing a wound  as  it  is  to  make  his  supply  the 
bone  for  repairing  his  fracture.  In  addition 
it  requires  two  operations:  one  consists  in  ob- 
taining the  bone  and  the  other  in  placing  it 
in  the  fracture.  I have  demonstrated  by  num- 
erous operations  that  a piece  of  beef  bone 
which  can  be  sterilized  by  boiling  a half  an 
hour  will  serve  the  purpose  equally  as  well 
and  can  be  employed  w7ith  a much  simpler 
technique. 

This  beef  bone  pin  can  be  placed  in  the  me- 
dullary canal  of  a long  bone,  dowell  pin  fash- 
ion, and  the  fragments  will  remain  in  con- 
tact and  recovery  will  occur  without  the  use 
of  splints,  or  weights  or  apparatus  of  any 
kind.  I have  used  this  in  every  long  bone  in 
the  body  and  have  only  one  poor  result  that 
has  come  to  my  knowledge.  This  was  in  a 
child  four  years  old  who  had  a fracture  of 
the  femur  and  began  walking  before  the 
union  was  firm  enough  to  sustain  her  weight. 
The  bone  bent  under  the  stress  of  locomo- 
tion. 

In  using  the  direct  fixation  method  a great 
deal  depends  upon  the  technique  of  closure 
of  the  soft  parts.  It  is  my  custom  never  to 
use  any  catgut  or  drains  in  closing  the  wound. 
1 use  either  silver  wire  or  silkworm  gut  and 
place  the  sutures  in  sufficient  proximity  and 
with  sufficient  depth  to  accurately  approxi- 
mate the  wround  margins  and  control  the  hem- 
orrhage. The  sutures  are  left  in  for  three 
weeks. 

I beig  leave  to  report  five  of  my  cases  of 
fractures  of  the  femoral  neck  with  illustra- 
tions to  endeavor  to  make  clear  the  method  of 
employment  of  the  beef  bone  pin  The  first 
case,  that  of  Mrs.  B.,  who  is  79  years  old,  and 
suffered  a fracture  of  the  neck  of  the  femur 
produced  by  a fall.  The  operation  w7as  per- 
formed as  indicated  by  the  slides.  She  was 
able  to  be  out  of  bed  in  a wheel  chair  at  the 
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end  of  four  weeks. 

The  operation  was  performed  as  follows: 
patient  placed  upon  the  table  with  the  af- 
fected gluteal  region  and  thigh  supported  by 
a sand  bag,  and  incision  is  made  exposing  the 
trochanter  of  the  affected  side.  Then  with 
the  Hudson  brace  a hole  about  6-16  of  an  inch 
in  diameter  bored  in  at  the  base  of  the  tro- 
chanter through  the  cortical  substance  of  the 
bone.  A bone  peg  of  corresponding  size  and 
four  inches  long  is  driven  in  through  the  neck 
until  it  engages  in  the  cancellous  structure  of 
the  head.  If  no  more  than  a half  inch  of  the 
pin  projects  beyond  the  point  of  entrance  it 
is  allowed  to  remain  and  the  tissue  closed  in 
the  manner  described.  No  weights,  splints, 
or  other  immobilizing  devices  are  employed. 
The  wound  is  dressed  and  the  patient  put  to 
bed,  and  confined  until  the  wounds  in  the 
soft  tissues  have  become  healed  v,hich  re- 
quires about  three  weeks.  Then  he.  is  allowed 
to  get  in  a wheel  chair  for  another  week  and 
allowed  to  use  crutches  as  soon  as  he  can  be 
taught  to  use  them.  You  will  notice  in  the 
case  of  Mrs.  B.  that  the  bone  peg  was  too 
long.  It  penetrated  the  floor  of  acetabulum 
from  which  she  suffered  no  evil  consequences. 

The  next  case  is  that  of  Mrs.  Me.,  a lady  79 
years  old,  who  suffered  a fracture  of  the 
hip  and  was  treated  the  same  way  who  left 
the  hospital  on  the  18th  day  after  the  opera- 
tion at  the  earnest  insistence  of  her  family. 
The  stitches  were  removed  after  her  return 
home  by  her  family  physician  and  she  made 
a complete  recovery. 

The  third  case  is  that  of  Mr.  L.,  72  years 
old,  who  fractured  his  hip  and  was  treated 
according  to  the  manner  herein  described ; he 
remained  in  the  hospital  as  a matter  of  pre- 
ference and  convenience. 

The  fourth  case  is  that  of  P.  M.,  boy  17 
years  old,  who  sustained  a fracture  of  the  fe- 
moral neck  in  a coal  mine  accident  one  year 
previous  to- the  time  I saw  him.  He  was  treat- 
ed in  plaster  of  Paris  and  in  various  kinds  of 
splints,  hut  union  was  not  secure  and  he  came 
to  me  with  an  united  fracture.  He  was  able 
to  get  out  of  bed  and  walk  on  crutches  four 
weeks  after  the  operation.  The  operation  was 
done  last  October  and  the  last  report  I had, 
which  was  about  Christmas  time,  he  had  gone 
back  to  work. 

The  fifth  case,  G.  M.,  14  years  od,  and 
weighed  195  pounds.  He  stepped  down  about 
12  inches  and  threw  all  of  his  wreight  on  one 
hip  fracturing  the  neck  of  the  bone.  This  was 
done  8 months  previous  to  the  time  I saw  him. 
He  was  operated  on  after  the  manner  des- 
cribed and  left  the  hospital  in  four  weeks, 
secured  firm  union  and  has  been  well  ever 
since. 


DISCUSSION. 

John  R.  Wathen:  The  subject  introduced  by 

Dr.  Hendon  is  too  important  not  to  be  discussed. 
During  recent  years  I have  personally  done 
very  little  bone  surgery,  but  am  associated  with 
the  hospital  where  Dr.  Hendon  is  doing  the  work 
he  has  described,  and  it  has  certainly  attracted 
the  interest  and  attention  of  his  friends  and 
colleagues  in  that  institution.  The  feature  that 
has  impressed  and  surprised  me  is  the  simplicity 
of  the  beef-bone-method  as  performed  by  Dr. 
Hendon.  No  external  splint  nor  plaster  is  ap- 
plied, the  patient  can  assume  any  position  de- 
sired in  bed,  and  can  move  around  without  any 
discomfort.  These  are  tremendous  advantages 
over  the  older  plans  of  treating  fractures  of  the 
hip. 

I have  witnessed  the  work  of  Albee  who  is 
one  of  our  most  prominent  surgeons  in  this  line 
of  work.  He  takes  a small  piece  of  bone  from 
the  tibia  of  the  patient  and  inserts  this  into  the 
medullary  canal,  but  it  does  not  hold  the  frag- 
ments as  firmly  as  it  should.  The  entire  limb 
has  to  be  immobilized  and  the  patient  suffers 
discomiort  in  consequence.  Murphy  employed 
nails  or  screws,  but  they  were  not  always  suc- 
cessful in  producing  proper  fixation.  We  are 
all  familiar  with  the  work  of  Lane  and  many 
of  us  have  seen  him  operate.  His  results  have 
been  excellent,  but  in  the  hands  of  other  sur- 
geons the  Lane  plate  has  been  more  or  less  un- 
sat’sfactory,  and  many  of  them  have  discarded 
the  method  entirely.  The  plan  of  Royal  Whit- 
man has  many  advantages,  but  his  method  is 
not  free  from  disadvantages.  Not  long  ago 
Cotton,  of  Boston,  read  a paper  in  Louisville 
outlining  his  modern  treatment  of  fractures 
which  differs  in  some  respects  from  all  the 
other  methods  mentioned.  The  fact  that  so 
many  different  methods  are  in  common  use  is 
convincing  evidence  that  no  one  of  them  has 
been  found  entirely  satisfactory. 

Dr.  Hendon  has  described  a very  simple  meth- 
od of  treating  certain  types  of  fractures,  one 
which  has  proven  successful  and  satisfactory  in 
his  hands.  The  beef  bone  pegs  are  kept  in  the 
instrument  cabinet  ready  for  use  when  required; 
they  are  prepared  in  different  sizes  and  only  a 
moment  is  necessary  to  select  the  peg  suitable 
for  the  individual  case;  the  operation  is  quickly 
performed,  much  time  being  saved  over  the 
other  methods  of  procedure;  no  external  dress- 
ings are  applied,  and  the  patient  is  returned  to 
bed  promptly. 

I have  had  the  opportunity  of  watching  Dr. 
Hendon  operate  upon  several  patients  in  which 
the  bone  peg  procedure  was  employed,  and  have 
vad  occasion  to  observe  the  post-operative  course. 
In  no  instance  has  there  been  suppuration  or  any 
"ther  disouieting  complications.  As  we  all 
know,  when  too  great  an  amount  of  plaster  of 
paris  or  any  other  type  of  heavy  splint  is  ap- 
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plied,  there  is  apt  to  be  interference  with  the 
circulation  of  the  limb,  nutrition  is  consequent- 
ly impaired,  the  patient  suffers  pain  from  pres- 
sure on  the  nerve  endings,  and  in  such  cases 
there  is  always  a tendency  toward  suppuration. 
After  application  of  the  bone  peg  the  limb  is 
not  further  disturbed,  a simple  dressing  of 
gauze  is  used  held  in  place  with  adhesive  strips, 
there  is  no  pressure,  no  circulatory  disturb- 
ance, no  interference  with  nutrition,  and  no 
suppurataion. 

One  of  the  secret’s  of  Dr.  Hendon’s  success 
is  the  avoidance  of  splints,  and  another  feature 
is  that  the  bone  peg  produces  firmer  fixation 
than  can  be  obtained  by  nails,  screws  or  the 
ALbee  tibial  graft.  It  is  impossible  to  break 
these  bone  pegs  with  the  hands,  and  it  is  by  vir- 
tue of  *heir  strength  and  the  firm  fixation  thus 
produced  that  permits  the  avoidance  of  extern- 
al fixation  apparatus. 

Dr.  Hendon  is  a little  too  modest  in  his  re- 
port. His  work  is  excellent  and  I am  sure  we 
all  appreciate  it. 

Frank  P.  Strickler:  I want  to  congratulate 

Dr  Hendon  on  the  excellent  results  he  has  se- 
cured in  the  treatment  of  fractures,  by  means 
of  large  beef  bone  intramedullary  pegs  applied 
without  the  use  of  splints.  I must  confess  it 
has  been  a little  difficult  for  me  to  adopt  the 
idea  of  treating  fractures  in  this  manner  es- 
pecially when  a bone  graft  of  any  type  has  been 
employed,  for  all  of  you  I am  certain  have  seen 
cases  where  both  intramedullary  and  inlay 
grafts  have  fractured  while  plaster  paris  splints 
were  being  applied  and  fracture  has  even  occur- 
red after  the  splints  have  been  worn  for  several 
days. 

I hape  always  been  a strong  advocate  of  the 
Whitman  method  of  treating  fractures  of  the 
neck  of  the  femur,  but  Dr.  Hendon’s  results 
are  certainly  as  good  as  any  I have  ever  seen 
and  speak  for  themselves. 

The  success  of  the  operation,  in  my  opinion, 
depends  in  a large  measure  upon  the  size  of 
the  bone  peg,  but  perhaps  to  a greater  extent 
upon  the  manner  in  which  Dr.  Hendon  applies 
it.  He  does  not  traumatize  the  tissues  during 
the  operation  and  leaves  no  foreign  material  in 
the  wound,  the  minimum  amount  of  non-absorb- 
able  suture  material  is  used  and  this  is  later  re- 
moved. 

I have  seen  Dr.  Hendon  perform  a number  of 
these  operations  according  to  the  technique  he 
has  described  and  he  has  no  trouble  whatever. 
The  beef  bone  peg  as  used  by  Dr.  Hendon  is  a 
much  simpler  operation  than  the  Albee  inlay 
technique  and  can  be  done  in  a shorter  period 
of  time. 

I know  that  Dr.  Hendon  reduces  the  period  of 
post-operative  recovery  'n  these  patients  to  one- 
half  of  what  it  would  be  under  other  circum- 
stances. In  most  of  these  cases,  when  the  limb 


is  dressed  in  plaster  paris  according  to  the  Whit- 
man method,  the  patient  is  compelled  to  stay  in 
bed  for  twelve  weeks.  At  the  end  of  five  or  six 
weeks  Dr.  Hendon’s  patients  are  walking  around 
the  hospital  and  consequently  have  very  little 
muscular  atrophy.  This  you  know  is  a very  im- 
portant factor  in  elderly  patients  as  it  reduces 
the  possibility  of  hypostatic  pneumonia  to  a 
minimum. 

Dr.  Hendon  is  certainly  to  be  congratulated 
on  the  excellent  work  he  has  done  and  the  re- 
sults he  has  achieved. 

Frank  T.  Fort:  I regret  that  I did  not  hear 

all  of  Dr.  Hendon’s  paper.  I have  had  the  pleas- 
ure of  seeing  his  lantern  slides  several  times, 
and  he  is  certainly  to  be  congratulated  on  the 
results  obtained  in  the  cases  the  pictures  of 
which  we  have  just  seen. 

In  the  treatment  of  fractures  I think  more 
depends  upon  the  surgeon,  his  technique  and 
his  ability,  than  the  manner  in  which  he  actual- 
ly performs  the  work.  For  example:  the  work 
of  Lane  in  bone  plating  at  Guy’s  Hospital,  Lon- 
don, and  the  results  he  has  secured,  cannot  be  im- 
proved upon.  The  same  statement  is  applica- 
ble to  the  method  of  using  nails  as  advocated 
by  Murphy.  It  is  true  trat  Murphy  occasional- 
ly had  to  remove  a nail.  He  always  placed  two 
nails  in  the  hip  to  secure  fixation  of  the  frag- 
ments, so  in  case  it  became  necessary  one  could 
be  removed  without  interfering  with  the  ulti- 
mate result.  To  my  mind  Albee  has  devised 
the  most  perfect  mode  of  dealing  with  fractures, 
that  is  the  application  of  an  autogenous  graft. 
However,  if  the  beef  bone  pegs  which  Dr.  Hen- 
don describes  can  be  sterilized,  which  undoubt- 
edly they  can,  and  when  placed  in  the  medullary 
canal  if  they  will  maintain  fixation  until  the 
limb  becomes  strong  enough  for  weight-bear- 
ing, which  they  evidently  do,  I do  not  see  why 
they  should  not  replace  nails,  plates  and  even 
autogenous  bone  grafts. 

In  the  method  described  by  Dr.  Hendon  there 
is  evidently  less  trauma  to  the  tissues  than  by 
other  plans  advocated.  I did  not  hear  him  men- 
tion calibration  of  the  peg  or  the  canal,  and 
would  like  for  him  to  state  in  closing  whether 
he  used  the  calibrator  to  determine  the  size  peg 
to  be  inserted.  I assume  from  his  results  that 
this  plan  was  followed,  but  cannot  help  but  feel 
if  the  peg  utilized  happened  to  be  too  small 
there  would  be  danger  of  necrosis  from  pres- 
sure. 

O.  H.  KelsalL  I am  very  glad  to  have  had  the 
privilege  of  hearing  the  report  made  by  Dr. 
Hendon,  which,  as  usual,  he  has  given  us  in  his 
admirable  and  inimitable  way.  The  paper  shows 
that  he  is  an  extremely  observant  student  of  na- 
ture, not  only  in  the  human  being  but  also  out- 
ride of  human  life. 

I have  never  used  beef  bone  pegs  in  the  treat- 
ment of  fractures  in  any  situation,  but  after 
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hearing  Dr.  Hendon’s  report  of  the  excellent  re- 
sults he  has  obtained,  I shall  adopt  the  plan  in 
my  future  work. 

E.  S.  Allen:  I have  little  to  add  to  the  discus- 

sion. I am  more  or  less  familiar  with  the  ex- 
cellent work  that  has  been  done  by  Dr.  Hendon 
and  he  is  to  be  congratulated  on  the  results  e 
has  obtained.  The  bone  peg  used  as  he  has 
described  assures  perfect  fixation  of  the  frag- 
ments, and  as  no  dressings  are  applied  the  com- 
fort of  the  pabient  is  greatly  enhanced.  Dr.  Hen- 
don has  certainly  simplified  the  operation  for 
fractures  of  the  femoral  neck.  It  occurred  to 
me,  however,  that  allowing  the  patient  to  walk 
on  the  limb  at  the  end  of  four  or  five  weeks 
might  prejudice  union  and  also  weight-bearing 
might  cause  unpleasant  after  effects,  such  as 
bowing,  etc. 

I would  like  to  ask  Dr.  Hendon  whether,  if 
the  peg  is  too  long,  there  may  not  be  some  fix- 
ation at  the  hip  joint?  I congratulate  him  on 
the  perfection  of  his  technique  and  the  excel- 
lence of  the  results  he  has  secured. 

J.  Allen  Kirk:  I appreciate  the  most  excellent 

report  made  by  Dr.  Hendon  on  the  use  of  the 
beef  bone  peg  in  the  treatment  of  fractures.  I 
have  recently  employed  that  method  in  two 
cases.  One  was  a fracture  of  both  bones  of  the 
forearm  of  five  months  standing  with  non-union. 
A bone  peg  was  used  on  the  radius  and  the  ulnar 
fragments  accurately  approximated.  The  re- 
sult was  perfect  and  the  function  of  the  arm  was 
thereafter  normal.  The  other  case  was  a frac- 
ture of  the  femur  of  seven  months  standing  with 
non-union.  The  bone  peg  method  was  employed 
and  perfect  union  secured. 

In  my  opinion  the  bone  peg  is  far  superior  to 
any  other  method  in  the  treatment  of  suitable 
fracture  cases. 

D.  Y.  Keith:  Dr.  Hendon  says  one  f the 

greatest  difficulties  he  has  experienced  is  in 
getting  a pin  the  proper  length,  for  the  pin  may 
be  longer  than  the  neck  of  the  femur  and  go 
beyong  the  head  into  the  pelvis,  as  was  shown 
on  one  film.  In  many  instances  it  is  impossi- 
ble to  measure  accurately  the  neck  of  the  fe- 
mur of  the  injured  side,  but  we  feel  quite  sure 
with  stereoscopic  films,  or  with  plain  film,  the 
shadow  of  the  neck  of  the  opposite  femur  could 
be  measured  with  a great  degree  of  accuracy 
and  a pin  the  proper  length  could  be  selected  for 
use  on  the  injured  side  before  the  pin  was  ster- 
ilized and  ready  for  insertion. 

The  majority  of  the  lantern  slides  shown  were 
of  the  so-called  introchanteric  fractures,  or 
fractures  involving  the  outer  portion  of  the 
neck  carrying  a small  fragment  of  the  body  of 
the  bone  with  it,  which  we  know,  in  fractures 
this  far  cut  good  results  are  obtained  with  ex- 
tension and  sand  bags  with  the  patient  almost 
in  the  erect  posture.  Firm  union  and  good  func- 
tional results  are  usually  experienced  in  this 


kind  of  fracture.  We  would  like  to  ask  him  if 
he  has  had  any  cases  treated  in  which  there  was 
a typical  transverse  fracture  of  the  neck  of  the 
femur  near  the  central  portion  of  the  neck  or 
close  to  the  head  of  the  femur.  These  are  the 
ones  in  which  complete  absorption  of  the  head 
and  neck  occurs  and  the  ones  in  which  poor  re- 
sults are  seen.  We  failed  to  see  any  case  of 
this  type  shown  on  the  lantern  slides  exhibited. 
Any  procedure  that  will  improve  the  results  m 
transverse  fracture  of  the  neck  of  the  femur 
near  its  center,  or  proximal  to  the  center,  is  a 
very  definite  advance.  Intertrochanteric  frac- 
tures are  frequently  seen  with  good  functional 
results  and  firm  union. 

George  A.  Hendon  (in  closing)  : Answering 

Dr.  Keith’s  question;  Among  the  slides  shown 
there  is  one  illustrating  a transverse  fracture  of 
the  femoral  neck  near  the  head  of  the  bone  in 
which  a satisfactory  result  was  obtained.  I have 
treated  several  others  of  similar  type  with  equal 
success. 

I am  very  grateful  and  appreciate  of  the  com- 
mendatory remarks  that  have  been  made  con- 
cerning the  matter  presented,  which  I think  is 
so  extremely  important  that  it  merits  our  con- 
sideration. When  we  think  of  the  enormous 
amount  of  suffering  which  elderly  people  with 
fracture  of  the  femoral  neck  have  to  undergo 
when  treated  by  the  older  methods  of  procedure, 
and  compare  this  with  the  comfort  and  freedom 
from  pain  attending  the  plan  I have  described, 
the  question  assumes  a degree  of  magnitude  that 
we  cannot  afford  to  overlook. 

The  beef  bone  peg  can  be  employed  with  sat- 
isfaction in  treating  fracture  of  any  long  bone 
of  the  body.  I am  not  sure  that  It  -would  be 
wise  or  prudent  to  treat  a fracture  of  the  fore- 
arm by  this  method,  because  that  is  so  simple 
that  splints  can  be  applied  and  the  patient  al- 
lowed to  walk  about,  it  does  not  confine  him  to 
bed.  There  is  one  exception  to  this,  however, 
and  that  is  in  cases  such  as  described  by  Dr. 
Kirk  where  there  is  non-union.  In  such  cases 
I believe  the  bone  peg  should  be  applied.  The 
bone  peg  is  especially  adapted  to  fracture  of 
the  tibia,  which  entails  confinement  in  bed,  and 
in  which  as  we  know  non-union  is  so  prone  to 
occur.  I have  used  the  method  in  fracture  of 
the  middle  third  of  the  humerus  which  we  know 
is  also  difficult  to  control.  In  fracture  just 
above  the  trochanter,  or  the  supratrochanteric 
type,  which  is  so  notoriously  difficult  to  control, 
the  bone  peg  has  its  greatest  field  of  usefulness. 

The  question  has  been  raised  concerning  the 
introduction  of  the  bone  peg  into  the  medul- 
lary canal  and  whether  this  does  not  interfere 
with  future  nutrition,  but  I think  that  is  fully 
answered  by  the  fact  that  nature  closes  the  me- 
dullary canal  at  the  site  of  fracture- regardless 
of  the  bone  involved.  If  any  broken  bone  is  ex- 
posed by  incision  the  medullary  canal  will  be 
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found  closed  at  the  site  of  the  fracture.  If  na- 
ture does  that,  why  should  we  not  do  it?  So  far 
as  I am  aware  there  is  no  interference  with  nu- 
trition by  virtue  of  this  fact. 

There  is  one  point  to  which  I wish  to  direct 
especial  attention  in  regard  to  the  introduction 
of  bone  pegs  into  the  medullary  canal,  and  this, 
I think,  will  answer  the  question  asked  by  Dr. 
Zimmerman.  Do  not  place  the  bone  peg  equid- 
istant from  the  line  of  fracture,  that  is  do  not 
attempt  to  place  as  much  of  the  peg  in  one 
fragment  as  the  other.  If  one  fragment  con- 
tains the  same  length  of  bone  peg  as  the  other, 
the  peg  is  more  likely  to  break.  This  may  be 
illustrated  by  taking  an  ordinary  pencil  and 
hold  an  equal  length  of  it  in  eith  r hand,  the 
pencil  may  be  broken  in  that  way  with  very 
little  exertion;  but  if  the  greater  portion  of  it 
be  held  in  one  hand,  leaving  just  enough  of  the 
pencil  exposed  to  be  grasped  by  the  other  hand, 
it  is  almost  impossible  to  break  it.  If  one  will 
observe  that  rule  in  the  introduction  of  bone 
pegs  into  the  medullary  canal  they  will  not 
break.  I presume  Dr.  Zimmerman  pursued  the 
same  plan  I did  in  my  earlier  work,  that  is 
placed  just  as  much  of  the  peg  in  one  fragment 
as  the  other.  I found  by  unfortunate  experience 
that  was  a mistake.  The  weight  of  the  plaster 
of  paris  dressing  might  have  had  some  influence 
in  breaking  the  bone  peg.  That  is  a possible  ex- 
planation, provided  plaster  was  used. 

There  is  one  difficulty  about  use  of  the  bone 
peg  that  should  be  mentioned,  and  that  is  the 
fact  I have  been  unable  to  get  a bone  peg  large 
enough  in  diameter  to  fill  and  fit  tightly  in  the 
medullary  canal  of  the  femur.  To  overcome  this 
difficult  yone  peg  is  placed  in  the  canal  and  an- 
other driven  in  alongside  of  it.  As  mentioned 
in  the  paper,  if  fracture  occurs  near  the  end 
of  the  bone  where  there  is  cancellous  substance, 
no  difficulty  is  encountered  in  driving  the  peg 
into  the  cancellous  tissue  and  the  fixation  is 
sufficiently  firm  to  hold.  It  makes  no  differ- 
ence if  one  end  of  the  peg  is  loose,  just  so  long 
as  the  other  fragment  held  firmly  in  place. 

The  Water  Content  of  the  Vaginal  Secretion. 

— Bultemann  found  that  the  weight  in  milli- 
grams of  the  water  contained  in  the  vaginal  dis- 
charge, under  various  pathologic  and  physiolog- 
ic conditions,  paralleled  the  amount  of  the  dis- 
charge. On  the  other  hand,  the  percental  water 
content  of  the  vagina,  i.  e.,  the  wei/  ht  of  the 
water  compared  with  the  weight  of  the  total  se- 
cretion, did  not  stand  in  any  recognizable  rela- 
tion to  the  amount  of  the  discharge  or  to  the 
absolute  water  content  of  the  vagina.  The  fur- 
ther the  vaginal  flora  differed  from  the  phy- 
siologic, the  greater  was  the  water  content  of 
the  secretion. 


LACTIC  ACID  MILK.* 

By  A.  A.  Siiapero,  M.  D.,  Louisville. 

Definition. 

Lactic  Acid  Milk  is  whole  cows  milk  arti- 
ficially soured  by  inoculation  with  lactic  acid 
producing’  organisms,  or  sterilized  milk  to 
which  lactic  acid  has  been  properly  added. 
The  former  is  sold  under  various  names,  Bul- 
garian milk ; fermilac,  lactose — locally  V on 
Lac  is  distributed. 

Tiie  Difference  Between  Cow’s  Milk  and 
Woman’s  Milk. 

Of  the  many  salient  points  concerning  the 
pediatrician,  one  is  the  fact  that  cow’s  milk 
is  richer  in  buffer  substances  than  woman’s 
milk.  The  term  buffer  confers  any  sub- 
stance in  a fluid  which  tends  to  lessen  the 
change  in  the  hydrogen-ion  concentration  (or 
reaction)  which  otherwise  would  be  produced 
by  adding  acids  or  alkalies.  The  buffer  in 
milk  consists  mainly  of  calcium  caseinate  ana 
phosphates. 

Caseinogen  Albumin 

Human  Milk  33%  66% 

Cow’s  Milk  82%  17% 

75%  of  the  phosphorus  of  human  milk  is 
held  in  organic  combination  while  this  only 
occurs  to  the  extent  of  25%  in  cow’s  milk. 

The  P2  05  Ash  component  in  100  grains 
of  milk : 

Tinman  32-50  Mgms. 

Cow’s  160-185  Mgms. 

Fresh  cows  milk  has  an  initial  acidity 
greater  than  mothers  milk,  the  former  repre- 
sented by  a hydrogen-ion  concentration  rang- 
ing from  Ph  6.8  to  6.5,  while  the  latter  has  a 
h of  7.6  to  7.1.  Nevertheless,  cow’s  milk  can 
neutralize  more  acid  than  woman’s  milk. 

The  above  shows  the  marked  differences  in 
the  casein  and  phosphorus  contents  of  the  two 
milks.  In  cows  milk  this  neutralization  of 
the  acid  is  the  work  of  the  buffers,  one-third 
of  which  occurs  in  the  whey  and  two-thirds  in 
the  curd. 

The  simple  experiment  of  Marriott  and 
Davidson  has  shown  that  the  addition  of  30 
cc.  of  n-10  Hcl  to  100  cc.  of  cows  milk  re- 
sults in  a comparatively  slight  change  in  the 
H-ion  concentration,  reducing  it  from  p)II  of 
6.6  to  5.85,  while  the  same  quantity  of  acid 
added  to  mothers  milk  changes  its  H-ion  con- 
centration to  a much  greater  degree  from 
6.0  to  3.4.  In  order  to  bring  cows  milk  to  a 
similar  concentration  requires  over  100  cc.  of 
n-10  Hcl  or  approximately  3 times  as  much 
acid  as  in  the  case  of  breast  milk. 

Leo  in  1888  first  showed  that  cows  milk 
contains  more  buffers  than  human  milk  and 

*Read  before  the  Medical  Section,  Louisville  Public 
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that  very  considerable  amounts  of  acid  could 
be  added  to  cows  milk  without  causing  a great 
change  in  its  Ph.  The  'buffering  property 
was  subsequently  studied  by  Esckerich  in 
1889;  by  Huebner  in  1891;  by  Muller  in 
1892 ; by  Aron  and  by  Clark  in  1914.  Aron 
was  the  first  to  chart  the  buffer  curve  of  milk 
in  terms  of  its  H-ion  concentration.  Muller 
in  1923  plotted  curves  of  the  buffer  value  on 
the  basis  of  electrometric  titrations. 

In  the  process  of  digestion,  the  hydrogen- 
ion  concentration  of  the  gastric  contents  de- 
pends therefore  on  the  acid  neutralizing  pow- 
er of  the  food  in  the  stomach.  If  cows  milk 
is  fed  to  an  infant,  a great  part  of  the  gas- 
tric acid  unites  with  the  buffers  present  so 
that  the  resulting  quantity  of  free  hydro- 
chloric acid  left  may  be  too  slight  or  the  H- 
ions  too  small  in  concentration  to  carry  on  the 
digesting  of  proteins  in  the  most  efficient 
manner.  The  depleted  acid  may  be  too  small 
to  maintain  properly  the  other  important 
functions  depending  upon  the  presence  of 
free  acid  in  the  gastric  contents,  therefore  the 
addition  of  acid  to  cows  milk  before  ingestion 
decreases  its  buffer  effect  so  that  the  gastric 
acid  no  longer  finds  any  substance  or  limited 
amount  of  substance  with  which  to  combine. 
This  results  in  the  acid  normally  secreted  by 
the  gastric  cells  having  the  power  in  produc- 
ing an  optimal  condition  for  gastro-intestinal 
activity. 

The  present  interest  in  acidified  milk  has 
shown  how  pediatricians  have  discarded  the 
idea  of  adding  alkalies  to  milk.  Only  a few 
years  ago  have  many  men  held  the  theory  that 
it  was  necessary  to  add  alkalies  in  the  form 
of  calcium  hydroxide  or  lime  water  for  the 
successful  feeding  of  infants.  The  production 
of  a fine  curd  in  the  stomach  was  the  sole  ob- 
ject in  this  hypothesis. 

History  op  Acid  Milks. 

Acid  milks  have  been  used  for  a long  time 
and  have  'been  a staple  article  in  many  coun- 
tries for  many  years.  Yogurt  is  a Bulgarian 
product ; souring  of  milk  with  bacillus  bulgar- 
icus.  Other  fermented  milks  are  lehen  of 
Egypt ; Gioddu  of  Sicily,  dahdi  of  India  and 
tatte  of  Scandinavia.  Besides  these  are  oth- 
ers which  contain  small  amounts  of  alcohol. 
Kumiss  is  prepared  in  Central  Asia  and  in 
the  Steppes  of  Russia  by  the  action  of  yeast 
and  bacteria  on  the  milk  on  the  camel,  mare 
and  ass. 

The  use  of  acid  milks  in  infant  feeding  has 
been  known  for  a long  time,  but  its  merits 
have  been  brought  forward  only  in  the  last 
few  years.  Texeria  de  Mattos  states  that  but- 
termilk has  long  'been  employed  in  Holland 
for  feeding  babies  as  well  as  chickens,  pigs 
and  calves.  Campert  in  177  discussed  the 
use  of  acid  milk  in  infant  feeding.  In  1865 


Ballot  again  advocated  its  use.  DeJager  in 
1895  wrote  of  buttermilk  in  pediatric  prac- 
tice and  DeMattos  in  1902  reported  a series 
of  cases  of  infants  successfully  nourished  on 
buttermilk.  During  the  following  years  lit- 
’ e 'was  written  regarding  acidified  milks  ex- 
cept a few  papers  on  Eiweissmilch  or  protein 
milk.  Although  protein  milk  is  buttermilk  to 
which  protein  is  added,  the  importance  of  the 
amount  of  organic  acid,  or  specifically  lactic 
acid  present  was  never  considered. 

In  1909,  Ivlotz  was  probably  the  first  to  ad- 
minister to  infants  a milk  to  which  lactic  acid 
had  been  added  directly  instead  of  bacterially 
soured  milk.  St.  Louis  offered  the  impetus 
for  the  use  of  lactic  acid  milg,  Bradley  of  the 
city  having  recommended  in  1912  its  use  rou- 
tinely for  sick  as  well  as  healthy  infants. 
However,  we  are  indebted  to  Marriott  for 
popularizing  in  this  country  the  use  of  acidi- 
fied milk.  He  fed  the  latter  to  more  than  one- 
half  the  number  of  infants  in  the  Washington 
University  dispensary,  so  as  to  determine  the 
biologic  efficiency  of  this  milk,  llis  results 
proved  that  acid  milk  yielded  more  benefits 
than  any  other  type  of  artificial  food.  This 
type  of  food  is  at  present  used  same  extent 
in  the  feeding  wards  of  practically  all  child- 
ren hospitals. 

Thus  in  the  last  few  years,  infant  feeding 
has  been  placed  on  a rational  basis  Dis- 
carding the  alkali  theory,  which  was  supposed 
to  form  a fine  curd  and  also  change  the  reac- 
tion of  the  cows  milk,  which  in  reality  pre- 
vented the  coagulation  of  the  milk  by  rennin. 
The  reduction  of  the  gastric  acidity  result- 
ing from  the  ingestion  of  plain  cows  milk  in- 
terferes with  peptic  digestion,  with  gastric 
and  intestinal  mobility,  decreases  its  bacteri- 
acidal  power  and  disrupts  the  acid-base  bal- 
ance. Heldane  has  hown  that  alka'  unfav- 
orably affects  the  cas-.un  retention. 

The  Acidity  of  the  Gastric  Contents  of 
Infants. 

Marriott  and  Davidson  have  shown  the  var- 
iation in  the  gastric  acidity  in  normal  and 
pathologic  conditions,  likewise,  the  influence 
of  the  diet  on  the  degree  of  acidity,  and  the 
practical  value  of  the  latter  in  relation  to  in- 
fant feeding.  They  determined  the  acidity  of 
the  gastric  contents  at  the  height  of  digestion 
by  the  number  of  the  H-ions  present.  The  lat- 
ter is  explained  as  follows:  As  all  acids  owe 
their  characteristic  properties  to  the  number 
of  free  h-ions  present,  the  effective  strength 
of  any  acid  solution  may  be  expressed  in 
terms  of  the  number  of  grams  of  ionized  hy- 
drogen present.  A normal  solution  contains 
approximately  1 gram  of  ionized  (H)  per  li- 
ter; a n-10  contains  .1  grain  ionized  hydro- 
gen ; while  a millionth  normal  solution  con- 
tains .000001  gram.  To  simplify  the  expres- 
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and  treat  as  often  as  some  pathological  condi- 
tion in  the.  abdominal  cavity.  Therefore,  if 
the  one  symptom  abdominal  pain  exists  to- 
gether with  various  other  clinical  symptoms, 
we  should  incorporate  our  laboratory  work- 
ers, and  these  conditions  studied  minutely  this 
effort  would  no  doubt  be  worthwhile  and 
would  increase  our  diagnostic  efficiency ; also 
lower  the  mortality  together  with  morbidity, 
and  it  seems  our  work  would  be  more  inspir- 
. ing  and  gratifying  even  though  many  of  our 
hardest  and  most  trying  cases  are  thankless 
jobs. 

In  abdominal  conditions  the  first  subjec- 
tive symptom  is:  Pain  in  the  abdomen.  The 
first  question  which  confronts  the  medical 
man  is  a systematic  history  eliminating  the 
non-essentials,  but  be  sure  and  go  thoroughly 
into  the  subjective  history.  The  history  of  the' 
patient  should  be  written  plainly  in  his  own 
words;  his  is  important  not  only  at  the  pres- 
ent time  but  it  completes  one’s  records  which 
is  so  necessary  in  our  work  from  year  to  year. 

Second,  Inspection  : This  is  very  important 
for  many  reasons;  first,  the  shape,  size,  ir 
regularities,  nodules,  masses,  waves,  etc. 

Third,  Palpation : This  is  the  most  artistic 
means  we  have  in  physical  diagnosis.  I say  it 
takes  an  artist  to  palpate  and  interpret  what 
lie  feels  and  what  he  hears.  We  have  all  seen 
some  men  pound  the  abdomen,  thump  on  a 
sore  eye,  punch  a swollen  mastoid,  which  wras 
evidence  of  no  skill,  and  put  more  more  or  less 
fear  into  the  patient.  This  with  muscular 
guard  and  human  fears,  nothing  can  be  learn- 
ed. So,  much  time  has  been  lost  with  more  or 
less  dissatisfaction  to  the  patient.  This  may 
seem  rather  an  extreme  picture  in  these  re- 
fined diagnostic  days,  however,  it  is  astound- 
ing to  observe  the  uncultivated  methods  of 
palpation.  The  patient’s  abdomen  should  be 
approached  in  the  most  gentle  manner  and 
keep  in  mind  the  probable  character  of  path- 
ological organ  or  organs  you  are  palpating 
and  hence.  I say,  it  takes  an  artist  to  perform 
this  important  job  of  palpation.  It  only  comes 
through  close  observation,  application  and  a 
keen  sense  of  touch. 

DISCUSSION. 

George  A.  Hendon:  Looking  at  this  subject 

purely  from  a practical  surgical  standpoint,  or  I 
nrght  say  a commercial  point  of  view,  in  a case 
of  abdominal  pain  the  primary  objective  is  to 
determine  whether  that  pain  is  due  to  a lesion 
or  disturbance  of  the  mucous  membrane,  or 
whether  it  is  due  to  a lesion  of  the  serous  mem- 
brane that  lines  the  abdominal  cavity.  If  it  is 
due  to  a mucosal  lesion  there  will  always  be  pres- 
ent some  form  of  diarrhea,  practically  the  only 
exception  being  gastr'c  ulcer.  If  diarrhea  be  not 
present  evacuation  of  the  intestinal  contents  may 
be  readily  produced  by  the  administration  of  a 


purgative,  and  then  it  is  a medical  case,  the  sur- 
geon is  not  needed.  If  there  is  abdominal  pain 
with  absence  of  diarrhea  and  difficulty  in  pro- 
ducing evacuation  by  the  administration  of  a pur- 
gative, there  is  involvement  of  the  serous  mem- 
brane lining  the  abdominal  cavity  and  't  becomes 
a surgical  case.  As  notable  exceptions  may  be 
mentioned  gastric  crises  of  tabes  dorsalis  and 
lead  colic.  In  these  cases  one  is  just  as  likely 
to  make  a mistake  on  one  side  as  on  the  other. 
For  instance,  I recently  saw  a patient  who  had 
been  given  one  and  a half  pounds  of  epsom  salts 
because  he  had  pain  in  the  abdomen.  At  oper- 
ation it  was  found  that  he  had  a perforated  duo- 
denal ulcer.  The  salts  had  been  administered 
under  tne  impression  that  the  patient  was  suffer- 
ing from  lead  colic  because  of  the  symptoms  pre- 
sented. He  had  a well  defined,  perforated  ul- 
cer of  the  duodenum  with  an  enormous  amount 
of  gastric  contents  in  the  abdominal  cavity. 
.Pains  of  this  kind  wJl  enable  one  to  make  an 
early  operation,  and  early  operation  of  course 
we  know  is  the  primary  desideratim,  in  cases 
wnere  it  is  necessary,  to  conserve  the  health  and 
life  of  the  individual. 

Abdominal  pa.n  occurs  in  renal  and  ureteral 
calculi,  but  in  these  cases  there  are  guiding  fac- 
tors which  will  prevent  mistakes  in  diagnosis.  In 
certain  systemic  affections  abdominal  pain  is 
sometimes  an  important  symptom. 

Another  point  is  that  pain  connected  with  the 
digestive  tract,  either  serous  or  mucosal  in  its 
location,  will  always  be  accompanied  by  nausea 
and  vomiting  at  some  period  in  the  history  of  the 
case.  One  can  frequently  differentiate  between 
appendicitis  and  right-sided  pyosalpinx  by  the 
fact  that  in  pyosalpinx  nausea  appears  late  in 
the  history  of  the  disease,  whereas  in  appendi- 
citis nausea  and  vomiting  are  early  symptoms. 

Consideration  of  the  foregoing  will  enable  you 
to  differentiate  between  lesions  of  the  mucous 
and  serous  coats  of  the  intestine  in  cases  of  ab- 
dominal pain  and  I believe  will  prove  of  consid- 
erable advantage. 

D.  P. .Hall:  I wish  to  congratulate  Dr.  Grice 

on  the  excellence  of  his  paper,  as  it  is  one  of  the 
few  read  before  this  society  dealing  with  abdom- 
inal pain  from  the  neurological  aspect. 

It  is  well  to  remember  that  we  may  have  “re- 
ferred” pain  through  the  terminal  branches  of 
the  intercostal  nerves  to  the  abdomen  in  the  be- 
ginning of  pneumonia  and  pleurisy  which  simu- 
lates acute  appendicitis  very  closely  and  calls 
for  all  who  are  doing  surgery  to  execute  their 
diagnostic  acumen  to  the  keenest  extent. 

It  surely  requires  our  touch  to  be  gentle  when 
using  the  art  of  palpation  on  the  abdomen,  es- 
pecially on  these  cases  presenting  not  only  “re- 
ferred” pain  from  one  region  to  another,  but  in 
the  highly  nervous  patient. 

French  has  published  a book  on  diagnosis 
which  traces  “referred”  pain  from  a neurologi- 
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cal  standpoint  as  well  as  from  a symptomatic  and 
objective  viewpoint. 

Emmet  F.  Horine:  There  is  one  cause  for 

abdominal  pain  to  which  I wish  to  direct  atten- 
tion, namely  pain  in  the  upper  abdomen  due  to 
acute  coronary  occlusion.  Ordinarily  the  pain  in 
this  condition  is  substernal  and  radiates  in  a 
rather  typical  way  upward  into  the  neck  or  into 
the  shoulders  and  arms  but  it  may  be  localized 
occasionally  in  the  upper  abdomen.  The  pain 
is  quite  constant  being  very  severe,  and  unless 
one  is  alert,  an  unnecessary  abdominal  operation 
may  be  performed.  Of  course  we  know  that  in 
acute  coronary  occlusion  the  blood-pressure  re- 
cedes materially.  A blood-pressure  known  to  be 
decidedly  elevated  previously  will  recede  to  with- 
in normal  limits  while  normal  pressure  becomes 
decidedly  sub-normal  in  acute  coronary  occlusion. 
Let  us  not  forget,  also,  that  in  acute  coronary 
occlusion  a leucocytosis  is  always  present.  The 
reason  for  this  is  that  from  the  infarcted  area 
in  the  heart  foreign  protein  is  absorbed. 

Thomas  J.  Crice  (in  closing)  : I appreciate  the 
discussion  very  much.  I do  not  know  just  what 
Dr.  Hendon  meant  by  the  word  “commercialism,” 
perhaps  I did  not  understand  him  con  etly.  My 
object  in  writing  the  paper  was  to  encourage 
those  interested  in  abdominal  pathology  to  take 
more  time  to  study  clinical  diagnon.'  before  sub- 
jecting a patient  complaining  of  abdominal  pain 
to  any  surgical  procedure.  I be’i.ve  if  we  would 
carefully  study  the  clinical  data  which  older  men 
in  the  profession  used  and  not  rush  our  patients 
to  the  operating  table,  we  would  be  more  accur- 
ate in  making  our  diagnoses. 

I do  not  see  why  patients  cannot  tie  kept  in 
the  hospital  two  or  three  days  for  study,  espec- 
ially when  they  present  obs  lire  abdominal  symp- 
toms. Of  course  there  are  exceptions  to  this 
rule.  In  acute  abdominal  lesions  and  emergency 
cases  the  proposition  is  entirely  different. 


Study  of  the  Action  of  Calcium  on  the  Heart 
in  Animals. — Frommel  studied  by  means  of  elec- 
trocardiograms the  changes  in  cardiac  rhythm  in 
rabbits  and  frogs  after  intravenous  injection  of 
calcium  chloride.  The  animals  presented  nodal 
bradycardia,  and  disturbed  intracardiac  conduc- 
tivity, even  complete  heart  block  or  arrest  of 
the  ventricular  systole  The  experiments  were 
repeated  in  rabbits  in  which  the  vagus  was  par- 
alyzed by  artopine,  or  was  sepered.  The  effect 
of  calcium  chloride  on  the  heart  was  almost  the 
same  in  these  animals  as  in  the  healthy  animals. 
Therefore,  the  role  of  the  vagus  in  the  action 
of  ca’cium  chloride  is  insignificant.  The  con- 
clusion is  that  calcium  may  effect  the  myocar- 
dial fibers  directly  or  by  the  route  of  the  intra- 
cardiac ganglions.  The  property  possessed  by 
calcium  of  enforcing  the  cardiac  contractions, 
enhancing  the  excitability  of  the  heart  and  re- 
ducing its  conductivity  is  analogous  to  that  of 
digitalis. 


A TREATMENT  FOR  FRACTURES  OF 
THE  FEMORAL  NECK:  REPORT  OF 
FIVE  CASES.* 

By  George  A.  Hendon,  M.  D.,  Louisville. 

If  we  expect  to  advance  the  frontiers  of 
science  we  should  not  waste  time  in  the  dis- 
cussion of  ideas  that  have  been  settled,  and  are 
beyond  the  pale  of  argument.  I am  therefore 
introducing  a subject  that  is  open  to  contra- 
diction and  dispute.  For  instance,  it  is  ad- 
mitted that  patients  will  recover  with  useful 
limbs  after  fractures  of  the  femur  if  they 
have  been  incased  in  plaster  of  Paris,  that 
more  will  recover  with  greater  usefulness  if 
the  broken  limb  has  been  maintained  in  the 
position  of  abduction.  It  is  also  known,  and 
admitted  that  recoveries  will  take  place  if  the 
limb  has  been  kept  in  extension  by  various  ap- 
pliances including,  Bucks  extension,  weight 
and  tongs,  Thomas  splints,  Hodgens  splints, 
suspension  by  means  of  the  Balkan  frame,  and 
some  even  regain  the  use  of  a broken  leg  with- 
out any  surgical  appliance  whatever.  It  might 
also  be  cited  as  a parallel  that  people  nave 
been  known  to  go  to  California  in  an  ox-wagon 
and  arrive  in  possession  of  all  their  faculties 
and  good  health,  and  live  useful  lives  ever  af- 
ter. 

I have  always  been  very  deeply  impressed 
by  the  discomfort  and  sometimes  the  pain,  and 
sometimes  the  actual  death  that  has  atended 
victims  of  the  disaster  under  consideraion 
which  I attributed  in  great  measure  to  the 
means  adopted  to  immobilize  the  fragments 
of  fractured  bones.  Especially  is  this  true 
concerning  old  people.  I therefore  for  a num- 
ber of  years  treated  my  patients  with  consider- 
able satisfaction  in  a suspension  apparatus 
that  included  the  Hodgen  principle  but  with 
a number  of  extenuating  devices.  This  meth- 
od while  producing  satisfactory  results  im- 
posed a considerable  burden  and  restraint  up- 
on the  patient.  I have  also  entertained  the 
opinion  that  if  these  people  could  be  treated 
without  the  weigh  of  apparatus  their  recovery 
would  he  better  assured  and  their  comfort  ma- 
terially enhanced. 

The  open  operation  for  fractures  of  all 
kinds  has  been  looked  upon  with  distrust,  be- 
cause of  the  tradition  opposing  the  conver- 
sion of  the  simple  fracture  into  a compound 
fracture.  This  deep-seated  aversion  grew 
from  the  ancient  experience  which  taught  that 
the  difference  between  compound  and  simple 
fractures  was  equivalent  to  the  difference  be- 
tween life  and  death.  The  importance  of  this 
influence  can  be  understood  more  clearly  when 
we  recall  the  fact  that  it  was  in  this  particu- 
lar field  of  surgery  that  Lister  first  employed 
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his  genius  in  the  establishment  of  the  antisep- 
tic treatment  of  wounds.  He  was  so  deeply 
alarmed  by  the  hazards  of  compound  frac- 
tures, and  was  so  assured  by  the  safety  of  sim- 
ple fractures,  that  he  was  moved  to  spend  his 
energies  in  converting  the  compound  fracture 
into  the  simple  one.  And  ever  since  his  time 
surgeons  have  cherished  a secret  horror  at  the 
thought  of  reversing  the  pathological  order, 
and  it  seems  to  day  to  the  majority  that  it  is 
bordering  on  folly  to  convert  a simple  frac- 
ture into  a compound  one.  Therefore  every 
device  available  both  to  genius  and  clumsy 
mediocrity  has  been  employed  to  secure  im- 
mobilization and  alignment  of  bony  fragments 
without  direct  and  open  approach. 

After  considerable  experience  1 have  reach- 
ed the  conclusion  that  the  propensity  of  open- 
ed fractures  toward  suppuration  is  not  so 
much  due  to  the  character  and  nature  of  the 
injury  as  it  is  to  the  embarrassment  of  local 
nutrition  which  is  caused  by  splints  or  other 
immoblizing  apparatus.  Such  impedimenta 
seriously  impair  the  nutrition  of  the  limb  up- 
on which  they  are  imposed,  not  only  through 
the  restricted  circulation  but  they  interfere 
with  all  the  sources  of  nutrition  trophic  as 
well  as  circulatory.  Therefore,  as  I see  it, 
there  is  no  more  hazard  of  infection  in  open- 
ing a fracture  than  there  is  in  opening  the 
abdominal  cavity.  Since  read  ing  that  con- 
clusion it  became  quite  apparent  that  if  some 
means  of  approximation  and  alignment  of  the 
fragments  of  broken  bones  could  be  devised 
without  the  above  mentioned  incumbrance  a 
fatal  difficulty  would  be  removed. 

The  idea  of  using  metallic  appliances  for 
direct  fixation  was  always  more  or  less  re- 
volting on  account  of  the  incompatibility  be- 
tween bones  and  metal,  or,  in  other  words,  be- 
tween organic  and  inorganic  substances.  This 
was  first  brought  to  my  no+ice  by  observing 
the  reaction  of  growing  trees  to  the  inset  of 
iron.  I have  often  seen  where  a railroad  spike 
was  driven  into  a tree  to  serve  as  a hitch  rack, 
that  the  spike  caused  considerable  disturbance 
in  its  immediate  vicinity  and  usually  became 
loose  on  account  of  the  decay  of  the  wood 
around  it.  On  the  other  hand,  if  a wooden 
peg  was  driven  into  the  tree  very  little  dis- 
turbance resulted  and  the  natural  growth  of 
the  tree  not  only  increased  the  security  of  the 
peg  but  would  grow  out  and  envelop  it. 

It  is  the  experience  of  every  surgeon  who 
has  used  screws,  plates,  nails,  and  gimlets 
that  degeneration  of  bone  which  follows  then- 
use  causes  them  to  become  loose  and  insecure, 
even  when  infection  does  not  take  place,  so 
much  so  that  the  devices  have  waned  in  pop- 
ularity. They  have  undoubtlv  militated 
against  regeneration  of  bone  by  their  pres- 
ence as  foreign  bodies.  They  also  tend  to  in- 


duce infection.  It  is  a well  known  fact  that 
physiological  law  has  decreed  that  like  tis- 
sues attract  and  unlike  repel.  This  is  well  de- 
fined in  the  physical  force  known  as  ‘’vital 
extension.”  Therefore  the  effort  was  made 
to  secure  a means  of  immobilization  by  em- 
ploying a substance  that  is  bone  itself.  For 
this  purpose  bone  is  removed  from  one  por- 
tion of  the  body  to  serve  for  repair  purposes 
in  the  injured  region.  This  process  has  r.een 
called  bone  grafting,  yet  in  view  of  the  fact 
that  this  transferred  bone  tissue  does  not  act 
as  a graft  but  as  a splint,  no  special  advan- 
tage can  be  expected  from  its  homologous 
source.  It  does  not  continue  to  grow  as  graft- 
ed skin  is  supposed  to  do,  but  in  time  becomes 
absorbed  like  catgut  that  is  used  for  ligatures 
and  sutures.  Therefore  it  would  be  as  ra- 
tional to  impose  upon  the  patient  the  task  of 
supplying  his  own  suture  material  for  clos- 
ing a wound  as  it  is  to  make  his  supply  the 
bone  for  repairing  his  fracture.  In  addition 
it  requires. two  operations:  one  consists  in  ob- 
taining the  bone  and  the  other  in  placing  it 
in  the  fracture.  I have  demonstrated  by  num- 
erous operations  that  a piece  of  beef  bone 
which  can  be  sterilized  by  boiling  a half  an 
hour  will  serve  the  purpose  equally  as  well 
and  can  be  employed  with  a much  simpler 
technique. 

This  beef  bone  pin  can  be  placed  in  the  me- 
dullary canal  of  a long  bone,  dowell  pin  fash- 
ion, and  the  fragments  will  remain  in  con- 
tact and  recovery  will  occur  without  the  use 
of  splints,  or  weights  or  apparatus  of  any 
kind.  I have  used  this  in  every  long  bone  in 
the  body  and  have  only  one  poor  result  that 
has  come  to  my  knowledge.  This  was  in  a 
child  four  years  old  who  had  a fracture  of 
the  femur  and  began  walking  before  the 
union  was  firm  enough  to  sustain  her  weight. 
The  bone  bent  under  the  stress  of  locomo- 
tion. 

In  using  the  direct  fixation  method  a great 
deal  depends  upon  the  technique  of  closure 
of  the  soft  parts.  It  is  my  custom  never  to 
use  any  catgut  or  drains  in  closing  the  wound. 
I use  either  silver  wire  or  silkworm  gut  and 
place  the  sutures  in  sufficient  proximity  and 
with  sufficient  depth  to  accurately  approxi- 
mate the  wound  margins  and  control  the  hem- 
orrhage. The  sutures  are  left  in  for  three 
weeks. 

I beg  leave  to  report  five  of  my  cases  of 
fractures  of  the  femoral  neck  with  illustra- 
tions to  endeavor  to  make  clear  the  method  of 
employment  of  the  beef  bone  pin  The  first 
case,  that  of  Mrs.  B.,  who  is  79  years  old,  and 
suffered  a fracture  of  the  neck  of  the  femur 
produced  by  a fall.  The  operation  was  per- 
formed as  indicated  by  the  slides.  She  was 
able  to  be  out  of  bed  in  a wheel  chair  at  the 
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end  of  four  weeks. 

The  operation  was  perforined  as  follows: 
patient  placed  upon  the  table  with  the  af- 
fected gluteal  region  and  thigh  supported  by 
a sand  bag,  and  incision  is  made  exposing  the 
trochanter  of  the  affected  side.  Then  with 
the  Hudson  brace  a hole  about  6-16  of  an  inch 
in  diameter  bored  in  at  the  base  of  the  tro- 
chanter through  the  cortical  substance  of  the 
bone.  A bone  peg  of  corresponding-  size  and 
four  inches  long  is  driven  in  through  the  neck 
until  it  engages  in  the  cancellous  structure  of 
the  head.  If  no  more  than  a half  inch  of  the 
pin  projects  beyond  the  point  of  entrance  it 
is  allowed  to  remain  and  the  tissue  closed  in 
the  manner  described.  No  weights,  splints, 
or  other  immoblizing  devices  are  employed. 
The  wound  is  dressed  and  the  patient  put  to 
bed,  and  confined  until  the  wounds  in  the 
soft  tissues  have  become  healed  v»hich  re- 
quires about  three  weeks.  Then  he  is  allowed 
to  get  in  a wheel  chair  for  another  week  and 
allowed  to  rise  crutches  as  soon  a§  he  can  be 
taught  to  use  them.  You.  will  notice  in  the 
case  of  Mrs.  B.  that  the  bone  peg  was  too 
long.  It  penetrated  the  floor  of  acetabulum 
from  which  she  suffered  no  evil  consequences. 

The  next  case  is  that  of  Mrs.  Me.,  a lady  79 
years  old,  who  suffered  a fracture  of  the 
hip  and  was  treated  the  same  way  who  left 
the  hospital  on  the  18th  day  after  the  opera- 
tion at  the  earnest  insistence  of  her  family. 
The  stitches  were  removed  after  her  return 
home  by  her  family  physician  and  she  made 
a complete  recovery. 

.The  third  case  is  that  of  Mr.  L.,  72  years 
old,  who  fractured  his  hip  and  was  treated 
according  to  the  manner  herein  described ; he 
remained  in  the  hospital  as  a matter  of  pre- 
ference and  convenience. 

The  fourth  case  is  that  of  P.  M.,  boy  17 
years  old,  who  sustained  a fracture  of  the  fe- 
moral neck  in  a coal  mine  accident  one  year 
previous  to  the  time  I saw  him.  He  was  treat- 
ed in  plaster  of  Paris  and  in  various  kinds  of 
splints,  hut  union  was  not  secure  and  he  came 
to  me  with  an  united  fracture.  He  was  able 
to  get  out  of  bed  and  walk  on  crutches  four 
weeks  after  the  operation.  The  operation  was 
done  last  October  and  the  last  report  I had, 
which  was  about  Christmas  time,  he  had  gone 
back  to  work. 

The  fifth  case,  G.  M.,  14  years  od,  and 
weighed  195  pounds.  He  stepped  down  about 
12  inches  and  threw  all  of  his  weight  on  one 
hip  fracturing  the  neck  of  the  bone.  This  was 
done  8 months  previous  to  the  time  I saw  him. 
He  was  operated  on  after  the  manner  des- 
cribed and  left  the  hospital  in  four  weeks, 
secured  firm  union  and  has  been  well  ever 
since. 


DISCUSSION. 

John  R.  Wathen:  The  subject  introduced  by 

Dr.  Hendon  is  too  important  not  to  be  discussed. 
During  recent  years  I have  personally  done 
very  little  bone  surgery,  but  am  associated  with 
the  hospital  where  Dr.  Hendon  is  doing  the  work 
he  has  described,  and  it  has  certainly  attracted 
the  interest  and  attention  of  his  friends  and 
colleagues  in  that  institution.  The  feature  that 
has  impressed  and  surprised  me  is  the  simplicity 
of  the  beef-bone-method  as  performed  by  Dr. 
Hendon.  No  external  splint  nor  plaster  is  ap- 
plied, the  patient  can  assume  any  position  de- 
sired in  bed,  and  can  move  around  without  any 
discomfort.  These  are  tremendous  advantages 
over  the  older  plans  of  treating  fractures  of  the 
hip. 

I have  witnessed  the  work  of  Albee  who  is 
one  of  our  most  prominent  surgeons  in  this  line 
of  work.  He  takes  a small  piece  of  bone  from 
the  tibia  of  the  patient  and  inserts  this  into  the 
medullary  canal,  but  it  does  not  hold  the  frag- 
ments as  firmly  as  it  should.  The  entire  limb 
has  to  be  immobilized  and  the  patient  suffers 
discomiort  in  consequence.  Murphy  employed 
nails  or  screws,  but  they  were  not  always  suc- 
cessful in  producing  proper  fixation.  We  are 
all  familiar  with  the  work  of  Lane  and  many 
of  us  have  seen  him  operate.  His  results  have 
been  excellent,  but  in  the  hands  of  other  sur- 
geons the  Lane  plate  has  been  more  or  less  un- 
sat  sfactory,  and  many  of  them  have  discarded 
the  method  entirely.  The  plan  of  Royal  Whit- 
man has  many  advantages,  but  his  method  is 
not  free  from  disadvantages.  Not  long  ago 
Cotton,  of  Boston,  read  a paper  in  Louisville 
outlining  his  modern  treatment  of  fractures 
which  differs  in  some  respects  from  all  the 
other  methods  mentioned.  The  fact  that  so 
many  different  methods  are  in  common  use  is 
convincing  evidence  that  no  one  of  them  has 
been  found  entirely  satisfactory. 

Dr.  Hendon  has  described  a very  simple  meth- 
od of  treating  certain  types  of  fractures,  one 
which  has  proven  successful  and  satisfactory  in 
his  hands.  The  beef  bone  pegs  are  kept  in  the 
instrument  cabinet  ready  for  use  when  required; 
they  are  prepared  in  different  sizes  and  only  a 
moment  is  necessai'y  to  select  the  peg  suitable 
for  the  individual  case;  the  operation  is  quickly 
performed,  much  time  being  saved  over  the 
other  methods  of  procedure;  no  external  dress- 
ings are  applied,  and  the  patient  is  returned  to 
bed  promptly. 

I have  had  the  opportunity  of  watching  Dr. 
Hendon  operate  upon  several  patients  in  which 
the  bone  peg  procedure  was  employed,  and  have 
v?d  occasion  to  observe  the  post-operative  course. 
In  no  instance  has  there  been  suppuration  or  any 
f'ther  disouieting  complications.  As  we  all 
know,  when  too  great  an  amount  of  plaster  o* 
paris  or  any  other  type  of  heavy  splint  is  ap- 
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plied,  there  is  apt  to  be  interference  with  the 
circulation  of  the  limb,  nutrition  is  consequent- 
ly impaired,  the  patient  suffers  pain  from  pres- 
sure on  the  nerve  endings,  and  in  such  cases 
there  is  always  a tendency  toward  suppuration. 
After  application  of  the  bone  peg  the  limb  is 
not  further  disturbed,  a simple  dressing  of 
gauze  is  used  held  in  place  with  adhesive  strips, 
there  is  no  pressure,  no  circulatory  disturb- 
ance, no  interference  with  nutrition,  and  no 
suppurataion. 

One  of  the  secret’s  of  Dr.  Hendon’s  success 
is  the  avoidance  of  splints,  and  another  feature 
is  that  the  bone  peg  produces  firmer  fixation 
than  can  be  obtained  by  nails,  screws  or  the 
Albee  tibial  graft.  It  is  impossible  to  break 
these  bone  pegs  with  the  hands,  and  it  is  by  vir- 
tue of  *heir  strength  and  the  firm  fixation  thus 
produced  that  permits  the  avoidance  of  extern- 
al fixation  apparatus. 

Dr.  Hendon  is  a little  too  modest  in  his  re- 
port. His  work  is  excellent  and  I am  sure  we 
all  appreciate  it. 

Frank  P.  Strickler:  I want  to  congratulate 

Dr  Hendon  on  the  excellent  results  he  has  se- 
cured in  the  treatment  of  fractures,  by  means 
of  large  beef  bone  intramedullary  pegs  applied 
without  the  use  of  splints.  I must  confess  it 
has  been  a little  difficult  for  me  to  adopt  the 
idea  of  treating  fractures  in  this  manner  es- 
pecially when  a bone  graft  of  any  type  has  been 
employed,  for  all  of  you  I am  certain  have  seen 
cases  where  both  intramedullary  and  inlay 
grafts  have  fractured  while  plaster  paris  splints 
were  being  applied  and  fracture  has  even  occur- 
red after  the  splints  have  been  worn  for  several 
days. 

I hape  always  been  a strong  advocate  of  the 
Whitman  method  of  treating  fractures  of  the 
neck  of  the  femur,  but  Dr.  Hendon’s  results 
are  certainly  as  good  as  any  I have  ever  seen 
and  speak  for  themselves. 

The  success  of  the  operation,  in  my  opinion, 
depends  in  a large  measure  upon  the  size  of 
the  bone  peg,  but  perhaps  to  a greater  extent 
upon  the  manner  in  which  Dr.  Hendon  applies 
it.  He  does  not  traumatize  the  tissues  during 
the  operation  and  leaves  no  foreign  material  in 
the  wound,  the  minimum  amount  of  non-absorb- 
able  suture  material  is  used  and  this  is  later  re- 
moved. 

I have  seen  Dr.  Hendon  perform  a number  of 
these  operations  according  to  the  technique  he 
has  described  and  he  has  no  trouble  whatever. 
The  beef  bone  peg  as  used  by  Dr.  Hendon  is  a 
much  simpler  operation  than  the  Albee  inlay 
technique  and  can  be  done  in  a shorter  period 
of  time. 

I know  that  Dr.  Hendon  reduces  the  period  of 
post-operative  recovery  'n  these  patients  to  one- 
half  of  what  it  would  be  under  other  circum- 
stances. In  most  of  these  cases,  when  the  limb 


is  dressed  in  plaster  paris  according  to  the  Whit- 
man method,  the  patient  is  compelled  to  stay  in 
bed  for  twelve  weeks.  At  the  end  of  five  or  six 
weeks  Dr.  Hendon’s  patients  are  walking  around 
the  hospital  and  consequently  have  very  little 
muscular  atrophy.  This  you  know  is  a very  im- 
portant factor  in  elderly  patients  as  it  reduces 
the  possibility  of  hypostatic  pneumonia  to  a 
minimum. 

Dr.  Hendon  is  certainly  to  be  congratulated 
on  the  excellent  work  he  has  done  and  the  re- 
sults he  has  achieved. 

Frank  T.  Fort:  I regret  that  I did  not  hear 

all  of  Dr.  Hendon’s  paper.  I have  had  the  pleas- 
ure of  seeing  his  lantern  slides  several  times, 
and  he  is  certainly  to  be  congratulated  on  the 
results  obtained  in  the  cases  the  pictures  of 
which  we  have  just  seen. 

In  the  treatment  of  fractures  I think  more 
depends  upon  the  surgeon,  his  technique  and 
his  ability,  than  the  manner  in  which  he  actual- 
ly performs  the  work.  For  example:  the  work 
of  Lane  in  bone  plating  at  Guy’s  Hospital,  Lon- 
don, and  the  results  he  has  secured,  cannot  be  im- 
proved upon.  The  same  statement  is  applica- 
ble to  the  method  of  using  nails  as  advocated 
by  Murphy.  It  is  true  trat  Murphy  occasional- 
ly had  to  remove  a nail.  He  always  placed  two 
nails  in  the  hip  to  secure  fixation  of  the  frag- 
ments, so  in  case  it  became  necessary  one  could 
be  removed  without  interfering  with  the  ulti- 
mate result.  To  my  mind  Albee  has  devised 
the  most  perfect  mode  of  dealing  with  fractures, 
that  is  the  application  of  an  autogenous  graft. 
However,  if  the  beef  bone  pegs  which  Dr.  Hen- 
don describes  can  be  sterilized,  which  undoubt- 
edly they  can,  and  when  placed  in  the  medullary 
canal  if  they  will  maintain  fixation  until  the 
limb  becomes  strong  enough  for  weight-bear- 
ing, which  they  evidently  do,  I do  not  see  why 
they  should  not  replace  nails,  plates  and  even 
autogenous  bone  grafts. 

In  the  method  described  by  Dr.  Hendon  there 
is  evidently  less  trauma  to  the  tissues  than  by 
other  plans  advocated.  I did  not  hear  him  men- 
tion calibration  of  the  peg  or  the  canal,  and 
would  like  for  him  to  state  in  closing  whether 
he  used  the  calibrator  to  determine  the  size  peg 
to  be  inserted.  I assume  from  his  results  that 
this  plan  was  followed,  but  cannot  help  but  feel 
if  the  peg  utilized  happened  to  be  too  small 
there  would  be  danger  of  necrosis  from  pres- 
sure. 

O.  H.  Kelsall:  I am  very  glad  to  have  had  the 

privilege  of  hearing  the  report  made  by  Dr. 
Hendon,  which,  as  usual,  he  has  given  us  in  his 
admirable  and  inimitable  way.  The  paper  shows 
that  he  is  an  extremely  observant  student  of  na- 
ture, not  only  in  the  human  being  but  also  out- 
side of  human  life. 

I have  never  used  beef  bone  pegs  in  the  treat- 
ment of  fractures  in  any  situation,  but  after 
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hearing  Dr.  Hendon’s  report  of  the  excellent  re- 
sults he  has  obtained,  I shall  adopt  the  plan  in 
my  future  work. 

E.  S.  Allen:  I have  little  to  add  to  the  discus- 

sion. I am  more  or  less  familiar  with  the  ex- 
cellent work  that  has  been  done  by  Dr.  Hendon 
and  he  is  to  be  congratulated  on  the  results  e 
has  obtained.  The  bone  peg  used  as  he  has 
described  assures  perfect  fixation  of  the  frag- 
ments, and  as  no  dressings  are  applied  the  com- 
fort of  the  patient  is  greatly  enhanced.  Dr.  Hen- 
don has  certainly  simplified  the  operation  for 
fractures  of  the  femoral  neck.  It  occurred  to 
me,  however,  that  allowing  the  patient  to  walk 
on  the  limb  at  the  end  of  four  or  five  weeks 
might  prejudice  union  and  also  weight-bearing 
might  cause  unpleasant  after  effects,  such  as 
bowing,  etc. 

I would  like  to  ask  Dr.  Hendon  whether,  if 
the  peg  is  too  long,  there  may  not  be  some  fix- 
ation at  the  hip  joint?  I congratulate  him  on 
the  perfection  of  his  technique  and  the  excel- 
lence of  the  results  he  has  secured. 

J.  Allen  Kirk:  I appreciate  the  most  excellent 

report  made  by  Dr.  Hendon  on  the  use  of  the 
beef  bone  peg  in  the  treatment  of  fractures.  I 
have  recently  employed  that  method  in  two 
cases.  One  was  a fracture  of  both  bones  of  the 
forearm  of  five  months  standing  with  non-union. 
A bone  peg  was  used  on  the  radius  and  the  ulnar 
fragments  accurately  approximated.  The  re- 
sult was  perfect  and  the  function  of  the  arm  was 
thereafter  normal.  The  other  case  was  a frac- 
ture of  the  femur  of  seven  months  standing  with 
non-union.  The  bone  peg  method  was  employed 
and  perfect  union  secured. 

In  my  opinion  the  bone  peg  is  far  superior  to 
any  other  method  in  the  treatment  of  suitable 
fracture  cases. 

D.  Y.  Keith:  Dr.  Hendon  says  one  f the 

greatest  difficulties  he  has  experienced  is  in 
getting  a pin  the  proper  length,  for  the  pin  may 
be  longer  than  the  neck  of  the  femur  and  go 
beyong  the  head  into  the  pelvis,  as  was  shown 
on  one  film.  In  many  instances  it  is  impossi- 
ble to  measure  accurately  the  neck  of  the  fe- 
mur of  the  injured  side,  but  we  feel  quite  sure 
with  stereoscopic  films,  or  with  plain  film,  the 
shadow  of  the  neck  of  the  opposite  femur  could 
be  measured  with  a great  degree  of  accuracy 
and  a pin  the  proper  length  could  be  selected  for 
use  on  the  injured  side  before  the  pin  was  ster- 
ilized and  ready  for  insertion. 

The  majority  of  the  lantern  slides  shown  were 
of  the  so-called  introchanteric  fractures,  or 
fractures  involving  the  outer  portion  of  the 
neck  carrying  a small  fragment  of  the  body  of 
the  bone  with  it,  which  we  know,  in  fractures 
this  far  cut  good  results  are  obtained  with  ex- 
tension and  sand  bags  with  the  patient  almost 
in  the  erect  posture.  Firm  union  and  good  func- 
tional results  are  usually  experienced  in  this 


kind  of  fracture.  We  would  like  to  ask  him  if 
he  has  had  any  cases  treated  in  which  there  was 
a typical  transverse  fracture  of  the  neck  of  the 
femur  near  the  central  portion  of  the  neck  or 
close  to  the  head  of  the  femur.  These  are  the 
ones  in  which  complete  absorption  of  the  head 
and  neck  occurs  and  the  ones  in  which  poor  re- 
sults are  seen.  We  failed  to  see  any  case  of 
this  type  shown  on  the  lantern  slides  exhibited. 
Any  procedure  that  will  improve  the  results  m 
transverse  fracture  of  the  neck  of  the  femur 
near  its  center,  or  proximal  to  the  center,  is  a 
very  definite  advance.  Intertrochanteric  frac- 
tures are  frequently  seen  with  good  functional 
results  and  firm  union. 

George  A.  Hendon  (in  closing)  : Answering 

Dr.  Keith’s  question:  Among  the  .slides  shown 

there  is  one  illustrating  a transverse  fracture  of 
the  femoral  neck  near  the  head  of  the  bone  in 
which  a satisfactory  result  was  obtained.  I have 
treated  several  others  of  similar  type  with  equal 
success. 

I am  very  grateful  and  appreciate  of  the  com- 
mendatory remarks  that  have  been  made  con- 
cerning the  matter  presented,  which  I think  is 
so  extremely  important  that  it  merits  our  con- 
sideration. When  we  think  of  the  enormous 
amount  of  suffering  which  elderly  people  with 
fracture  of  the  femoral  neck  have  to  undergo 
when  treated  by  the  older  methods  of  procedure, 
and  compare  this  with  the  comfort  and  freedom 
from  pain  attending  the  plan  I have  described, 
the  question  assumes  a degree  of  magnitude  that 
we  cannot  afford  to  overlook. 

The  beef  bone  peg  can  be  employed  with  sat- 
isfaction in  treating  fracture  of  any  long  bone 
of  the  body.  I am  not  sure  that  it  -would  be 
wise  or  prudent  to  treat  a fracture  of  the  fore- 
arm by  this  method,  because  that  is  so  simple 
that  splints  can  be  applied  and  the  patient  al- 
lowed to  walk  about,  it  does  not  confine  him  to 
bed.  There  is  one  exception  to  this,  however, 
and  that  is  in  cases  such  as  described  by  Dr. 
Kirk  where  there  is  non-union.  In  such  cases 
I believe  the  bone  peg  should  be  applied.  The 
bone  peg  is  especially  adapted  to  fracture  of 
the  tibia,  which  entails  confinement  in  bed,  and 
in  which  as  we  know  non-union  is  so  prone  to 
occur.  I have  used  the  method  in  fracture  of 
the  middle  third  of  the  humerus  which  we  know 
is  also  difficult  to  control.  In  fracture  just 
above  the  trochanter,  or  the  supratrochanteric 
type,  which  is  so  notoriously  difficult  to  control, 
the  bone  peg  has  its  greatest  field  of  usefulness. 

The  question  has  been  raised  concerning  the 
introduction  of  the  bone  peg  into  the  medul- 
lary canal  and  whether  this  does  not  interfere 
with  future  nutrition,  but  I think  that  is  fully 
answered  by  the  fact  that  nature  closes  the  me- 
dullary canal  at  the  site  of  fracture  regardless 
of  the  bone  involved.  If  any  broken  bone  is  ex- 
posed by  incision  the  medullary  canal  will  be 
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found  closed  at  the  site  of  the  fracture.  If  na- 
ture does  that,  why  should  we  not  do  it?  So  far 
as  I am  aware  there  is  no  interference  with  nu- 
trition by  virtue  of  this  fact. 

There  is  one  point  to  which  I wish  to  direct 
especial  attention  in  regard  to  the  introduction 
of  bone  pegs  into  the  medullary  canal,  and  this, 
I think,  will  answer  the  question  asked  by  Dr. 
Zimmerman.  Do  not  place  the  bone  peg  equid- 
istant from  the  line  of  fracture,  that  is  do  not 
attempt  to  place  as  much  of  the  peg  in  one 
fragment  as  the  other.  If  one  fragment  con- 
tains the  same  length  of  bone  peg  as  the  other, 
the  peg  is  more  likely  to  break.  This  may  be 
illustrated  by  taking  an  ordinary  pencil  and 
hold  an  equal  length  of  it  in  eitb  r hand,  the 
pencil  may  be  broken  in  that  way  with  very 
little  exertion;  but  if  the  greater  portion  of  it 
be  held  in  one  hand,  leaving  just  enough  of  the 
pencil  exposed  to  be  grasped  by  the  other  hand, 
it  is  almost  impossible  to  break  it.  If  one  will 
observe  that  rule  in  the  introduction  of  bone 
pegs  into  the  medullary  canal  they  will  not 
break.  I presume  Dr.  Zimmerman  pursued  the 
same  plan  I did  in  my  earlier  work,  that  is 
placed  just  as  much  of  the  peg  in  one  fragment 
as  the  other.  I found  by  unfortunate  experience 
that  was  a mistake.  The  weight  of  the  plaster 
of  paris  dressing  might  have  had  some  influence 
in  breaking  the  bone  peg.  That  is  a possible  ex- 
planation, provided  plaster  was  used. 

There  is  one  difficulty  about  use  of  the  bone 
peg  that  should  be  mentioned,  and  that  is  the 
fact  I have  been  unable  to  get  a bone  peg  large 
enough  .in  diameter  to  fill  and  fit  tightly  in  the 
medullary  canal  of  the  femur.  To  overcome  this 
difficult  yone  peg  is  placed  in  the  canal  and  an- 
other driven  in  alongside  of  it.  As  mentioned 
in  the  paper,  if  fracture  occurs  near  the  end 
of  the  bone  where  there  is  cancellous  substance, 
no  difficulty  is  encountered  in  driving  the  peg 
into  the  cancellous  tissue  and  the  fixation  is 
sufficiently  firm  to  hold.  It  makes  no  differ- 
ence if  one  end  of  the  peg  is  loose,  just  so  long 
as  the  other  fragment  held  firmly  in  place. 

The  Water  Content  of  the  Vaginal  Secretion. 

— Bultemann  found  that  the  weight  in  milli- 
grams of  the  water  contained  in  the  vaginal  dis- 
charge, under  various  pathologic  and  physiolog- 
ic conditions,  paralleled  the  amount  of  the  dis- 
charge. On  the  other  hand,  the  percental  water 
content  of  the  vagina,  i.  e.,  the  wei,<  ht  of  the 
water  compared  with  the  weight  of  the  total  se- 
cretion, did  not  stand  in  any  recognizable  rela- 
tion to  the  amount  of  the  discharge  or  to  the 
absolute  water  content  of  the  vagina.  The  fur- 
ther the  vaginal  flora  differed  from  the  phy- 
siologic, the  greater  was  the  water  content  of 
the  secretion. 


LACTIC  ACID  MILK.* 

By  A.  A.  Shapero,  M.  D.,  Louisville. 

Definition. 

Lactic  Acid  Milk  is  whole  cows  milk  arti- 
ficially soured  'by  inoculation  with  lactic  acid 
producing  organisms,  or  sterilized  milk  to 
which  lactic  acid  has  been  properly  added. 
The  former  is  sold  under  various  names,  Bul- 
garian milk;  fermilac,  lactose — locally  Non 
Lac  is  distributed. 

Tiie  Difference  Between  Cow’s  Milk  and 
Woman’s  Milk. 

Of  the  many  salient  points  concerning  the 
pediatrician,  one  is  the  fact  that  cow’s  milk 
is  richer  in  buffer  substances  than  woman’s 
milk.  The  term  buffer  confers  any  sub- 
stance in  a fluid  which  tends  to  lessen  the 
change  in  the  hydrogen-ion  concentration  (or 
reaction)  which  otherwise  would  be  produced 
by  adding  acids  or  alkalies.  The  buffer  in 
milk  consists  mainly  of  calcium  caseinate  anu 
phosphates. 

Caseinogen  Albumin 

Human  Milk  33%  66% 

Cow’s  Milk  82%  17% 

75%  of  the  phosphorus  of  human  milk  is 
held  in  organic  combination  while  this  only 
occurs  to  the  extent  of  25%  in  cow’s  milk. 

The  P,  0.,  Ash  component  in  100  grains 
of  milk: 

Human  32-50  Mgms. 

Cow’s  160-185  Mgms. 

Fresh  cows  milk  has  an  initial  acidity 
greater  than  mothers  milk,  the  former  repre- 
sented by  a hvdrogen-ion  concentration  rang- 
ing from  Ph  6.8  to  6.5,  while  the  latter  has  a 

h of  7.6  to  7.1.  Nevertheless,  cow’s  milk  can 
neutralize  more  acid  than  woman’s  milk. 

The  above  shows  the  marked  differences  in 
the  casein  and  phosphorus  contents  of  the  two 
milks.  In  cows  milk  this  neutralization  of 
the  acid  is  the  work  of  the  buffers,  one-third 
of  which  occurs  in  the  whey  and  two-thirds  in 
the  curd. 

The  simple  experiment  of  Marriott  and 
Davidson  has  shown  that  the  addition  of  30 
cc.  of  n-10  Hcl  to  100  cc.  of  cows  milk  re- 
sults in  a comparatively  slight  change  in  the 
H-ion  concentration,  reducing  it  from  pH  of 
6.6  to  5.85,  while  the  same  quantity  of  acid 
added  to  mothers  milk  changes  its  H-ion  con- 
centration to  a much  greater  degree  from 
6.9  to  3.4.  In  order  to  bring  cows  milk  to  a 
similar  concentration  requires  over  100  cc.  of 
ii-10  Hcl  or  approximately  3 times  as  much 
acid  as  in  the  ease  of  breast  milk. 

Leo  in  1888  first  showed  that  cows  milk 
contains  more  buffers  than  human  milk  and 

*Read  before  the  Medical  Section,  Louisville  Public 
Health  Nursing  Association. 
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that  very  considerable  amounts  of  acid  could 
be  added  to  cows  milk  without  causing  a great 
change  in  its  Ph.  The  'buffering  property 
was  subsequently  studied  by  Escherich  in 
1889;  by  Huebner  in  1891;  by  Muller  in 
1892 ; by  Aron  and  by  Clark  in  1914.  Aron 
was  the  first  to  chart  the  buffer  curve  of  milk 
in  terms  of  its  H-ion  concentration.  Muller 
in  1923  plotted  curves  of  the  buffer  value  on 
the  basis  of  electrometric  titrations. 

In  the  process  of  digestion,  the  hvdrogen- 
ion  concentration  of  the  gastric  contents  de- 
pends therefore  on  the  acid  neutralizing  pow- 
er of  the  food  in  the  stomach.  If  cows  milk 
is  fed  to  an  infant,  a great  part  of  the  gas- 
tric acid  unites  with  the. 'buffers  present  so 
that  the  resulting  quantity  of  free  hydro- 
chloric acid  left  may  be  too  slight  or  Ihe  11- 
ions  too  small  in  concentration  to  carry  on  the 
digesting  of  proteins  in  the  most  efficient 
manner.  The  depleted  acid  may  he  ioo  small 
to  maintain  properly  the  other  important 
functions  depending  upon  the  presence  of 
free  acid  in  the  gastric  contents,  therefore  the 
addition  of  acid  to  cows  milk  before  ingestion 
decreases  its  buffer  effect  so  that  the  gastric 
acid  no  longer  finds  any  substance  or  limited 
amount  of  substance  with  which  to  combine. 
This  results  in  the  acid  normally  s.-vuMed  by 
the  gastric  cells  having  the  power  in  produc- 
ing an  optimal  condition  for  gastro-intestinal 
activity. 

The  present  interest  in  acidified  milk  has 
shown  how  pediatricians  have  discarded  the 
idea  of  adding  alkalies  to  milk.  Only  a few 
years  ago  have  many  men  held  the  theory  that 
it  was  necessary  to  add  alkalies  in  the  form 
of  calcium  hydroxide  or  lime  water  for  the 
successful  feeding  of  infants.  The  production 
of  a fine  curd  in  the  stomach  was  the  sole  ob- 
ject in  this  hypothesis. 

History  op  Acid  Milks. 

Acid  milks  have  been  used  for  a long  time 
and  have  been  a staple  article  in  many  coun- 
tries for  many  years.  Yogurt  is  a Bulgarian 
product ; souring  of  milk  with  bacillus  bulgar- 
icus.  Other  fermented  milks  are  leben  of 
Egypt ; Gioddu  of  Sicily,  dahdi  of  India  and 
tatte  of  Scandinavia.  Besides  these  are  oth- 
ers which  contain  small  amounts  of  alcohol. 
Kumiss  is  prepared  in  Central  Asia  and  in 
the  Steppes  of  Russia  by  the  action  of  yeast 
and  bacteria  on  the  milk  on  the  camel,  mare 
and  ass. 

The  use  of  acid  milks  in  infant  feeding  has 
been  known  for  a long  time,  but  its  merits 
have  been  brought  forward  only  in  the  last 
few  years.  Texeria  de  Mattos  states  that  but- 
termilk has  long  'been  employed  in  Holland 
for  feeding  babies  as  well  as  chickens,  pigs 
and  calves.  Campert  in  177  discussed  the 
use  of  acid  milk  in  infant  feeding.  In  1865 


Ballot  again  advocated  its  use.  DeJager  in 
1895  wrote  of  buttermilk  in  pediatric  prac- 
tice and  DeMattos  in  1902  reported  a series 
of  cases  of  infants  successfully  nourished  on 
buttermilk.  During  the  following  years  lit- 
’ e was  written  regarding  acidified  milks  ex- 
cept a few  papers  on  Eiweissmilch  or  protein 
milk.  Although  protein  milk  is  buttermilk  to 
which  protein  is  added,  the  importance  of  the 
amount  of  organic  acid,  or  specifically  lactic 
acid  present  was  never  considered. 

In  1909,  Klotz  was  probably  the  first  to  ad- 
minister to  infants  a milk  to  which  lactic  acid 
had  been  added  directly  instead  of  baeterially 
soured  milk.  St.  Louis  offered  the  impetus 
for  the  use  of  lactic  acid  milg,  Bradley  of  the 
city  having  recommended  in  -1912  its  use  rou- 
tinely for  sick  as  well  as  healthy  infants. 
However,  we  are  indebted  to  Marriott  for 
popularizing  in  this  country  the  use  of  acidi- 
fied milk.  He  fed  the  latter  to  more  than  one- 
half  the  number  of  infants  in  the  Washington 
University  dispensary,  so  as  to  determine  the 
biologic  efficiency  o4‘  this  milk,  llis  results 
proved  that  acid  milk  yielded  more  benefits 
than  any  other  type  of  artificial  food.  This 
type  of  food  is  at  present  used  rc  same  extent 
in  the  feeding  wards  of  practically  all  child- 
ren hospitals. 

Thus  in  the  last  few  years,  infant  feeding 
has  been  placed  on  a rational  basis  dis- 
card .'ng  the  alkali  theory,  which  was  supposed 
to  form  a fine  curd  and  also  change  the  reac- 
tion of  the  cows  milk,  which  in  reality  pre- 
vented the  coagulation  of  the  milk  by  rennin. 
The  reduction  of  the  gastric  acidity  result- 
ing from  the  ingestion  of  plain  cows  milk  in- 
terferes with  peptic  digestion,  with  gastric 
and  intestinal  mobility,  decreases  its  bacteri- 
acidal  power  and  disrupts  the  acid-base  bal- 
ance. Heldane  has  Mown  that  alka'  unfav- 
orably affects  the  cas>.:i  retention.  ' 

The  Acidity  of  the  Gastric  Contents  of 
Infants. 

Marriott  and  Davidson  have  shown  the  var- 
iation in  the  gastric  acidity  in  normal  and 
pathologic  conditions,  likewise  the  influence 
of  the  diet  on  the  degree  of  acidity,  and  the 
practical  value  of  the  latter  in  relation  to  in- 
fant feeding.  They  determined  the  acidity  of 
the  gastric  contents  at  the  height  of  digestion 
by  the  number  of  the  H-ions  present.  The  lat- 
ter is  explained  as  follows:  As  all  acids  owe 
their  characteristic  properties  to  the  number 
of  free  h-ions  present.,  the  effective  strength 
of  any  acid  solution  may  be  expressed  in 
terms  of  the  number  of  grams  of  ionized  hy- 
drogen present.  A normal  solution  contains 
approximately  1 gram  of  ionized  (IT)  per  li- 
ter;  a n-10  contains  .1  gram  ionized  hydro- 
gen ; while  a millionth  normal  solution  con- 
tains .000001  gram.  To  simplify  the  expres- 
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Maternal  and  Child  Welfare  literature  was 
sent  to  many  expectant  mothers. 

One  pre-school  clinic  was  held  where  twenty 
children  received  examination,  literature  and  ad- 
vice from  physicians  and  nurses. 

Fancy  Farm  Unit  reports:  That  they  assisted 
the  county  nurse  in  the  school  examinations.  And 
just  recently,  under  the  supervision  of  Miss 
Massey  and  Dr.  Campbell,  a Clinic  for  Children 
of  Pre-School  age  was  held.  Twenty-o§e  chil- 
dren were  examined  one  day;  talks  were  made 
to  the  mothers  and  literature  distributed. 

A Child  Health  Program  was  observed  in  May 
at  the  schools,  and  the  Priest  made  a talk  on 
the  necessity  of  observing  the  health  rules,  and 
especially  commended  this  week  of  observance. 

Six  dependent  families  were  remembered  at 
Christmas  time  with  presents  and  some  of  the 
substantial  things  of  life. 

Three  crippled  children  have  been  sent  to 
Louisville  for  treatment. 

At  all  times  our  women  stand  ready  to  lend 
assistance  to  promulgate  good  health  projects 
in  school  or  out  of  school,  anywhere  we  can 
render  assistance. 

The  Lowes  Unit  "has  rendered  assistance  to 
the  county  nurse  whenever  called  upon  and 
wherever  possible.  During  the  year  several 
Clinics  for  the  examination  of  babies  were  held 
at  the  home  of  one  of  the  daughters  of  a phy- 
sician, Mrs.  James  R.  Lowe. 

A number  of  baskets  of  good  things  with 
Christmas  Cheer  was  sent  out  to  those  whom 
Santa  Claus  was  likely  to  pass  unnoticed. 

Two  large  grass  sacks  of  clothing  and  a liberal 
cash  contribution  was  sent  to  the  Flood  Sufferers. 

The  Mayfield  Unit  co-operates  with  the  Red 
Cross,  Health  and  Welfare  League,  takes  an 
active  part  in  the  Tuberculosis  Seal  Sale,  serves 
on  a committee  of  the  Woman’s  Club,  renders 
aid  to  the  Parent  Teacher’s  Association  in  their 
school  work,  assists  the  Health  and  Welfare 
League  both  in  the  health  and  social  work 

Committees  were  appointed  over  the  county 
to  raise  funds  for  the  Flood  Sufferers. 

Child  Health  Week  was  generally  observed 
throughout  the  county. 

The  Graves  County  Auxiliary  petitioned  the 
Fiscal  Court  of  said  county  to  rescind  the  act 
of  said  court  of  earlier  date  to  discontinue 
the  services  of  County  Health  Nurse  of  Graves 
County.  We  feel  sure  that  the  pressure  brought 
to  bear  by  the  Auxiliary,  caused  the  Fiscal 
Court  to  rescind  the  act  and  retain  the  County 
Health  Nurse.  A campaign  is  on  to  place  Hygeia, 
the  National  Health  Magazine,  in  many  homes 
and  schools  in  our  county. 

The  Auxiliary  petitioned  the  Fiscal  Court 
to  erect  a Tuberculosis  Sanitorium  in  our  county 


to  take  care  of  the  many  tubercular  patients. 

Much  Medical  Historical  Data  has  been  se- 
cured for  our  county,  and  will  be  published  at 
an  early  date. 

May  we  Mot  at  this  time  ask  all  members  of 
the  Woman’s  Auxiliary  to  join  us  in  extend- 
ing to  our  beloved  president,  Mrs.  Lizzie  Fuller, 
our  sympathy  in  her  bereavement,  in  the  going 
home  of  her  husband  Dr.  George  T.  Fuller? 
Through  this  bereavement  the  Auxiliary  has 
sustained  the  loss  of  its  most  valued  councilor 
and  supporter.” 

A motion  that  the  Auxiliary  express  its  sym- 
pathy with  Mrs.  Fuller  carried  and  the  Secre- 
tary was  instructed  to  write  Mrs.  Fuller  a letter. 

Harlan  County,  Mrs.  M.  L.  Quinn,  Harlan, 
Delegate. 

The  Woman’s  Auxiliary  to  the  Harlan  County 
Medical  Society  was  organized  October  22,  1926, 
with  eleven  charter  members.  Officers  as  fol- 
lows: 

Mrs.  Dorcas  Gunn,  President. 

Mrs.  Nelli  3 Riley,  First  Vice-President. 

Mrs.  Pearl  Nash,  Second  Vice-President. 

Mrs.  Bertha  Nolan,  Secretary. 

Mrs.  Cathrine  Parks,  Treasurer. 

The  first  work  undertaken  was  securing  ad- 
vertising for  the  Auxiliary  number  of  the  Ken- 
tucky Medical  Journal.  The  amount  of  $52.50 
was  turned  over  to  Mrs.  McCormack,  and  in 
return  she  sent  us  a check  for  $11.85  as  our 
commission. 

A Hygeia  campaign  was  launched  in  Septem- 
ber with  “Mother”M.  M.  Martin  as  chairman. 
Five  subscriptions  have  been  secured. 


Number  of  members  to  date  24 

Amount  disbursed  during  year.. ..$26. 30 

Amount  on  hand 23.32 

Number  of  meetings  6 

JeffersonCounty,  Mrs.  I.  A.  Arnold,  Louisville, 
Delegate. 


“The  Jefferson  County  Auxiliary  is  one  year 
old  and  the  newness  of  the  work  made  it  hard 
to  plan.  We  found  the  doctor’s  wives  a busy 
lot  of  people  and  many  of  them  seeing  no  need 
for  this  organization.  Our  aim  was  to  move 
slowly  but  surely  and  try  to  educate  and  create 
an  interest  and  pride  in  this  organization.  We 
decided  it  would  be  wiser  to  plan  a few  meet- 
ings and  have  them  well  attended.  We  had 
quarterly  meetings,  two  of  them  strictly  business 
and  two  luncheon  program  meetings. 

The  first  luncheon  meeting  was  held  at  the 
Brown  Hotel.  The  program  was  most  interest- 
ing and  educational.  “The  Why’s  of  a Woman's 
Auxiliary”  was  ably  presented  by  Drs.  Irvin 
Abell,  A.  T.  McCormack,  Ed.  Palmer,  and  Lil- 
lian South.  Mrs.  Boggess  discussed  “Mrs. 
Doctor,”  and  Mrs.  Abell,  our  National  Treas- 
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urer,  made  an  interesting  talk  about  the  work- 
ings of  the  National  organization.  Mrs.  A.  T. 
McCormack  told  us  about  the  Woman’s  Auxil- 
iary Number  of  the  Kentucky  Medical  Journal 
and  urged  that  we  try  to  get  advertisements. 
$200.04  was  secured  for  our  treasury  in  this 
way. 

As  a result  of  this  meeting  sixty  members 
were  added  to  our  list. 

For  the  Jefferson  County  Obstetrical  Society, 
we  sponsored  a public  meeting,  February  7, 
with  Dr.  G’aorge  Clark  Mosher,  Kansas  City,  as 
speaker  at  the  Public  Library. 

We  adopted  a constitution  and  by-laws  and 
then  had  a very  delightful  luncheon  at  the 
Brown  on  May  2nd.,  with  a musical  program 
and  an  address  by  Mrs.  Stienkamp  of  Cape 
Town,  South  Africa.  Quite  a few  new  mem- 
bers were  added  at  this  meeting. 

At  the  meeting  held  September  20th,  we  had 
a membership  of  eighty-seven  and  three  new 
ones  were  added,  making  a total  membership 
of  ninety.  Our  Treasurer  reported  $202.50 
in  the  treasury. 

Mrs.  Hugh  Lea  veil,  President. 

Mrs.  W.  F.  Boggess,  First  Vice-President. 

Mrs.  John  D.  Trawick,  Second  Vice-President. 

Mrs.  Rowan  Morrison,  Third  Vice-President. 

Mrs.  Wm.  White,  Fourth  Vice-President. 

Mrs.  D.  A.  Bates,  Secretary. 

Mrs.  Geo.  Leachman,  Treasurer. 

Mrs.  I.  A.  Arnold,  Parliamentarian. 

The  prospects  of  the  coming  year  are  very 
bright  with  ninety  members,  $202.50  in  the 
treasury  and  a most  efficient  set  of  officers.” 

Marshall  County,  Mrs.  L.  L.  Washburn,  Ben- 
ton, Delegate. 

“Tve  m"'-.'-.  important  work  of  the  Woman’s 
Auxiliary,  Marshall  County  Medical  Society  for 
the  past  year  was,  perhaps,  that  for  the  flood 
sufferers.  Although  many  of  our  roads  were 
impassable  and  several  of  our  bridges  washed 
away  in  Marshall  County  tba  need  for  food, 
clothes  and  shelter  of  families  farther  south  was 
so  great  that  we  devoted  our  energies  to  secur- 
ing quickly  as  much  as  possible  for  them. 

The  doctors  of  Hardin  and  their  wives  rode 
all  one  day  and  secured  $400.40.  $40.40  of 

this  amount  was  cash  and  $360.00  clothing  and 
supplies. 

Doctor  A.  J.  Bean  of  Brewers  secured  $17.00 
cash  and  $167.00  in  clothing.  All  the  materials 
used  in  clothing  from  Brewers  was  purchased 
for  this  use  and  the  women  sat  up  all  night  to 
make  layettes  and  other  garments. 

Doctor  Little,  Calvert  City,  contributed  $5.00 
ra~h.  His  larger  donation  going  into  local  Red 
Cross  fund,  before  he  had  word  of  the  Auxil- 


iary work. 

Mrs.  E.  G.  Thomas,  President,  Marshall  Coun- 
ty Auxiliary,  secured  in  her  neighborhood  $8.00 
in  clothing  and  supplies  and  25  cents  in  cash. 

Doctors  Washburn,  Henson  and  Stilley  of 
Benton  contributed  $26.00  in  cash,  and  their 
wives  secured  $15.00  worth  of  clothing  and 
supplies  in  the  name  of  the  Auxiliary.  Much 
had  previously  gone  into  the  Red  Cross  quota 
that  was  not  listed  under  the  Auxiliary 
amounts. 

Listed  contributions: 

Flood  Relief— April  28,  1927. 


Cash  $ 88.65 

Clothing  and  supplies  550,00 

Total  . $638.65 


McCracken  County,  Mrs.  J.  B.  Acres,  Padu- 
cah, Delegate. 

“The  Woman’s  Auxiliary  of  the  McCracken 
County  Medical  Society  was  organized  on  the 
evening  of  March  22,  1927,  with  a member- 
ship of  14. 

Three  meetings  have  been  held  since  that 
time  and  five  new  members  added  to  the  roll, 
making  a membership  of  19. 

The  Auxiliary  is  planning  to  co-operate  with 
the  Public  Health  League  during  the  coming 
months  and  is  looking  forward  to  a year  of 
active  and  constructive  health  work. 

The  treasurer’s  report  is  as  follows: 


Dues  collected  to  date $19.00 

Dues  paid  State  Auxiliary  ....  9.50 

Balance*  on  hand $ 9.50 


Perry  County,  Mrs.  R.  L.  Collins,  Hazard, 
Delega  te. 

“The  Woman’s  Auxiliary  to  the  Perry  County 
Medical  Society  was  organized  July  11,  1927, 
with  nineteen  charter  members,  sevenl-een  of 
whom  were  wives  and  two  sisters. 

The  following  officers  were  elected: 

Mrs.  R.  L.  Collins,  President. 

Mrs.  J.  P.  Boggs,  First  Vice-President. 

Mrs.  G.  P.  Wheeler,  Second  Vice-President. 
Mrs.  A.  M.  Gross,  Secretary  and  Treasurer. 
Mrs.  W.  E.  Ray,  Parliamentarian. 

The  first  program  meeting  was  held  at  the 
Elk’s  Club,  August  6,  1927.  The  following  pro- 
gram was  rendered : 

Instrumental  Solo Miss  Kathryn  Ligon 


Vocal  Solo Mrs.  Jessie  Hobbs 

Recitation Miss  Dorothy  Collins 

Whistling  Solo Mrs.  G.  B.  Wheeler 

Business By-laws  were  read  and  adopted 


The  second  meeting  was  held  at  the  Combs 
Hotel  with  a chicken  dinner  and  an  enjoyable 
program  was  rendered,  one  number  of  which 
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was  a talk  by  a physician.  Our  programs  so  far 
have  been  popular  with  a small  amount  of  in- 
struction. Several  papers  have  been  read  from 
the  December  Kentucky  Medical  Journal,  ac- 
quainting us  with  the  State  and  National 
work. 

Our  organization  being  young  has  not  done 
much  work  yet.  Our  object  at  the  present  being 
to  get  the  ladies  acquainted  with  each  other 
and  interested  in  the  work.  We  intend  to  con- 
centrate on  County  Sanitation  for  the  next 
year. 

•’ire  wivcr  of  the  memoers  of  the  Breekin- 
Mrs.  John  E.  Kincheloe,  Hardinsburg,  reported 
the  organization  of  the  Breckinridge  County 
Auxiliary  on  October  1,  1927. 

The  wives  of  the  members  of  the  Breckin- 
ridge County  Medical  Society  met  together  an  1 
we  organized  the  Breckinridge  County  Auxiliary 
with  seven  members.  As  we  had  only  seven 
charter  members  we  decided  to  make  each  mem- 
ber an  officer. 

Mrs.  S.  P.  Parks,  Irvington,  President. 

Mrs.  J.  A.  Sandbach,  Garfield,  First  Vice- 
President. 

Mrs.  0.  E.  Ferguson,  Cloverport,  Second  Vice- 
President. 

Mrs.  A.  W.  Kincheloe,  Hardinsburg,  Third 
Vice-President. 

Mrs.  J.  E.  Matthews,  Harned,  Fourth  Vice- 
President. 

Mrs.  John  E.  Kincheloe,  Hardinsburg,  Secre- 
tary. 

Mrs.  B.  H.  Parrish,  Cloverport,  Treasurer. 

We  hope  to  become  a working  force  and  to 
get  much  information  and  inspiration  from 
the  Owensboro  meeting  next  week.” 

Verbal  reports  were  made  for  Daviess  and 
Whitley  Counties. 

The  Secretary  read  a letter  of  thanks  from 
the  Hon.  F.  M.  Sackett,  Chairman  of  Mountain 
Flood  Relief,  for  the  contribution  of  twenty-five 
dollars  ($25.00)  sent  through  the  Louisville 
Board  of  Trade.  This  gift  of  $25.00  was  sent 
to  the  Auxiliary  by  one  of  its  most  interested 
members  for  Mountain  Flood  Relief.  Unani- 
mously, the  members  present  expressed  appre- 
ciation of  this  timely,  thoughtful  considera- 
tion of  the  anonymous  donor. 

The  President  announced  that  the  next  pro- 
cedure of  business  was  the  installation  of  the 
new  President.  Miss  Mary  Palmer  escorted  Mrs. 
Wm.  M.  Martin  to  the  platform.  President 
Stilley  said : “Mrs.  Martin,  it  gives  me  very 
great  pleasure  to  deliver  this  gravel  to  you 
and  to  place  the  affairs  of  this  organization  in 
your  capable  hands.  For  you  and  your  new 
officers  I wish  the  same  joy  in  service  that  has 
been  our  happy  lot  this  past  year.” 


Mrs.  Martin  responded  with  the  following 
remarks : 

‘ i greatly  appreciate  the  i on_r  ycu  have  con- 
ferred on  me  in  choosing  me  as  your  President. 
As  you  see  by  the  program,  I am  supposed  to 
make  an  address.  Well,  I want  to  thank  you 
for  the  compliment  of  even  supposing  I could 
do  that  which  I assure  you  I cannot.  I was 
reared  in  the  days  when  children  were  told 
they  should  be  seen  and  not  heard.  Then  I 
went  in  training  for  a nurse  where  we  were 
taught  to  say  “Yes  Doctor”  and  “No  Doctor.” 
And  now,  if  any  of  you  know  my  husband,  Dr. 
Martin,  you  can  readily  understand  I do  nor 
get  much  chance  for  talking.  However,  I do 
want  to  take  this  opportunity  to  say  a few 
words. 

As  you  know,  Mrs.  Stilley  has  set  a very 
high  standard  and  it  is  going  to  take  hard  worK 
to  live  up  to  it.  She  and  Mrs.  McCormack  have 
put  their  shoulders  to  the  wheel  and  by  their 
team  work  have  done  a great  work  in  the  last 
year. 

Now,  I want  to  ask  the  support  of  every 
woman  here  in  keeping  the  good  work  going. 
You  know  we  do  not  always  respond  as  readily 
as  we  should  when  asked  to  do  something.  As 
an  example,  we  each  received  a letter,  or  at 
least  one  was  mailed  to  us,  asking  us  to  send 
in  Medical  Historical  Data  and  as  you  will  see 
by  the  list  only  a very  few  have  done  so.  Sup- 
pose we  get  busy  as  soon  as  we  reach  our 
homes  while  it  is  fresh  on  our  minds  and  send 
in  at  least  one  article. 

Another  thing  I want  to  ask  of  you,  when 
you  receive  a letter  even  though  it  does  not 
seem  of  very  much  importance,  won’t  you  please 
answer  it  promptly  even  though  you  only  say 
you  received  it?  I am  one  of  the  many  who 
have  failed  to  reply  to  letters  received  but  I 
have  made  a resolution  not  to  be  guilty  ever 
again. 

Telegrams  of  regrettable  absence  were  read 
from  Mrs.  John  O.  McReynolds,  Dallas,  Texas, 
President,  and  Mrs.  Irvin  Abell,  Louisville, 
Treasurer,  Woman’s  Auxiliary,  American  Medi- 
cal Association. 

Miss  Miriam  Gaines,  Louisville  was  presented 
and  thrilled  her  audience  with  an  intimate  and 
detailed  introduction  of  “News  Values  and  the 
Whys  of  Newspaper  Contacts.”  Among  other 
things  Miss  Gaines  said,  “The  editor’s  valuation 
differs  from  that  of  the  press  chairman  or  pub- 
licity committee  of  most  organizations  in  that 
the  newspaper  wants  straight  facts  without  em- 
bellishment for  its  staff  is  trained  and  “what, 
when,  where  and  who”  should  be  in  the  main 
body  of  the  story,  then  other  facts  may  be  added 
in  additional  paragraphs.  The  newspaper  edi- 


G60 


KENTUCKY  MEDICAL  JOURNAL 


[November,  1927 


torial  rooms  want  copy  in  concrete  form,  legibly 
written  or  typed  with  plenty  of  space  between 
lines  and  written  on  one  side  of  the  paper 
only.  All  copy  should  be  sent  in  as  early  as 
possible,  allowing  plenty  of  time  for  the  work 
of  the  editor  and  printer.” 

A rising  vote  of  thanks  was  given  Miss  Gaines 
for  her  instructive  and  helpful  talk. 

The  Secretary  reported  the  following  list  of 
articles  already  collected  in  the  historical  medi- 
cal data  project: 

Photograph  and  Facts  given  to  Dr.  A.  T.  Mc- 
Coimack,  secured  by  Dr.  Jos.  Martin,  Harrison 
County. 

History  of  Southwestern  District  secured  by 
Mrs.  V.  A.  Stilley,  Marshall  County. 

Pamphlets,  papers,  kodak  pictures  on  Tra- 
choma secured  by  Dr.  John  McMullen,  New 
Orleans,  Louisiana. 

Poem  “The  Family  Doctor”  secured  by  Mrs. 
J.  T.  Reddick,  McCracken  County. 

Paper  “The  Passing  of  the  Family  Doctor” 
secured  by  Mrs.  J.  T.  Reddick,  McCracken 
County. 

“Garrard  County  Physicians  of  the  Past”  ^.y 
Dr.  J.  B.  Kinnaird.  Secured  by  Mrs.  J.  B.  Kin- 
naird. 

Autobiographical  Sketch  of  Dr.  J.  G.  Brooks 
secured  by  Mrs.  J.  T.  Reddick,  McCracken 
County. 

Vol.  1. — 1892  Transaction  87th  Meeting  Ken- 
tucky State  Medical  Association  secured  by 
Mrs.  J.  0.  Jenkins,  Campbell  County. 

Paper — 1926  Dr.  J.  0.  Jenkins  secured  by 
Mrs.  J.  0.  Jenkins,  Campbell  County. 

The  Resolutions  Committee  reported  the  fol- 
lowing : 

“Madam  Chairman,  your  committee  on  resolu- 
tions of  courtesy  recommend  the  following: 

Whereas,  we  recognize  the  fine  program  so 
completely  carried  out  by  the  president,  also 
the  gracious  welcome  from  the  citizens  of 
Owensboro,  therefore,  resolved,  that  the  Wom- 
an’s Auxiliary  to  the  Kentucky  State  Medical 
Association  tender  a vote  of  thanks  for  the 
splendid  work  done  by  our  most  efficient  presi- 
dent, Mrs.  V.  A.  Stilley,  and  Mrs.  A.  T.  Mc- 
Cormack, Secretary-Treasurer  and  Editor,  with 
her  Editorial  Staff,  on  the  printing  and  editing 
of  the  most  interesting  Woman’s  Number  of 
the  Kentucky  State  Medical  Journal. 

Resolved,  that  we  extend  a vote  of  thanks 
to  the  Woman’s  Auxiliary  of  the  Daviess  County 
Medical  Society  for  their  courtesy  and  generous 
hospitality. 

Resolved,  we  express  our  appreciation  for  the 
cordial  welcome  extended  us  by  the  Kentucky 
Medical  Association  for  the  invitation  to  attend 
the  opening  session  in  a body. 

Resolved,  we  tender  a vote  of  thanks  to  the 


program  committee,  to  all  the  speakers  and  to 
the  citizens  for  their  generous  hospitality  and 
to  the  press  for  the  liberal  notices  of  our 
meeting. 

Resolved,  that  we  thank  Mrs.  Woodard  for 
her  unceasing  efforts  and  her  successful  achieve- 
ment in  membership  work. 

Respectfully  submitted, 

Mrs.  G.  H.  Buck, 

Mrs.  Frank  T.  Fort, 

Mrs.  I.  A.  Arnold,  Chairman. 

Mrs.  J.  T.  Reddick  presented  the  following 
resolution  and  moved  its  acceptance,  which 
carried : 

Resolved  that  the  Auxiliary  appropriate  funds 
necessary  for  printing  of  the  Constitution  and 
By-Laws  in  pamphlet  form  and  that  same  be 
sold  at  price  covering  cost  and  carriage.  Fur- 
thermore, resolved  that  the  Parliamentarian  be 
appointed  chairman  of  the  committee  to  pro- 
vide same. 

The  nominating  committee  reported  as  fol- 
lows: 

The  nominating  committee  presents  the  fol- 
lowing names  for  officers: 

President, Mrs.  Wm.  M.  Martin,  Harlan. 

President-Elect,  Mrs.  J.  T.  Reddick,  Paducah. 

First  Vice-President,  Mrs.  R.  E.  Griffin, 
Owensboro. 

Second  Vice-President — Mrs.  Frank  T.  Fort, 
Louisville. 

Third  Vice-President,  Mrs.  Geo.  Buck,  Coi'bin. 

Fourth  Vice-President — Mrs.  A.  L.  Kinclieloe, 
Owensboro. 

Secretary — Mrs.  Raymond  Evans,  Louisville. 

Treasurer,  Miss  Mary  E.  Palmer,  Louisville. 

Corresponding  Secretary,  Mrs.  Joe  Nolan, 
Harlan. 

Parliamentarian — Mrs.  A.  T.  McCormack, 
Louisville. 

Respectfully  submitted: 

Mrs.  H.  M.  Meredith, 

Mrs.  W.  F.  Boggess, 

Mrs.  G.  S.  Brock, 

Mrs.  R.  L.  Collins, 

Mrs.  J.  H.  Parker. 

Mrs.  Meredith  moved  the  election  of  these 
officers;  seconded  by  Mrs.  J.  H.  Parker.  Other 
nominations  were  called  for  from  the  floor. 
None  were  made.  Mrs.  V.  A.  Stilley  moved 
that  the  nominations  be  closed  and  that  the 
Secretary  cast  the  ballot.  Seconded  by  Mrs.  J. 
C.  Hoover.  The  Secretary  cast  a ballot  for  each 
of  the  nominees  reported  by  the  commitee  and 
they  were  declared  unanimously  elected.  The 
President  then  presented  the  newly  elected 
officers  and  Mrs.  J.  T.  Reddick  made  a gracious 
acknowledgement. 

Jane  Teare  McCormack, 

(Mrs.  A .T.  McCormack,)  Secretary. 
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REGISTRATION. 

Annual  Meeting  of  the  Woman’s  Auxiliary  to  the 
Kentucky  State  Medcial  Association. 
Owensboro,  October  3-4-5-6,  1927. 


Total  Registration  59 

Executive  Board  8 

Delegates  and  Alternates 6 

Members  (Not  otherwise  listed) 25 

New  Members  1927  10 

New  Members  1928  6 

Visitors  4 

Total  number  of  Counties  represented — 17. 

Allen  Whitley 

Breckinridge  Marion 

Daviess  Hopkins 

Harlan  Kenton 

Jefferson  Bullitt 

_ , Henderson 

McCracken 

Laurel 

Marsha11  Lewis 

Perry  Muhlenberg 

Organized  County  Auxiliaries  represented — 9. 
Allen  Jefferson 

Breckinridge  McCracken 

Daviess  Marshall 

Perry 

Harlan  Whifley 

Unorganized  Counties  represented 8. 

BuHitt  Laurel 

Henderson  Lewis 

Hopkins  Marion 

Kenton  • Muhlenburg 


The  registration  lists  at  the  Annual  Meeting  o', 
the  Woman’s  Auxiliary  to  the  Kentucky  State 
Medical  Association  included  the  following 
names: 

Allen  County. 

Mrs.  H.  M.  Meredith,  Scottsville. 

Breckinridge  County. 

Mrs.  B.  H.  Parrish,  Cloverport. 

Mrs.  John  E.  Kincheloe,  Hardinsburg. 

Mrs.  J.  A.  Sandbach,  Garfield. 

Mrs.  S.  P.  Parks,  Irvington. 

Mrs.  Wm.  Lowry  Milner,  Union  Starr. 

Daviess  County. 

Mrs.  R.  L.  Shroeder,  Owensboro. 

Mrs.  S.  P.  Oldham,  Owensboro. 

Mrs.  G.  L.  Barr,  Owensboro. 

MissMarian  Oldham,  Owensboro. 

Mrs.  Edw.  Barr,  Owensboro. 

Mrs.  J.  W.  Ellis,  Owensboro. 

Mrs.  J.  C.  Hoover,  Owensboro. 

Mrs.  Mary  Armendt,  Owensboro. 

Miss  Mai  Armendt,  Owensboro. 

Mrs.  A.  L.  Kincheloe,  Owensboro. 

Mrs.  W.  F.  Stirman,  Owensboro. 

Mrs.  0.  W.  Rash,  Owensboro. 


Mrs.  J.  H.  Thorpe,  Owensboro. 

Mrs.  H.  K.  Orsborne,  Owensboro. 
Miss  Orene  Orsborne,  Owensboro. 
Miss  Ella  Ayer,  Owensboro. 

Mrs.  J.  R.  McGary,  Owensboro. 

Mrs.  M.  H.  Walker,  Owensboro. 

Mrs.  R.  M.  Hathaway,  Owensboro. 
Mrs.  R.  E.  Morrison,  Owensboro. 

Mrs.  G.  E.  Shively,  Owensboro. 

Mrs.  J.  W.  Clarke,  Owensboro. 

Harlan  County. 

Mrs.  Wm.  M.  Martin,  Harlan. 

Jefferson  County. 

Mrs.  Frank  T.  Fort,  Louisville. 

Mrs.  W.  F.  Boggess,  Louisville. 

Mrs.  I.  A.  Arnold,  Louisville. 

Mrs.  A.  T.  McCormack,  Louisville. 
Miss  Mary  Edward  Palmer,  Louisville 
Mrs.  J.  S.  Lutz,  Louisville. 

Mrs.  J.  W.  Fitch,  Louisville. 

Dr.  Lillian  H.  South,  Louisville. 

Dr.  Annie  S.  Veech,  Louisville. 

Miss  Mayme  Sullivan,  Louisville. 

Mrs.  L.  D.  Mason,  Middletown. 

Mrs.  E.  F.  Horine. 

McCracken  County. 

Mrs.  J.  T.  Reddick,  Paducah. 

Mrs.  P.  H.  Stewart,  Paducah. 

Marshall  County. 

Mrs.  V.  A.  Stilley,  Benton. 

Perry  County. 

Mrs.  M.  E.  Combs,  Hazard. 

Mrs.  R.  L.  Collins,  Hazard. 

Whitley  County. 

Mrs.  J.  H.  Parker,  Corbin. 

Mrs.  G.  H.  Buck,  Corbin. 


State  at 

Large. 

Mrs. 

County. 

G.  G.  Thornton,  Lebanon, 

Marion 

Mrs. 

County. 

I.  J.  Townes, 

Madisonville, 

Hopkins 

Mrs. 

County. 

A.  W.  Davis, 

Madisonville, 

Hopkins 

Mrs.  T.  M.  Logan,  Covington,  Kenton  County. 

Mrs.  W.  C.  McNeil,  Central  City,  Muhlen- 
burg County. 

Mrs.  John  P.  Walton,  Central  City,  Muhlen- 
burg County. 

Mrs.  E.  L.  .Gatesj,  Greenville,  Muhlenburg 
County. 

Mrs.  R.  N.  Holbrook,  Shepherdsville,  Bullitt 
County. 

Mrs.  G.  S.  Brock,  London,  Laurel  County. 

MrS.  H.  M.  Bertram,  Vanceburg,  Lewis 
County. 
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Carlisle:  Carlisle  County  Medical  Society  met 
in  regular  session  at  Cunningham,  August  29, 
at  10. A.  M.  for  an  all  day  session,  this  being 
one  week  sooner  than  usual  on  account  of  the 
secretary  leaving  before  the  first  Tuesday  in 
September,  which  is  the  usual  date. 

All  members  present,  except  Dr.  G.  W.  Payne, 
who  was  unable  to  attend  on  account  of  being 
very  busy.  Meeting  called  to  order  by  the 
president.  Invocation  by  Dr.  Hocker.  Reading 
and  approval  of  the  minutes  of  last  meeting. 

On  account  of  Dr.  E.  W.  Jackson  being  late, 
Dr.  J.  F.  Dunn’s  paper  was  read  and  discussed 
by  all.  Paper  ordered  published.  Dr.  0.  L. 
Galloway,  our  new  health  officer,  made  applica- 
tion for  membership,  and  committee  was  apointed 
to  examine  his  credentials.  Dr.  E.  W.  Jackson 
and  Dr.  T.  J.  Marshall  came  in  about  noon. 
After  lunch  Dr.  Jackson  made  a talk  on  Cane  ‘i’ 
of  Stomach,  which  was  very  interesting.  Dr. 
T.  J.  Marshall  made  a talk  on  “Some  Digestive 
Disturbances  Among  Infants”,  which  was  very 
instructive.  His  pap-er  was  ordered  published. 

Vote  of  thanks  extended  to  Dr.  and  Mrs. 
Burrow  for  the  nice  dinner  they  served. 

H.  A.  Gilliam,  Secretary. 


Franklin:  The  regular  monthly  meeting  of 

the  Franklin  County  Medical  Society  was  held 
at  the  Capital  Hotel  on  July  7,  1927. 

The  following  members  were  present:  Doctors 
G;nn,  Coblin,  Budd,  Youmans,  Patterson,  Travis, 
Minish  and  C.  T.  Coleman. 

Dr.  Travis,  the  President,  presided.  The  min- 
utes of  the  regular  June  2nd  meeting  and  spec- 
ial meet'ng  on  June  27th  were  read  and  ap- 
proved. 

A motion  was  made,  seconded  and  approved 
that  one  member  of  the  society  would  be  respon- 
s:ble  for  a program  each  month.  The  member- 
s’-ip  taking  it  alphabetically.  It  was  also  in- 
cluded in  the  motion  that  this  society  invite  as 
our  guest  one  of  our  neighboring  County  Socie- 
ties each  month,  taking  the  counties  alphabet- 
ically. The  Secretary  was  instructed  to  begin 
with  Anderson  County  for  August. 

Treasurer  reported  $55.24  in  Treasury. 

Clinical  Cases:  Dr.  Patterson  reported  a com- 
plicated obstetrical  case  in  which  he  was  called 
in  consultation.  Three  doses  of  pituitrin  had 
been  given  which,  in  his  opinion,  had  caused  a 
tonic  uterine  contraction  which  prevented  doing 
a podalic  version  and  a caesarean  section  was 
done.  Much  discussion  on  the  use  of  pituitrin 
followed  this  report. 

Dr.  Ginn  also  reported  an  interesting  obstet- 
rical case  which  was  d’seussed  by  all  present. 

Adjournment  for  lunch. 

L.  T.  Minish,  Secretary. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 

For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract,  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References:  The 

medical  profession  of  Nashville.  • 

JOHN  W.  STE’VENS,  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TENN 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


HIGH  OAKS — Dr.  Sprague’s  Sanatorium 


For  Mental  a n chj 
Nervous  diseases 
drug  and  liquor 
addictions. 

Homelike  care 
under  expert  med 
leal  supervision. 
Attractive  new 
buildings  with 
modern  equip- 
ment for  treat- 
ment and  comfort 
of  patients.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
therapy  for  each 
patient.  Complete 
hydrotberapeutic 
equipment.  Ex- 
perienced nurses. 

For  rates'and  in 
formation  address 


Phone  302.  GEO.  P.  SPRAGUE,  M.D.,  Lexington,  Ky. 

*-  ~ * 


no  need  to  question  reliability  of  our  advertisers — all  are  guaranteed.  When  answering  ads  mention  this  JoUBN&i.. 
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KENTUCKY 
State  Board  of  Health 

ANTITOXINS  and  VACCINES 

THESE  PRODUCTS  ARE  PREPARED  BY  THE  GILLILAND 
LABORATORIES  AND  ARE  GUARANTEED  UNDER  U.  S. 
GOVERNMENT  LICENSE  NUMBER  63. 

RABIES  VACCINE 

(SEMPLE  METHOD— 14  DOSE) 

(Phenol  Killed  Virus) 

The  14  Dose  Treatment  is  supplied  in  one  package.  Each  dose  is  of  the  same 
strength  and  furnished  in  glass  syringes,  with  sterile  needles,  ready  to  use.  No  mix- 
ing or  diluting  necessary. 

COMPLETE  TREATMENT  (14  DOSES) $12.50 

RABIES  VACCINE 

(PASTEUR  METHOD— 21  DOSES) 

The  Pasteur  Treatment  is  supplied  in  three  installments  of  seven  doses  each. 
Initial  doses  one  to  seven  will  be  forwarded  immediately.  Subsequent  doses  will  follow 
to  complete  the  treatment. 

COMPLETE  TREATMENT  (21  DOSES) $20.00 


Rabies  Treatments  are  available  for  immediate  shipment  from  the  KENTUCKY 
STATE  BOARD  OF  HEALTH,  6th  & MAIN  STS.,  LOUISVILLE.  Order  by  tel- 
egraph to  avoid  all  unnecessary  delays. 


Gilliland  Biological  Products  are  Sold  to  the  Physicians  of  Kentucky  at  Special  Prices 
under  contract  with  the  Kentucky  State  Board  of  Health. 

List  of  Prices  and  Distributors  sent  on  request. 

The  Gilliland  Laboratories 

Incorporated 

Producers  of  Biological  Products 
Marietta.  Pa. 
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Mt  ItBtsh  gou  a Mtuu  Christmas 


IP  YOU  could  get  the  individual  monographic  teaching  of  130  specialists  on  the 
various  diseases  amenable  to  internal  treatment — and  get  it  all  in  ONE  handsome 
volume  of  1,500  pages— would  you  be  interested?  We  believe  you  would,  because 
we  believe  you  realize  the  great  value  of  such  a collection  of  specialized  monographs 
covering  174  diseases.  Such  a work  now  does  exist  in 

Cecil’s  Medicine 

It  is  really  a postgraduate  course  given  by  these  130  specialists,  the  entire  presen- 
tation unified  under  the  editorial  supervision  of  Dr.  Russell  L.  Cecil,  of  New  York 

This  is  the  most  unique  presentation  of  internal  medicine  ever  offered  the  medical 
profession.  It  gives  you  the  latest  word  on  these  diseases  by  authorities  second  to 
none.  It  assures  you  the  immediate  consultation  services  of  these  leaders  in  internal 
medicine. 

By  130  American  Authors.  Edited  by  Russell  L.  Cecil,  M.  D,,  Assistant  Professor  of  Clinical  Medicine,  Cornell  Univer- 
'tys  Medical  School.  Octavo  of  1500  pages,  illustrated.  Cloth,  $9.00  net. 

W.  B.  SAUNDERS  COMPANY  Philadelphia  and  London 


KENTUCKY  MEDICAL  JOURNAL 


^product 

/Ov  and 

jolicy 


MEAD'S 

D^XTR|-MALTOSE 

one  pound 


WlrH  SODIUM  CHLOPlDE  2% 

SPECI*LUV  prepared 
ie  IN  general  infant  DIETS 


'PR  i 


,V!EAd  JOHNSON  & c°' 


<J^ESPONSIBILITY  in  infant  feeding  necessitates  unmolested 
control  of  the  diet. 

That  Mead’s  Dextri- Maltose,  cow’s  milk  and  water  has  given 
good  results  over  a period  of  years  in  feeding  the  majority  of  in- 
fants is  due  to  the  policy  that  entrusts  its  indication  and  the  con- 
trol of  its  use  to  the  doctor  alone. 

And  so  it  has  become  known  among  physicians  as  a dependable 
infant  diet  material  to  be  used  in  cases  where  gains  in  weight  are 
desired,  where  nutritional  disturbances  are  to  be  avoided,  or 
where  tolerance  for  sugars  has  been  lowered. 

Mead’s  Dextri-Maltose  is  the  result  of  a natural  conversion,  i.  e., 
by  the  action  of  the  enzymes  of  pure  barley  malt  upon  cereal 
starch.  It  is  to  be  used  with  a natural  food,  cow’s  milk  di-  t 
luted  with  water  which  can  only  be  prescribed  in  the  pro-  / 
per  proportions  by  the  doctor  who  has  a knowledge  of  / Se 
the  individual  infant  in  his  care. 


DOCTORS  will  be  furnished 
with  an  ample  supply  of  sam- 
ples for  use  in  their  practice. 


Mead  Johnson  &.  Co* 

Evansville,  Indiana,  U.  S.  A. 
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EDITORIAL 

THE  CHRISTMAS  SEAL  SALE. 

The  Kentucky  Tuberculosis  Association  i; 
putting  on  its  annual  Christmas  Seal  Sale 
for  the  ^purpose  of  raising  the  money  neces- 
sary to  carry  on  the  Anti-Tuberculosis  Cam- 
paign in  Kentucky.  Dr.  J.  S.  Lock,  a former 
president  of  the  Kentucky  iState  Medical 
Association,  who  is  known  and  loved  by  the 
physicians  and  people  of  the  State  for  his 
devoted  service,  is  the  Executive  Secretary 
of  this  association  and  is  in  charge  of  the 
seal  sale.  Physicians  everywhere  will  earnest- 
ly co-operate  with  Doctor  Lock  and  the  local 
committee  in  putting  this  seal  sale  over  big 
this  year. 

Diagnostic  olinics  for  'tuberculosis  have 
been  held  in  most  of  the  counties  of  the 
State  under  the  joint  auspices  of  the  Ken- 
tucky Tuberculosis  Association  and  the  Coun- 
ty Medical  Society.  We  are  sure  no  other 
activity  of  the  profession  had  done  more 
to  establish  the  public  confidence  than  these 
clinics.  Hundreds  of  cases  of  this  insidious 
disease  have  been  recognized  and  placed  un- 
der the  care  of  their  family  physicians  which 
would  otherwise  have,  in  all  probability,  de- 
veloped into  advanced  stages  of  tuberculosis. 
Doctor  Lock’s  records  show  hundreds  of  these 
cases.  While  tuberculosis  has  decreased 
60%  in  Kentucky  since  1910,  we  still  have  far 
ton  much  of  the  d’sease.  The  fight  against 
it  is  financed  entirely  by  the  seal  sale.  Sixty 
per  cent  of  the  income  from  local  sales  is  re- 
tained to  help  pay  for  local  health  activities 
and  the  forty  per  cent  pays  for  the  State  and 
International  Campaign. 

The  National  Tuberculosis  Association  has 
been  for  years  the  most  effective  of  the  great 
voluntary  agencies  in  the  fight  against 
disease. 

If  a local  committee  has  not  been  provided 
in  your  neighborhood  for  seal  sale,  we  hope 
you  will  write  Doctor  Lock  at  Louisville  and 
secure  the  details  of  the  method  of  sale  and 
help  him  to  put  it  over.  If  a local  committee 
has  already  been  selected,  please  get  in  touch 
with  them  in  making  the  campaign  this  year 
better  than  ever  before. 


THE  MAMMOTH  CAVE  NATIONAL 
PARK 

To  the  progressive  physicians  of  Kentucky 
it  is  unnecessary  to  say  a word  in  regard  to 
the  value  of  the  Mammoth  Cave  National 
Park  to  Kentucky  and  to  the  Nation.  It  is  well, 
however,  to  briefly  consider  the  matter  so  we 
will  each  have  in  our  minds  some  of  the 
points  that  can  be  made  in  the  campaign  to 
raise  the  fund  which  will  make  the  possibil- 
ity of  a National  Park  a reality.  Every 
reader  will  add  to  these  suggestions,  from  his 
own  viewpoint,  many  others  that  will  be  of 
still  greater  value. 

The  Mammoth  Cave  and  Niagara  Falls  are 
the  best  advertised  natural  wonders  in  the 
world.  The  school  books  of  every  nation,  in 
every  known  language,  tell  of  their  attrac- 
tions. Due  to  the  peculiar  tenure  of  owner- 
ship in  recent  years,  the  living  conditions  of 
no  one  of  our  natural  wonders  have  been  less 
attractive.  In  spite  of  this,  hundreds  of 
thousands  of  people  overcome  these  artificial 
barriers  because  of  the  intense  desire  of  peo- 
ple everywhere  to  see  the  greatest  and  most 
beautiful  caverns  that  have  been  found  in  the 
world.  Those  of  us  who  have  had  the  privilege 
of  visiting  the  National  Parks  of  the  west 
with  their  excellent  roads,  attractive  hotels 
and  camp  sites,  good  meals,  made  available  to 
every  taste  and  purse,  realize  that  the  devel- 
opment of  this  region  as  a National  Park 
would  multiply  the  number  of  visitors  each 
year  an  hundred  fold  and  more.  There  is  no 
other  National  Park  so  accessible  to  the  trav- 
eling population  of  the  United  States  or  of 
the  world. 

To  those  of  us  who  are  acquainted  with  the 
cave  region,  it  is  well  known  that  were  the 
cave  itself  not  there  the  natural  beauty  of 
this  Green  River  section  would  have  made  of 
it  one  of  nature’s  most  beautiful  playgrounds. 
No  other  river  in  the  country  has  greater 
scenic  beauty,  and  its  most  attractive  seg- 
ment would  lie  within  the  confines  of  the  pro- 
posed park.  Natural  forests  of  great  trees, 
hillsides  covered  with  the  varied  wild  flow- 
ers of  this  section,  rivulets  and  swimming 
holes  framed  in  perpetual  verdure — all  these 
combine  to  make  this  park  a recreation  cen- 
ter of  the  first  order.  It  has  become  recog- 
nized by  those  in  authority  that  vacations  can 
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be  best  spent  amidst  scenes  of  natural  beau- 
ty and  millions  of  workers  would  soon  find 
in  this — one  of  the  most  beautiful  of  nature’s 
temples — rest  and  recreation. 

Those  who  are  in  the  best  position  to  eval 
uate  such  a park  say  that  Kentucky  and  the 
Nation  have  no  other  asset  that  can  be  made 
more  remunerative  in  either  a financial  c~ 
spiritual  sense  than  this  great  park.  Tlv 
hundreds  of  thousands  of  people  who  wou’d 
visit  it  each  year  would  not  only  spend  mere 
or  less  money  during  the  visit  but  would  car 
rv  away  from  it  a sense  of  nature’s  restora- 
tive in  the  peace  and  beauty  of  it  all.  E"- 
route  to  the  cave  and  from  it  visitors  would 
pass  the  Old  Kentucky  Home,  the  Cathedral 
and  other  historic  spots  in  Bardstown,  the 
Lincoln  Memorial  at  Hodgenville,  the  beauti- 
ful and  historic  forts  and  other  places  of  in- 
terest in  Bowling  Green,  the  monument  of  the 
birthplace  of  Jefferson  Davis  at  Fairview 
and  would,  from  one  end  of  the  Dixie  or  Jack- 
son  Highway  to  the  other,  he  rolling  on  good 
roads  or  fine  trains  through  one  of  the  most 
beautiful  sections  of  our  country. 

We  beseech  the  interest  of  the  physicians  of 
Kentucky  in  the  movement  to  raise  the  fund 
necessary  to  make  the  Mammoth  Cave  Nation- 
al Park  an  actual  as  well  as  a potential  avet 
to  Kentucky  and  the  Nation. 


THE  STANDARD  METHODS  OF  THE 
DIVISION  OF  LABORATORIES  OF  THE 
NEW  YORK  STATE  BOARD  OF  HEALTH 

The  State  Health  Departments  in  the  well 
organized  states  are  doing  great  work.  An 
outstanding  example  of  this  is  the  publica- 
tion of  the  Standard  Methods  of  the  Division 
of  Laboratories  and  Research  of  the  New  York 
State  Department  of  Health,  edited  by  Dr. 
Augustus  B.  Wadsworth,  the  Director,  and 
published  by  the  Williams  and  Wilkins  Com- 
pany of  Baltimore. 

No  individual  in  charge  of  a laboratory  can 
afford  to  be  without  this  practical  work  which 
tells  everything  in  laboratory  procedure,  that 
is  worth  knowing,  in  a plain  practical  way 
and  is  far  and  away  the  best  publication  of 
the  sort  that  has  come  to  our  attention. 

The  Journal  extends  its  congratulations  to 
Doctor  Wadsworth  and  his  Chief,  the  distin- 
guished Health  Officer  of  New  York  State, 
Doctor  Nicoll. 


SCIENTIFIC  ED1TOHAL 

TULAREMIA  IN  KENTUCKY. 

Tularemia  is  a preventable  disease,  in- 
fectious in  character,  transmitted  from  ro- 
dents to  man  by  the  bite  of  an  infected  blood- 
sucking fly  or  tick,  or  by  contaminating  the 
hands  or  conjuctival  sac  with  portions  of  the 
internal  organs  or  with  the  body  fluids  of  in- 
fected rodents  (especially  rabbits),  flies  or 
ticks.  Cases  in  Kentucky,  contracted  from 
handling  rabbits,  have  been  reported  by  Vail' 
and  Kavanaugho.  Permar  and  Weil3  reportel 
one  case  from  Pennsylvania  who  contra;. led 
tularenra  while  handling  rabbits  shipped 
from  Kentucky.  The  diurnal  svndrome  is  char- 
acteristic. and  is  confirmed  hv  obtaining  an  ag- 
glutination of  bacterium  tularense  by  blood 
serum  collected  in  the  second  week  of  illness. 
This  serum  should  be  sent  to  the  Hygienic 
Laboratories,  Washington,  D.  C.,  or  Stare 
Board  of  Health,  Louisville,  Ky. 

Microscopic  examination  of  coverglass 
preparations  and  cultures  taken  directly  from 
the  patient  is  useless.  The  organism  is  ter- 
ribly infectious  and  dangerous  and  for  this 
reason  is  not  ordinarily  handled  by  labora- 
tories. 

Tularemia  is  a reportable  disease  and 
should  be  reported  directly  to  the  State 
Board  of  Health.  In  this  way  knowledge  of  its 
geographical  prevalence  in  Kentucky  can  be 
ascertained  and  preventive  measures  formu- 
lated. The  economic  loss  associated  with 
tularemia  is  great  and  the  disease  is  a severe 
one;  while  there  are  occasional  mild  cases, 
severe  toxic  prostration  of  long  duration  is 
the  rule  and  convalescence  is  slow.  It  is  rare 
for  a patient  to  be  at  work  again  at  the  end 
of  a month ; usually  the  second  month  is  spenl 
lying  about  the  house  because  of  weakness, 
and  during  the  third  month  only  half-time 
work  is  performed.  Some  have  not.  entirelv 
returned  to  normal  for  six  months  or  even  a 
year.  Death  has  occurred  in  some  cases. 

Cases  reported  are  from  Fayette,  Clark, 
Bourbon,  Franklin,  Jessamine  and  Ma  lismi 
Counties.  It  is  believed  that  tularemia  ‘s 
more  prevalent  in  this  state  than  heretofore 
reported. 

C.  N.  K. 
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OFFICIAL  ANNOUNCEMENTS 


OFFICIAL  MINUTES  OF  THE  SEVEN- 
TY-SEVENTH ANNUAL  GENERAL 
AND  SCIENTIFIC  SESSIONS  OF 
THE  KENTUCKY  STATE  MED- 
ICAL ASSOCIATION  HELD 
AT  OWENSBORO,  OCT- 
OBER 3,  4,  5 and  6,  1927. 

Tuesday,  October  4 — First  General  Session 

The  First  General  Session  of  the  Seventy- 
seventh  Annual  Meeting  of  the  Kentucky 
State  Medical  Association  was  called  to  order 
at  nine-thirty  o’clock,  Tuesday,  October  4, 
1927,  at  the  Settle  Memorial  Church,  Owens- 
boro, bv  President  V.  A.  Stillev,  of  Benton 

PRESIDENT  STILLEY:  The  Seventh- 

seventh  Annual  Session  of  the  Kentucky  State 
Medical  Association  will  come  to  order.  I will 
ask  you  to  arise  and  have  the  invocation  by 
Rev.  B.  G.  Hodge. 

REVEREND  HODGE:  Our  Father,  we 

recognize  that  every  good  thing  comes  from 
Thee,  and  thank  Thee  forever  for  the  science 
of  medicine.  We  thank  Thee  for  Thy  reve- 
lations to  us  along  the  lines  of  curative  and 
m-eventive  medicine  and  we  pray  Thee  that 
Thy  blessings  of  revelation  may  continue  to 
us. 

May  these  men  and  women  be  constantly  in 
Thy  care.  Bless  them  individually.  Bless  their 
families  and  bless  them,  our  Father,  in  their 
profession.  Grant,  our  Father,  that  Thv  spir- 
it may  be  with  them  in  this  session  which  we 
are  holding  here  to  the  end  that  Thy  king- 
dom come,  Thy  will  be  done  on  earth  as  it  is 
in  heaven;  for  we  ask  these  blessings  in 
Jesus  ’■  name.  Amen. 

PRESIDENT  STILLEY  : Address  of  Wel- 
come by  the  Honorable  Wilbur  I\.  Miller. 

HONORABLE  WILBUR  K.  MILLER: 
Ladies  and  Gentlemen  of  the  Kentucky  State 
Medical  Association:  If  the  laity  may  judge 
at  all  of  those  solemn  visits  and  famous  house- 
hold talents  to  come  to  us  in  sickness  and 
cheerfully  torture  us  back  to  health,  I would 
say  that  if  there  be  any  in  this  life  who  have 
a royal  road  to  success,  they  have  it.  It  is 
impossible  for  us  to  do  without  them  and  the 
trouble  is  they  know  it. 

We  bravely  scout  their  skill  and  prowess 
when  we  are  well  and  talk  wisely  of  nature’s 
recuperative  forces  and  all  that,  but  when 
we  are  ill,  or  think  we  are  (which  is  much 
the  same  thing)  we  straightway  forget  our 
philosophy,  lower  our  colors  ingloriously  in 
the  face  of  the  enemy,  rush  again  into  the 
near  old  bondage  and  send  for  the  doctor. 

There  is,  within  the  breast  of  the  South,  a 
most  prosaic  sentiment  akin  to  reverence,  and 
which  is  almost  a superstition,  in  favor  of  the 


old  family  doctor  and  we  imperiously  demand 
his  presence  and  his  services  upon  the  slight- 
est provocation.  Just  what  that  sentiment  is, 
we  do  not  know.  Mental  and  moral  philo- 
sophers have  not  agreed  concerning  it.  It 
seems  to  be  universal.  It  certainly  is  spontan- 
eous in  the  mind,  and  clearly  it  is  not  the 
product  of  any  process  of  reasoning.  It  deJ 
fies  explanation;  it  eludes  analysis;  it  passeth 
understanding.  We  only  know  that  it  exists, 
and  that  while  it  may  be  latent  in  health  it 
is  dominant  in  times  of  trouble. 

Ladies  and  gentlemen,  if  it  were  possible  to 
do  so,  I would  not  unduly  magnify  the  high 
and  priestly  office  of  the  family  physician. 
But  in  the  sharp  and  perilous  crises  of  life, 
especially  in  that  dark  hour  when  the  home 
is  hushed  and  loving  hearts  are  waiting  to  be 
blessed  with  hope  or  broken  by  despair,  his 
very  presence  is  an  inspirition  and  his  words 
of  encouragement  come  like  a benediction. 
This  tender  relationship  endears  him  to  every 
hearthstone  and  virtually  incorporates  him 
into  every  family  circle. 

I cannot  say  too  much  for  the  learned  pro- 
fession to  which  you  belong.  At  the  most  im- 
portant junctures  of  human  life,  and  in  its 
most  trying  and  dramatic  passages,  it  comes 
as  the  supreme  counselor  and  constitutes  the 
last  earthly  blessings. 

Not  only  is  this  true  when  as  an  applied 
science  it  alleviates  the  pangs  of  illness  and 
restores  to  the  glorious  aristocracy  of  health 
those  who  are  about  to  languish  and  to  die, 
but  it  is  likewise  true  when  it  comes  to  the  aid 
of  baffled  justice  in  the  court  room  and  di- 
rects our  faltering  footsteps  into  the  straight 
and  narrow  way.  When  important  questions 
of  life  and  liberty  and  property  are  pressing 
for  solution,  and  the  ordinary  means  of  inves- 
tigation are  confessedly  inadequate,  when 
those  who  are  charged  with  the  proper  deter- 
mination of  such  questions  are  groping  in  a 
veritable  labyrinth  of  doubt  and  incertitude, 
anxious  to  do  right  but  so  very  liable  to  do 
wrong,  the  physician  comes  with  his  skill  and 
learning,  with  his  honorary  and  scientific 
tests,  with  his  microscope  and  the  almost  mi- 
raculous x-ray  and  lays  bage  the  mystery.  In 
truth,  I know  of  no  higher  function  in  civil 
society  than  that  which  is  performed  by  the 
doctor  in  the  court  room.  To  the  innocent  he 
is  a saver  of  life  unto  life;  to  the  guilty  of 
death  unto  death. 

While  for  centuries  the  medical  profession 
was  retarded  by  that  persistent  conservatism 
which  at  once  was  its  weakness  and  its 
strength,  within  the  last  few  decades  it  has 
advanced  with  such  tremendous  and  gigantic 
strides  that  it  has  put  to  shame  the  achieve- 
ments in  every  other  branch  of  polite  learn- 
ing. To  what  heights  or  depths  your  re- 
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searches  are  still  to  be  extended,  it  would  not 
lecorae  us  to  conjecture;  but  it  does  seem, 
ladies  and  gentlemen,  in  these  wonderful  days 
of  progress  that  we  now  enjoy,  that  the  ulti- 
mate forces  and  the  reserved  treasures  of  na- 
ture are  just  coming  into  action  and  posses- 
sion and  that  you,  more  than  all  others,  are 
to  be  the  ministers  through  whom  they  are  to 
inure  to  the  benefit  of  mankind. 

From  the  very  earliest  times  the  medical 
profession  has  exercised  a most  potent  and 
beneficient  influence  upon  the  affairs  of  men. 
It  has  left  its  mark  upon  every  day  and  gen- 
eration. It  has  not  only  participated  in  every 
conquest  in  the  realm  of  thought  and  shared 
in  the  peaceful  but  splendid  triumphs  of  phil- 
osophy but,  be  it  said  to  its  everlasting  honor, 
it  has  been  identified  with  every  close  and 
doubtful  struggle  for  human  liberty  in  the 
days  of  evil  and  it  has  resisted  the  aggression 
of  arbitrary  power  in  every  quarter  of  the 
globe  and  in  every  period  of  its  history.  Its 
T-ota^ies  in  the  r>a(  i;  have  poured  out  the’r 
blood  upon  the  altars  of  patriotism,  and  the 
downtrodden  and  the  lowlv  have  been  aided 
and  blessed  bv  that  rich  possession.  They 
have  sacrificed  themselves  upon  each  of  the 
hard-fought  fields  that  mark  the  stepping- 
stones  of  the  world 's  progress,  and  I speak  but 
the  truth  of  histoi  y when  I sav  that  they  have 
been  in  the  vang  ,ard  of  civilization  in  all  its 
triumphant  mar  h from  orient  to  Occident. 

But  better  th  n ali  this,  there  has  been  in 
your  profession  unnumbered  thousands  of  pa- 
tient heroes  whose  unwritten  iives  have  been 
devoted  to  the  relief  of  individual  suffering 
and  individual  wretchedness  and  who  must 
forever  be  unknown  except  to  those  who  would 
learn  the  short  and  simple  annals  of  the  poor. 

Tf  the  ancient  Greeks  had  their  Demosthen- 
es in  oratory,  their  Praxiteles  and  Phidias 
in  sculpture  and  thousands  of  demagogues  in 
war.  von  have  a right  to  u«meml  or.  Mr.  Chair- 
man. that  in  vour  own  Hinnoe  ales  vou  had 
pi  ’"onoelast  who  at  Athens  and  Thessalv  and 
at  Delos  east  out  the  sorceries  ; ad  the  incan- 
tations with  which  sunerstitioi  had  blinded 
the  eyes  of  men  for  ages  and  first  applied  to 
C’e  healing  art'  the  principles  of  inductive 
philosophy. 

There  is  no  fact  in  the  history  of  that  clas- 
sic land,  there  is  no  legend  in  her  song  or 
story,  not  a dream  realized  in  her  imperish- 
able marble,  not  a passion  caught  and  held  in 
the  immortality  of  her  poems  that  can  deserve 
to  survive  the  record  made  by  him  who  is  call- 
ed the  father  of  medicine. 

And  now,  ladies  and  gentlemen,  because 
such  as  these  have  come  among  us,  I feel  that 
I have  been  commissioned  by  the  good  people 
of  this  community  to  bid  you  something  more 
than  welcome,  to  ask  you  to  enter  fully  into 


all  our  hearts  and  all  our  homes.  As  I came 
to  perform  this  pleasant  task  this  morning  I 
remembered  that  little  more  than  thirty  year* 
ago  my  departed  father  stood  upon  your  plat- 
form and  welcomed  you  to  Owensboro,  and  1 
have  thought  it  fitting  to  repeat  his  words  of 
welcome  here  this  morning  and  say  to  you  that 
you  are  even  more  welcome  today  than  you 
were  those  thirty  years  ago.  And  I will  say 
to  you,  ladies  and  gentlemen,  that  we  will  fall 
down  on  our  knees  and  thank  the  God  in 
heaven  for  your  presence  if  you  should  be 
able  to  do  anything  at  all  to  help  us  lift  the 
horrible  hand  of  epidemic  that  is  resting  so 
heavily  on  our  children. 

But  be  that  as  it  may,  it  gives  me  the  great- 
est pleasure  to  extend  to  you  this  morning  the 
hearty  greetings  of  a people  who  are,  and 
must  ever  be,  the  grateful  beneficiaries  of 
vour  labors.  (Applause) 

PRESIDENT  STILLEY  : Response  to  the 
address  of  welcome,  by  Dr.  Brown.  (Ap- 
plause) ^ . . . j 

0.  W.  BROWN,  Foster:  Mr.  President  and 

Members  of  the  Kentucky  Medical  Associa- 
tion : Rather  late  yesterday  afternoon  Dr.  Mc- 
Cormack approached  a small  group  of  doctors 
down  the  street  and  said,  “Dr.  Palmer,  of 
Louisville,  will  not  be  able  to  present  to 
respond  to  the  very  able  address  of  Mr.  Min- 
er, ” and  he  said,  putting  his  hand  on  one  of 
the  doctor’s  shoulders,  “Will  you  do  that? 

He  said  no  and  began  to  make  excuses. 
Then  he  put  his  hand  on  another’s  shoulders 
and  said,  “You  can.” 

“I  am  not  prepared.” 

He  said  to  me,  “How  about  you  Brown. 

I be°an  to  make  excuses  he  same  as  the  other 
two  or  three  had  and  he  said,  h ou  won  t 
need  to  say  but  a few  words,”  and  1 finally 
concluded ‘to  attern'  t a very  short  response 
I understood  him  +o  say  he  would  rather  1 
didn’t  say  but  ? few  words.  I don’t  know 
whether  he  die  or  not,  but  at  every  one  ot 
our  Kentucky  Medical  Association  meetings 
there  are  always  fond  remembrances  that  I 
carry  home  with  me,  and  I am  sure  we  all  do 
the  same  thing.  I say  now  that,  what  I say 
for  myself  will  be  a mouthpiece  for  the  whole 
of  the  Kentucky  Medical  Association. 

We  all  remember  the  fond  occurrences  and 
happenings  that  take  place  at  all  of  our  con- 
ventions. We  remember  the  boat  ride  at  Ash- 
land and  also  at  Newport,  especially  the  one 
at  Newport.  We  remember  the  barbecue  at 
Paducah.  We  remember  the  big  feed  in  the 
dairy  house  at  Lexington  and  we  remember 
last  year  the  different  attractions  at  Frank- 
fort. 

This  morning  we  come  to  Owensboro,  my 
first  trip,  and  I want  to  sav,  gentlemen,  that 
at  this  early  date  we  have  not  had  an  oppor- 
tunity perhaps  to  know  or  to  understand  all 
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that  Owensboro  has  in  store  for  us.  But  I 
want  to  say  that  I have  been,  and  am  sure  all 
of  us,  made  to  feel  more  than  welcome.  We 
unci  in  Owensboro  that  old  southern  hospi- 
tality that  always  makes  you  feel  good,  and  it 
doesn't  make  any  difference  where  you  go 
you  remember  these  things.  If  you  enter  a 
stranger's  home  in  Owensboro,  and  in  many 
other  of  the  southern  homes,  you  at  once  feel 
like  you  are  more  than  welcome.  There  is  a 
feeling  of  friendship  which  you  don’t  get  in 
the  northern  cities.  You  all  understand  and 
realize  that. 

This  morning,  Mr.  Miller  and  members  of 
the  Daviess  County  Medical  organization,  I 
assure  you  that  the  Kentucky  State  Medical 
Association  thoroughly  appreciates  the  privi- 
lege and  the  honor  at  this  time  of  meeting 
with  you  and  receiving  your  hospitality  in 
this  elegant  city  of  Owensboro,  and  I feel  we 
are  more  than  thrice  welcome  and  that  we  will 
ad  want  to  return  to  this  city  in  the  very 
near  future.  (Applause) 

PRESIDENT  STILLEY:  I would  like  to 
have  Dr.  Dan  Griffith  and  Dr.  Louis  Frank 
escort  the  incoming  President,  Dr.  Julian  Es- 
tiil,  to  the  chair. 

Dr.  Griffith  and  Dr.  Frank  came  forward 
with  President  Estill  as  he  took  the  chair. 
(Applause) 

PRESIDENT  STILLEY:  Dr.  Estill,  it  is 
with  a great  deal  of  pleasure  that  I present 
the  gavel,  and  I feel  Kentucky  is  honored  to 
have  a man  who  has  contributed  so  much  to 
tne  medicine  of  Kentucky  as  you  have.  It  is 
with  a great  deal  of  pleasure  that  I turn  the 
chair  over  to  you.  (Applause) 

PRESIDENT  ESTILL:  I hope  I don’t 
look  as  much  out  of  place  in  a pulpit  as  I feel. 

President  Estill  read  his  prepared  address. 
(Applause) 

TKESIDENT  ESTILL:  We  have  an  hon- 
ored guest  with  us  this  morning,  a man  who 
has  lived  a number  of  years  in  the  medical 
profession,  a man  who  began  his  career  back 
in  the  times  when  most  of  us  were  not  here. 

1 have  great  pleasure  in  presenting  1o  you 
Hr.  Harrison,  of  Owensboro,  who  will  present 
our  guest. 

J.  II  HARRISON,  Owensboro:  Mr.  Chair- 
man, Ladies  and  Gentlemen,  Members  of  the 
Kentu  ky  Medical  Society.-  Isn’t  it  wonderful 
to  he  here  this  morning?  I fear  many  of  you 
don’t  appreciate  it  as  much  as  I do,  but  I 
have  reason  to  be  proud  and  1 congratulate 
my  elf  on  being  here  in  this  great  assembly. 

It  certainly  is  an  honor  to  have  the  privr- 
Vg2  and  the  great  pleasure  of  presenting  to 
v!  this  morning  two  members  and  two  of 
Daviess  County’s  greatest  citizens. 

Hal  I known  before  this  morning  that  I 
was  going  to  be  privileged  to  do  this,  I might 


have  made  it  worse  than  1 am  going  to  make 
it;  but  no  preparation  is  necessary  when  you 
know  tiiese  two  great  men  as  1 have  known 
them. 

I had  the  good  fortune  to  have  been  brought 
up  between  these  two  great  Kentucky  citizens, 
Dr.  Ellis  in  the  little  hamlet  of  ivlasonville 
where  he  spent  a useful  life,  and  Dr.  Harris 
over  at  Philpot  where  he  spent  equally  as  use- 
ful a life.  Under  this  environment  I grew 
up.  I am  ashamed,  gentlemen,  to  tell  you  to- 
day that  under  these  circumstances  I am  not 
a better  man;  but  be  that  as  it  may,  I feel 
proud  that  1 had  this  environment,  I feel 
proud  that  the  spirit  of  these  great  men  have 
lingered  in  my  heart  and  I will  make  that 
apology  for  not  having  made  a better  man. 

Here  are  two  characters'  who  are  outstand- 
ing, men  who  have  known  and  felt  the  pangs 
of  adversity  which  is  the  essential  thing  m 
developing  good  human  character.  Isn’t  that 
so?  How  often  do  we  wail  over  our  misfor- 
tunes. How  often  do  we  think  that  Provi- 
dence has  worked  a hardship  on  us?  Let  us 
take  what  we  call  our  afflictions  and  our  ad- 
versities and  get  a blessing  from  them.  That 
is  what  these  two  great  characters  have  done. 

It  is  useless  for  me  to  relate  the  wonderful 
service  they  have  given.  They  are  two  dis- 
tinct characters  passing  out  of  our  existence, 
and  as  they  pass  away  we  realize  that  then- 
profiles  are  soon  forgotten  and  like  the  lit- 
tle streaks  of  the  morning  clouds  pass  out  in- 
to the  infinite  azure  of  the  past.  But  the  gooa 
deeds  they  have  done,  the  mothers’  hearts  they 
have  soothed  in  time  of  trouble,  will  live  on 
and  on  and  on  for  all  time. 

I want  to  present  to  you  this  morning  Dr. 
Harris  and  Dr.  Ellis.  (Applause) 

S.  J.  HARRIS,  Philpot:  Gentlemen  of  the 
Kentucky  State  Medical  Society : I wish  I 

could  be  as  eloquent  as  my  friend  Harrison 
was  in  presenting  us  old  doctors  to  this  So- 
ciety. 

I have  met  you  before,  at  least  I have  been 
in  the  state  medical  society  before,  and  I 
hardly  thought  I would  be  able  to  be  here 
this  morning,  but  my  daughter  told  me  she 
would  come  and  bring  me  here.  My  wife 
trimmed  me  up  as  best  she  could.  We  live 
out  in  the  country  about  eight  mi  ms  from  town 
and  if  my  appearance  doesn’t  suit  you  this 
morning  at  my  age,  you  can  blame  my  wife 
for  it.  (Applause) 

L.  H.  SOUTH : How  old  are  you? 

S.  J.  HARRIS:  Other  doctors  are  ashamed 
to  tell  their  ages,  but  I am  not.  I will  be 
eighty-six  years  old  next  June.  (Applause)  I 
am  yet  in  active  practice  of  medicine;  that  is, 
I do  all  I am  called  to  do  . (Laughter  and 
applause)  I go  night  or  day.  The  people 
come  after  me  in  a car  at  night  if  they  want 
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me,  and  they  usually  get  me. 

I have  practiced  medicine  in  one  place, 
eight  miles  from  this  city,  for  fifty-five  years 
ard  I am  still  at  that  work.  Yesterday  I dis- 
missed a typhoid  fever  patient  about  two  and 
a half  miles  from  my  home  and  immunized 
a second  shot  six  others  in  the  family,  one 
mother  who  will  soon  increase  the  family; 
but  I hope  to  keep  them  all  well  and  save 
them  from  having  typhoid  fever. 

I am  not  so  old  that  f haven’t  read  medi- 
cine and  kept  up  as  my  ability  would  permit. 

I take  the  Journal  and  I read  it.  . I got  the 
Journal  the  other  day  with  our  President’s 
picture  in  it.  and  1 went  right  over  to  my  of- 
fice and  put  it  up  on  the  wall.  (Applause) 
This  morning  I recognized  him  just  by  that 
picture.  I would  have  known  him  if  no  one 
had  introduced  him. 

I have  been  here  a long  time.  Harrison 
said  he  was  glad  that  he  had  lived  for  this 
occasion,  but  if  he  should  be  glad  1 certainly 
should  be  too. 

When  J came  to  Owensboro  I was  quite  a 
lad,  in  my  twenty-fourth  year,  and  1 never 
would  have  been  here  if  1 hadn’t  been  a Con- 
federate soldier.  1 never  would  have  been 
here  if  I hadn’t  been  captured  in  the  last 
charge  on  the  battlefield  of  Gettyburg  and 
taken  to  Johnstown,  Ohio  as  a prisoner  of 
war  where  I stayed  for  twenty  months  and 
eleven  days. 

A man  here  in  Owensboro,  by  the  name  of 
G.  Vv . Kayie,  a lawyer,  married  an  own  cousin 
of  mine  in  Washington  County,  Kentucky  and 
ne  got  tne  history  of  my  capture  from  an  old 
German  who  said  that  Lieutenant  S.  J.  Harris 
of  the  38th  Virginia  Infantry  had  been  taken 
to  Johnstown,  Ohio.  That  good  wife  of  his, 
and  my  only  cousin,  wanted  to  know  if  she 
could  do  anything  for  me.  Bless  her  heart, 
she  has  gone  on  before  me  but  she  helped  me 
while  a prisoner  of  war  and  I promised  her 
if  I ever  got  out  of  prison  I would  visit  her. 
I did  get  out  of  prison  finally  at  the  close  of 
the  war.  Just  before  the  close  of  the  war  I 
was  sent  home  on  parole  until  exchanged  and 
I stayed  on  father’s  farm  and  worked  in 
charge  of  the  negroes.  We  then  had  negroes, 
as  you  know,  but  they  were  soon  free.  Father 
had  a large  farm  on  Strawberry  Creek  near 
Danville,  Virginia  and  I took  charge  of  that 
and  worked  on  the  farm. 

After  eighteen  months  I bought  a horse  and 
saddle  and  rode  through  to  Kentucky.  I re- 
member coming  through  Cumberland  Gap  and 
the  woods  were  afire  that  night.  I stayed  all 
night  at  a hotel  in  the  gap,  but  I came  down 
here  and  began  to  go  to  school  to  old  Henry 
Hodge,  the  great  old  teacher  of  Owensboro. 
What  education  I got  I got  here  in  Owens- 
boro. I was  graduated  from  the  University 
of  Louisville  in  1872  and  I am  here  today. 


What  I am  here  today  is  due  to  the  good  peo- 
ple of  Owensboro  and  Daviess  County  who 
have  helped  me  along  in  life ; and  I have  tried 
to  help  them  to  the  very  best  of  my  ability 
under  God. 

I thank  you  gentlemen  for  the  honor  of 
meeting  you.  (Applause) 

D.  M.  ‘GRIFFITH.  Owensboro : Dr.  Har- 
ris neglected  to  tell  you  that  of  the  3,000  or- 
iginally in  Pickett  ’s  charge  he  was  one  out  of 
twenty-nine  who  came  back. 

J.  W.  ELLIS,  Owensboro:  Mr.  President 
and  Gentlemen  of  the  Kentucky  State  Medical 
Association : I have  none  of  those  beautiful 
words  about  me  this  morning  with  which  one 
might  express  his  high  appreciation  of  the 
honor  shown,  but  as  I am  here  before  you  and 
my  name  is  mentioned  in  connection  with  Dr. 
Harris,  I feel  honored.  He  has  been  my 
neighbor  for  half  a century  and  I have  to 
say  this  for  him : That  in  all  occasions,  in  sea- 
son and  out  of  season,  he  has  always  obeyed 
that  glorious,  old-fashioned  rule  as  laid  down 
by  Confucius  and  quoted  by  our  Saviour 
when  he  said,  “Do  unto  another  as  he  would 
do  unto  you.”  (Applause) 

I love  the  doctors  and  am  proud  to  be  as- 
sociated with  them.  I have  served  fifty  years 
in  the  business  and  would  be  at  it  today  but 
I am  not  so  fortunate  as  Dr.  Harris  to  be 
physically  fit. 

I thank  the  gentlemen  for  the  honor  shown 
us  on  this  occasion.  (Applause) 

The  thirteenth  is  my  lucky  day.  It  is  not 
with  some  people,  but  if  I reach  the  thirteenth 
of  December  I will  be  eighty-one.  (Applause) 

PRESIDENT  ESTILL : ' I guess  it  is  Dr. 
McCormack’s  turn  to  tell  his  age  next. 

SECRETARY  McCORMACK:  I was  born 
the  vpflr  these  men  graduated. 

PRESIDENT  ESTILL:  Dr.  Griffin  will 
make  his  report  for  the  Committee  on  Ar- 
rangements. 

R.  E.  GRIFFIN,  Owensboro:  This  even- 
ing at  six  o’clock  at  the  Owensboro  Country 
Club  this  convention  will  be  entertained  at  a 
dirre-w  Immediately  after  that  I believe  the 
surreal  section  of  this  Association  meets. 

The  Country  Club  is  a short  distance  from 
Owensboro  The  street  cars  run  within  a few 
squares  of  it.  I expect  it  will  do  some  of  us 
some  good  to  walk  out  there.  Otherwise,  there 
will  be  several  cars  to  take  people  out  there 
if  you  don’t  feel  like  taking  the  street  car 
or  wa’king  the  distance  across  the  park. 

On  Thursday  evening  the  ladies  of  Daviess 
County  will  entertain  the  ladies  at  luncheon 
at  the  Owensboro  Country  Club. 

As  you  have  heard,  we  are  all  glad  to  have 
you  here  as  our  guests,  and  if  there  are  any 
places  of  interest  around  the  town  to  which 
you  care  to  go,  we  will  be  glad  to  show  them  to 
you.  We  have  a beautiful  town  here,  nice 
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streets  and  plenty  of  industrial  plants. 

Some  of  you  might  be  interested  in  seeing 
the  construction  of  the  dam  here.  Those 
people  who  live  inland  might  enjoy  seeing  it. 
Any  time  that  any  of  you  care  to  go  down 
there  to  see  this  construction,  Mr.  Wells,  the 
engineer  in  charge,  will  take  great  pleasure 
in  showing';  you  around  the  place. 

’n,ere  are  many  points  of  interest  around 
Owensboro  if  you  care  to  see  them  and  we  will 
take  great  pleasure  in  showing  them  to  you. 

Remember  this  evening  at  six  o’clock  the 
dinner  at  the  Country"  Club  for  the  guests  of 
the  Association.  When  you  register  down 
i c e with  Miss  Sullivan,  be  sure  to  get  your 
tickets.  You  will  be  admitted  by  ticket,  but 
1 have  this  to  say:  You  won’t  be  charged  one 
dollar  for  it.  It  is  perfectly  free,  but  give 
vonr  name  and  get  your  tickets  from  Miss 
Sullivan. 

SECRETARY  McCORMACK:  I want  to 
mention  the  bouquet  in  the  center  of  the 
church,  the  Woman’s  Auxiliary,  present  at 
i.ie  opening  session  for  the  first  time  in  the 
hisiory  of  the  Association. 

I think  every  man  of  us  has  been  animated, 
first,  by  a mother  and  then  managed  by  a 
wife,  and  it  is  therefore  our  particular  privi- 
lege, and  my  only  regret,  that  this  innovation 
had  not  been  devised  when  our  dearly  be- 
loved friend,  Dr.  Ellis,  was  in  his  prime  in 
the  Association.  It  will  always  be  a matter 
of  regret  to  me  not  to  have  heard  him  say 
what  ought  to  have  been  said  about  the  women 
of  the  medical  profession  because  1 know  no 
other  master  of  either  humanitarian  thought 
or  of  language  who  could  have  expressed  so 
well  as  that  dear,  eloquent,  beloved  old  friend, 
what  we  all  feel  when  we  think  of  our  women. 
(Applause) 

The  papers  of  the  Scientific  Session  on 
Tuesday  morning,  October  3 (presided  over 
by  President  Estill)  were:  “Feeding  the  Sick 
Infant,”  by  J.  W.  Bruce,  of  Louisville  and 
discussed  by  P,  F.  Barbour,  of  Louisville,  J. 
H.  Pritchett,  of  Louisville,  Dr.  Bruce  clos- 
ing the  discussion.  “Pyelitis  in  Infancy  and 
Childhood,”  by  Thomas  M.  Marks,  of  Lex- 
ington. Discussion  by  J.  II.  Pritchett,  of 
Louisville,  W.  F.  Boggess,  of  Louisville,  P.  F. 
Barbour,  of  Louisville,  J W.  Bruce,  of  Louis- 
ville. and  closing  discussion  by  Dr.  Marks. 
“Tuberculous  Meningitis,”  by  T.  Cook 
Smith,  of  Louisville.  Discussed  by  Morris 
Fiexner,  of  Louisville,  P.  F.  Barbour,  of 
Louisville,  J.  W.  Scott,  of  Lexington.  Dr. 
Smith  closed  the  discussion. 

At  twelve  o’clock  F T.  Fort,  of  Louisville 
gave  the  Oration  in  Surgery,  on  “Epochs  in 
Surgery.  ’ ’ 

First  Day — Afternoon  Session. 

The  Scientific  Session  on  Tuesday  after- 
noon convened  at  two  o’clock,  President  Es- 


till presiding.  The  following  essays  were  pre- 
sented and  discussed:  “Poliomyelitis,”  by 

W.  E.  Gardner,  of  Louisville,  discussed  by 
Floyd  Allen,  of  Lexington,  L.  H.  South,  of 
Louisville,  Curran  Pope,  of  Louisville,  P.  F. 
Barbour,  of  Louisville,  V.  E.  Simpson,  of 
Louisville,  W.  B.  Owen,  of  Louisville,  A.  T. 
McCormack,  of  Louisville.  Dr.  Gardner 
closed  the  discussion.  “The  Significance  of 
the  Basal  Metabolic  Rate,”  by  Walter  S. 
Wyatt,  of  Lexington;  “Early  Recognition  of 
Surgical  Goiter,”  by  Walter  I.  lliune,  of 
Louisville;  “The  Use  of  Iodine  in  Goiter,” 
by  R.  R.  Elmore,  of  Louisville,  read  by  W.  F. 
Boggess,  of  Louisville.  These  essays  were  dis- 
cussed by:  V.  E.  Simpson,  of  Louisville,  W. 
A.  Jenkins,  of  Louisville,  John  R.  Wathen, 
of  Louisville,  F.  G.  Aud,  of  Louisville,  E.  F. 
Horine,  of  Louisville,  W.  0.  Johnson,  of 
Louisville,  Louis  Frank,  of  Louisville.  Dr. 
Hume  closed  the  discussion. 

Surgical  Section. 

The  Surgical  Section  held  at  the  Country 
Club  convened  at  eight  forty-five  o’clock, 
Charles  Garr,  of  Lexington,  presiding.  The 
following  papers  were  presented  and  dis- 
cussed: "Endometrial  Tumors,”  by  W.  0. 
Bullock,  of  Lexington  (illustrated  by  lan- 
tern slides).  Discussed  by  John  R.  Watlien, 
of  Louisville.  Closing  discussion  by  Dr.  Bul- 
lock. “The  Use  of  Silk  in  the  Restoration  of 
Tendon  Function,”  by  W.  T.  Graham,  of 
Richmond,  Virginia  (illustrated  by  lantern 
slides).  No  discussion.  "The  Bleeding  Uter- 
us,” by  J.  B.  Lukins,  of  Louisville,  discussed 
by  G.  A.  Hendon,  of  Louisville,  and  John  l». 
Watlien,  of  Louisville.  Discussion  ’by  Dr. 
Lukins. 

Second  Day — Morning  Session,  Ootorer  5. 

The  papers  presented  at  the  Scientific  Ses- 
sion Wednesday  morning,  October  5,  1927 
(presided  over  by  President  Estill)  were: 
“Classification  of  Heart  Disease,”  by  John 
Harvey,  Jr.,  of  Lexington,  discussed  by  J.  W. 
Scott,  of  Lexington,  E.  F.  Horine,  of  Louis- 
ville, V.  E.  Simpson,  of  Louisville,  J.  Rowan 
Morrison,  of  Louisville,  F.  M.  Stites,  Jr.,  of 
Louisville,  W.  F.  Boggess,  of  Louisville,  11. 
V.  Noland,  of  Louisville  and  closed  by  Dr. 
Harvey.  “Cardiac  Arrhythmias,”  by  E.  I1'. 
Horine,  of  Louisville,  discussed  by  F.  M. 
Stites,  Jr.,  of  Louisville,  John  Harvey,  Jr.,  of 
Lexington,  V.  Blythe,  of  Paducah,  V.  E.  Simp- 
son, of  Louisville,  A.  Sargent,  of  Hopkins 
ville,  Dr.  Horine  closing.  “Syphilitic  Heart 
Disease,”  by  J.  Rowan  Mori’ison,  II.  V.  No- 
land and  Clyde  McNeill,  all  of  Louisville. 
Discussed  by  H.  V.  Noland  of  Louisville,  W. 
F.  Boggess,  of  Louisville,  W.  A.  Jenkins,  of 
Louisville,  A.  T.  McCormack,  of  Louisville. 
Dr.  Morrison  closed  the  discussion. 

At  twelve  o’clock  V.  E.  Simpson,  of  Louis- 
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ville,  gave  the  Oration  in  Medicine,  on  “The 
Relationship  Detween  tne  Vagatonic  and  the 
f'eptic  Ulcer  Syndromes.” 

Second  Day — Afternoon  Session,  October  5 

the  Scientific  Session  Wednesday  after- 
noon [presided  over  by  President  Esuil)  con- 
vened at  one-fifty  o'clock  at  wnicu  the  follow- 
ing essays  were  presented  and  discussed: 
‘"me  Management  ot  tne  Diabetic  m the 
home,  by  W.  A.  Jenkins,  oi  .Louisville,  and 
and  discussed  by  J.  W.  Scott,  of  Lexington, 
V.  E.  Simpson,  of  Louisville,  John  Harvey, 
of  Lexington,  closed  by  Dr.  Jenkins.  “Ortho- 
pedic nonsideration  oi  tne  Unromc  Aiuuri- 
tudes,  ” by  John  D.  Trawick,  of  Louisville 
(illustrated  by  lantern  slides).  No  discus- 
sion. “Digatalis  {Therapy,”  by  ft.  E.  Smitli, 
of  Henderson,  discussed  by  C.  W.  Dowden, 
of  Louisville,  S.  J.  Harris,  of  Philpot,  J. 
Rowan  Morrison,  of  Louisville,  closing  dis- 
cussion by  Dr.  Smith.  ‘ ‘ Liver  Diet  in  Perni- 
cious Anemia,”  by  C.  N.  Kavanaugh,  (il- 
lustrated by  lantern  slides)  discussed  by  J. 
H.  Harrison,  of  Owensboro  and  closed  by 
Dr.  Kavanaugh.  “Hyperthyroidism  and 
Myocarditis,”  by  W.  0.  Johnson,  of  Louis- 
villt,  discussed  by  C.  W.  Dowden,  of  Louis- 
ville, J.  Rowan  Morrison,  of  Louisville,  F.  G. 
Aud,  of  Louisville,  Louis  Frank,  Louisville, 
C.  N.  Kavanaugh,  of  Lexington,  Dr.  Johnson 
closing. 

Evening  Session. 

The  Public  Address  on  Wednesday  even- 
ing was  delivered  by  Caroline  Hedger,  her 
subject  being  “Feeding  in  Relation  to  Mental 
and  Physical  Health.” 

Third  Day — Morning  Session — October  6. 

The  Scientific  Session  Thursday  morning, 
October  6,  1927  convened  at  nine-thirty 
o’clock,  President  Estill.jpresiding.  The  fol- 
lowing essays  were  presented  and  discussed: 
“Prenatal  Supervision  in  Apparently  Nor- 
mal Pregnancy,”  by  W.  T.  McConnell,  of 
Louisville.  Discussed  by  Annie  Veech,  of 
Louisville,  R.  C.  Burrow,  of  Cunningham,  A. 
T.  McCormack,  of  Louisville,  closing  dis- 
cussion by  Dr.  McConneii.  “A  Study  of  the 
Results  of  Prenatal  Care  versus  No  Prenatal 
Care  Covering  More  Than  3,000  Deliveries 
at  Louisville  City  Hospital.”  Alice  N. 
Pickett,  of  Louisville.  Discussed  by  J.  T. 
Reddick,  of  Paducah,  W.  T.  McConnell,  of 
Louisville,  G.  G.  Thornton  of  Lebanon,  Jul- 
ian Est ill,  of  Lexington.  A.  T.  McCormack, 
of  Louisville.  Closing  discussion  by  Dr. 
Pickett.  “Indications  For,  and  Technique 
of,  Delivery  by  the  Normal  Pas '•ares  ” b^ 
Walker  B.  Gossett,  of  Louisville.  Discussion 
by  J.  T.  Reddick,  of  Paducah,  L.  T.  Minis’n, 
of  Frankfort,  G.  G.  Thornton,  of  Lebanou, 
S.  P.  Oldham,  of  Owensboro,  IT.  S.  Heim,  of 


Beverly  and  closing  discussion  by  Dr.  Gos- 
sett. 

Third  Day — Afternoon  Session 
October  6. 

The  Thursday  afternoon  Scientific  Session 
convened  at  one-thirty  o’clock,  President  Es- 
till  presiding.  The  following  papers  were 
preoemea  ana  discussed:  ' iue  xreatmeni 

of  Peptic  Ulcer,”  by  H.  T.  Rivers,  of  Padu- 
cah, discussed  by  B.  F.  Zimmerman,  of  Louis- 
ville. No  closing  discussion.  “The  Surgical 
Treatment  of  Meningitis  with  Report  of 
Cases,”  by  R.  Glen  Spurling,  of  Louisville. 
Lnscusseu  uy  W.  in.  uaruner,  or  uouisviiie, 
Orville  Miller,  o!  Louisville,  B.  F.  Zimmer- 
man, of  Louisville,  A.  T.  McCormack,  of 
Louisville,  Dr.  Spurling  closing.  “The  im- 
portance of  Cystitis  as  a Symptom  of  Surgi- 
cal Lesions  of  the  Urinary  Tract,”  by  S.  C. 
McCoy,  of  Louisville,  (lantern  slides). 

A.  T.  McCormack,  Secretary. 


Or  r ICi-tiD  MiNuTES  Ur  iiiL  xlOUSE 
OF  DELEGATES  OF  THE  KEN- 
TUCKY STATE  MEDICAL 
ASSOCIATION  OCTOBER 
1,  2,  3,  4,  5,  6,  1927. 

First  Session — Saturday,  October  1. 

Pursuant  to  the  adjournment  of  the  House 
of  Delegates  at  Frankfort  in  1926,  the  Presi- 
dent, Dr.  Irvm  Aoell,  called  the  meeting  io 
uraer  at  tlie  ottices  of  the  association,  Louis- 
ville, at  two  o’clock  Saturday  afternoon,  Octo- 
ber f,  1927. 

Upon  motion  duly  made  and  seconded,  the 
House  adjourned  to  meet  in  Owensboro  on 
October  3 at  two  o’clock. 

The  meeting  convened  in  the  Settle  Me- 
morial L-lnircii,  Owensboro,  Ociouer  is,  1U2  7 
at  two  o’clock,  Secretary  McCormack  presid- 
ing. 

SECRETARY  MoCORMACK:  The  House 
of  Delegates  will  come  to  order. 

In  the  absence  of  the  President,  Dr.  Abell, 
he  asked  me  to  say  to  the  House  of  Delegates 
that  he  was  called  to  the  meeting  of  tin* 
American  College  of  Surgeons,  of  which  he  is 
one  of  the  regents,  to  a very  important  meet 
ing  of  one  of  the  committees  on  which  he  is 
representing  Kentucky  in  public  healtn, 
nursing  education,  hospital  standardization 
and  other  matters. 

After  consultation  we  all  felt  it  was  of 
such  importance  that  it  was  essential  Keu- 
tucky  be  represented  at  Detroit  today.  For 
that  reason  he  is  there. 

In  the  absence  of  three  Vice-Presidents, 
it  is  necessary  for  us  to  elect  a President  of 
the  Association  at  this  time,  and  I will  bear 
nominations. 

D.  M.  GRIFFITH,  Owensboro:  I should 
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like  to  nominate  V.  A.  Stilley. 

R.  JULIAN  ESTILL,  Lexington:  I second 
that  nomination. 

SECRETARY  MeCORMACK:  You  have 
heard  the  nomination  of  Dr.  Stilley  for  Presi- 
dent of  the  Association. 

Are  there  any  other  nominations? 

There  being  no  other  nominations,  all  in 
favor  of  Dr.  Stilley  being  made  President 
of  the  Association  say  “aye;”  opposed.  The 
motion  was  carried. 

SECRETARY  MeCORMACK:  Dr.  Grif- 
fith and  Dr.  Shaw  will  act  as  a committee  to 
escort  Dr.  Stilley  to  the  chair  and  he  will 
deliver  his  inaugural  address.  (Applause.) 
President  Stilley  took  the  chair. 

PRESIDENT  STILLEY:  House  of  Dele- 
gates, I thank  you  very  much.  I am  satis- 
fied that  this  will  be  one  of  the  best,  addresses 
you  have  ever  heard  because  it  will  be  one 
of  the  shortest. 

I am  very  sorry,  indeed,  that  it  wasn’t 
possible  for  Dr.  Abell  to  be  here  or  any  of 
the  three  Vice-Presidents,  but  in  the  absence 
of  them  we  will  take  care  of  the  meeting  the 
best  way  we  can. 

I believe  the  first  order  of  business  is  the 
report  of  the  Committee  on  Credentials  of 
which  T.  A.  Frazer,  of  Marion,  is  the  chair- 
man. 

SECRETARY  MeCORMACK:  Mr.  Chair- 
man, I have  the  roll  calls  as  made  up  from 
the  report  of  county  secretaries  of  credentials 
on  file.  This  has  been  presented  to  the  com- 
mittee and  the  committee  presents  it  to  the 
House  of  Delegates. 

I move  that  this  roll  as  made  in  the  Sec- 
retary’s office  be  the  roll  call  of  the  House  of 
Delegates  for  this  session  and  that  the  cre- 
dentials herein  recorded  be  recognized  as 
’the  credentials  for  the  delegates  of  this  ses- 
sion. 

FRANK  PIRKEY,  Louisville : I second 
the  motion;  the  motion  was  put  to  a vote 
and  carried. 

PRESIDENT  STILLEY:  The  roll  call  by 
the  Secretary  is  next. 

Secretary  McCormack  started  to  call  the 
roll  but  was  interrupted  by  Dr.  McClure. 

W.  B.  McCLURE,  Lexington:  Wouldn't 
it  simplify  taking  the  roll  in  going  over  from 
A to  Z to  have  the  Secretary  just  look  over 
the  house  and  mark  those  present?  I think 
it  would  save  a lot  of  time. 

Secretary  McCormack  marked  the  roll  as 
suggested. 

SECRETARY  MeCORMACK : I have  here 
the  list  of  appointments  of  committees,  refer- 
ence committees,  for  this  session. 


Committee  on  Report  of  Ci’edentials 
T.  A.  Frazer,  Marion,  Chairman. 

A.  D.  Willmoth,  Louisville. 

T.  R.  Welch,  Nicholasville. 

Committee  on  Program 
J.  W.  Scott,  Lexingon,  Chairman. 

R.  Julian  Estill,  Lexington. 

A.  T.  McCormack,  Louisville. 

Medico-Legal  Committee 
J.  B.  Lukins,  Louisville,  Chairman. 

W.  B.  McClure,  Lexington. 

A.  T.  McCormack,  Louisville. 

Committee  on  Crippled  Children 
W.  Barnett  Owen,  Louisville,  Chairman. 

J.  I).  Trawick,  Louisville. 

G.  B.  Brown,  Lexington. 

Committee  on  the  Journal 
A.  P.  Dowden,  Eminence,  Chairman. 

D.  J.  Travis,  Eddyville. 

George  Purdy,  New  Liberty. 

Committee  on  Legislation  and  Public 
Instruction 

V.  A.  Stilley,  Benton,  Chairman. 

J.  D.  Whitaker,  Cannel  City. 

C.  C.  Garr,  Lexington. 

J.  W.  Stovall,  Grayson. 

0.  V Brown,  Island. 

Committee  on  Miscellaneous  Business 

W.  A.  Page,  Barlow,  Chairman. 

Frank  T.  Fort,  Louisville. 

W.  II.  Gibson,  Lerose. 

Committee  on  Disaster  Reli  f 
Hugh  E.  Prather,  Hickman,  Chairman. 
Luther  Bach,  Jackson. 

R.  M.  Hathaway,  Owensboro. 

Committee  on  Publicity 
W.  L.  Tyler,  Owensboro,  Chairman. 

1.  J.  Hoover,  Owensboro. 

A.  McKenney,  Owensboro. 

Committee  on  Scientific  and  Commercial 

Exhibits 

D.  M.  Griffith,  Owensboro,  Chairan. 

W.  M.  Martin,  Harlan. 

W.  L.  Gambill,  Ashland. 

Committee  on  Medical  Education 
W.  A.  Jenkins,  Louisville,  Chairman. 

C.  A.  Calvert,  Scottsville. 

J.  A.  Caldwell,  Newport. 

Committee  on  Periodic  Health  Examination 
A.  M.  Leigh,  Louisville,  Chairman. 

E.  D.  Turner,  Cave  City. 

J.  D.  Liles,  Vanceburg. 

Committee  on  Hospital  Standardization 
II.  G.  Reynolds,  Paducah,  Chairman. 

R.  Lee  Bird,  Covington. 

J.  II.  Blackburn,  Bowling  Green. 
Committee  on  Workmen’s  Compensation  Law 
Edward  Stumbo,  Martin,  Chairman. 

II.  K.  Buttermore,  Liggett. 

Heart  Committee 

E.  F.  Horine,  Louisville,  Chairman. 

Austin  Bell,  Hopkinsville. 
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J.  W.  Kincaid,  Ashland. 

Walter  Byrne,  Jr.,  Russellville. 

John  W.  Scott,  Lexington. 

C.  Z.  Jackson,  Arlington. 

J.  R.  Morrison,  Louisville. 

W.  L.  Tyler,  Owensboro. 

C.  Youtsey,  Newport. 

Silas  Griffin,  Henderson. 

Ernest  R.  Goodloe,  Paducah. 

Committee  on  Control  of  Cancev 
Wallace  Frank,  Louisville,  Chairman. 

J.  W.  Stephenson,  Ashland. 

P.  H.  Stewart,  Paducah. 

H Y.  Pennington,  London. 

J.  G.  Gaither,  Hopkinsville. 

Committee  on  Public  Policy 
Louis  Frank,  Louisville,  Chairman. 

Irvin  Abell,  Louisville. 

David  Barrow,  Lexington. 

D.  M.  Griffith,  Owensboro. 

0.  F.  Hume,  Richmond. 

J.  W.  Stovall,  Grayson. 

J.  A.  Ryan,  Covington. 

W.  W.  Leslie,  New  Castle. 

S.  A.  Blackburn,  Versailles. 

B.  F.  Reynolds,  Cailisle. 

Committee  on  Health  Problems  in  Education 
W.  E.  Gary,  Hopkinsville,  Chairman. 

W.  B.  Moore,  Cynthiana. 

Commitiee  on  County  Hospitals 

C.  C.  Howard,  Glasgow,  Chairman. 

O.  F.  Hume,  Richmond. 

II.  H.  Hunt,  Mayfield. 

Committee  on  Medical  Ethics 
J.  W.  Scott,  Lexington,  Chairman 

B.  S.  Rutherford,  Bowling  Green. 

J.  T.  Price,  Harrodsburg. 

Auditing  Committee 
Frank  Pirkey,  Lexington,  Ch Arman. 

F.  G.  Speidel,  Louisville. 

C.  C.  Carroll,  White  Mills. 

Committee  on  Report  of  Council 

G.  S.  Brock,  London,  Chairman. 

J.  B.  Kinnaird,  Lancaster. 

A.  M.  Gross,  Hazard. 

Committee  on  Prevention  of  Goitre 
R.  R.  Elmore,  Louisville,  Chairman. 

C.  A.  Vance,  Lexington. 

L.  Wallace  Frank,  Louisville. 

E.  W.  Jackson,  Paducah. 

P.  C.  Sanders,  Danville. 

Committee  on  Military  Medicine 

J.  G.  Sherrill,  Louisville,  Chairman. 

J.  A.  Ryan,  Covington. 

L.  H.  Winans,  Ashland. 

Committee  on  Constitution  and  By-Laws 

R.  C.  McChord,  Lebanon,  Chairman. 

S.  B.  Marks,  Lexington. 

D.  E.  McClure,  Elizabethtown. 

Committee  on  Resolutions. 

W.  A.  Quinn,  Henderson,  Chairman, 

M.  M.  Phillips,  Crab  Orchard. 


Committee  on  Arrangements 

R,  E.  Griffin,  Owensboro,  Chairman. 

J.  W.  Barnhill,  Owensboro. 

J.  E.  Barnhill,  Owensboro. 

Edward  Barr,  Owensboro. 

G.  L.  Barr,  Owensboro. 

Park  L.  Berkshire,  Lewisport. 

J.  W.  Clarke,  Owensboro. 

John  M.  Clayton,  West  Louisville. 

Irving  L.  Denton,  Fordsville. 

George  W.  Duvall,  Chicago,  111. 

0.  W.  Edge,  Owensboro. 

J.  W.  Field,  Owensboro 
J.  N.  Fireline,  Owensboro. 

Parvin  D.  Gillim,  Owensboro. 

A.  J.  Gordon,  Utica. 

F.  M.  Griffin,  Hawesville. 

D.  M.  Griffith,  Owensboro. 

Samuel  J.  Harrison.  Owensboro. 

G.  A.  Hardwick,  Utica. 

Robert  M.  Hathaway. 

C.  M.  Heavrin,  Hawesville. 

John  C.  Hoover,  Owensboro. 

1.  J.  Hoover,  Owensboro. 

A.  L.  Kincheloe,  Owensboro. 

A.  Kirk,  Philpot 

J.  R.  McGary,  Owensboro. 

A.  McKinney,  Owensboro. 

W.  B.  Negley,  Owensboro. 

John  A Nelson,  Owensboro. 

S.  P.  Oldham,  Owensboro. 

H.  K.  Osburn,  Owensboro. 

J.  E.  Payne,  West  Louisville. 

O.  W.  Rash,  Owensboro. 

C.  M.  Rice,  Owensboro. 

Ralph  L.  Schroeder,  Owensboro. 

Francis  M.  Sherman,  Owensboro. 

J.  D.  Sherman,  Owensboro. 

J.  D.  Stewart,  Rome. 

James  H.  Thorpe,  Owensboro. 

V.  II.  Walker,  Owensboro. 

Mallory  L.  Smith,  Maceo. 

Wilbur  F.  Stirman,  Owensboro. 

William  Lee  Tyler,  Owensboro. 
PRESIDENT  STILLEY:  The  minutes  of 

the  1926  meeting. 

W.  B.  McCLURE,  Lexington : I move  the 
reading  of  the  minutes  be  suspended  as  the 
minutes  have  been  published  in  the  Journal. 

D.  M.  GRIFFITH,  Owensboro:  I second 

the  motion.  The  motion  was  put  to  a vote 
and  carried. 

PRESIDENT  STILLEY:  Report  on  the 
program,  J.  W.  Scott. 

R,  JULIAN  ESTILL:  Dr.  Scott  is  not 

present.  I wish  particularly  to  say  in  his  ab- 
sence that  I believe  if  you  will  look  over  the 
program  he  has  arranged  for  us  you  will  find 
it  is  one  of  the  most  interesting  you  have  seen 
for  any  society  meeting. 

I am  sure  when  we  get  through  with  the 
program  we  will  feel  we  do  owe  a debt  of 
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gratitude  to  Dr.  Scott  for  his  program. 

SECRETARY  McCORMACK : As  a mem- 
ber of  the  committee,  I want  to  suggest  one 
amendment  to  the  program.  On  account  of  the 
tremendous  importance  of  the  subject  of  polio- 
myelitis I want  to  suggest  that  there  be  added 
to  the  program  tomorrow  afternoon  a twenty 
minute  discussion  of  the  epidemiology  of 
poliomyelitis  in  Kentucky  by  Dr.  Floyd  S. 
Allen  of  Lexington  who  has  been  down  here 
making  a study  of  this  situation,  as  he  has 
already  done  in  eastern  Kentucky.  He  will 
take  his  place  on  the  program  and  this  will 
give  him  an  abundance  of  time. 

With  this  amendment,  I move  the  scientific 
program  be  adopted  the  program  of  the  1927 
session. 

J.  A.  ORR,  Paris:  I second  the  motion. 

The  motion  was  put  to  a vote  and  carried. 

PRESIDENT  STILLEY:  Report  of  Com- 
mittee on  Arrangements,  Robert  E.  Griffin, 
Owensboro. 

SECRETARY  McCORMACK:  I move  it 
be  passed  until  Dr.  Griffin  comes  in. 

PRESIDENT  STILLEY  : Report  of  the 
Council. 

Secretary  McCormack  read  the  report  of 
the  Council. 

W.  B.  McCLURE,  Lexington : It  should  be 
clearly  understood  by  the  profession  that  the 
Association  pays  the  attorney’s  fees,  but  also 
according  to  the  By-laws,  they  furnish  court 
costs  cis  well 

SECRETARY  McCORMACK:  The  inten- 
tion of  the  sentence,  I feel  sure,  doesn’t  go  to 
that.  It  is  only  for  the  defense  of  unjust 
malpractice  suits.  That  is  where  the  empha- 
sis is. 

PRESIDENT  STILLEY:  You  have  heard 
the  report  of  the  Council.  What  shall  be  done 
with  it  ? 

It  is  referred  to  the  Committee  on  the  Re- 
port of  Council. 

SECRETARY  McCORMACK:  At  this 

time  I would  like  to  suggest  that  at  last  year’s 
session  the  matter  of  making  some  arrange- 
ent  by  which  we  could  get  a group  insurance 
policy  or  group  rates  for  insurance,  liability 
and  insurance,  against  malpractice  suits  and 
against  automobile  accidents  was  taken  up. 

Automobile  liability  was  discussed  at  con- 
siderable length  and  referred  to  the  Council 
with  instructions  to  investigate  the  matter 
and  either  act  or  report  at  his  meeting. 

The  Council  has  had  the  matter  under  con- 
sideration at  various  times  during  the  year, 
and  at  this  session  Major  Byars  of  Louisville, 
representing  two  of  the  largest  companies  that 
write  this  class  of  business,  is  present.  The 
Council  determined  that  it  would  be  best  for 
Major  Byars  to  come  before  this  body  and 
present  the  matter  so  that  all  of  you  could  un- 


derstand it  and  could  either  take  action  or 
determine  what  should  be  done  in  he  matter. 

With  this  idea  in  view,  and  representing 
the  Council,  I will  ask  the  unanimous  consent 
that  Major  Byars  be  given  the  privilege  of  the 
floor  and  be  permitted  to  present  his  proposi- 
tion to  the  House  of  Delegates. 

PRESIDENT  STILLEY:  What  is  the 

pleasure  of  the  House  of  Delegates? 

Consent  was  unanimously  given. 

MAJOR  DAVID  0.  BYARS,  Louisville: 
This  is  a letter  I addiessed  to  the  Secretary 
of  your  Association  from  our  firm  of  Car- 
penter & Burba,  Louisville : 

“We  desire  to  submit  to  your  Association 
the  following  proposition  on  doctors  and  phy- 
sicians liability  in  this  state. 

“There  are  two  first-class  companies  thal 
write  this  insurance  on  a group  basis,  Hart- 
ford Accident  & Indemnity  Company  and  the 
Newr  Amsterdam  Casualty  Company.  We  have 
the  agency  for  both  companies  and  are  sub- 
mitting the'  rates  of  our  New  Amsterdam  Com- 
pany’s policy  and  giving  the  salient  features 
of  same. 

“New  Amsterdam  Casualty  Company. 


5000-15000  $18.75 

10000-30000  $28.13 

15000-45000  $32.81 


Higher  limits  can  be  had. 

“Our  firm  has  general  state  agency. 

“Mr.  Fred  Foreht  is  and  has  been  general 
attorney  for  years. 

“No  suit  settled  without  written  consent  of 
assured. 

“No  charge  for  nurses  and  non -profession- 
al attendants. 

“There  is  an  additional  charge  for  x-ray 
for  diagnosis. 

“Professional  assistants,  nne-Lalf  charge. 

“Fleet  automobile  policy  permitted. 

“Our  company  has  offices,  representatives 
and  attorneys  throughout  the  state.  In  case 
of  suit  or  threatened  suit,  assured  will  report 
case  with  informaion  and  Mr.  Forch’s  office 
will  handle  same.  In  addition  to  damages, 
company  pays  all  expenses  incurred  for  in- 
vestigation, negotiation  or  defense;  all  costs 
taxed  against  the  assured  in  any  legal  pro- 
ceeding defended  by  the  company,  and  all  in- 
terest accruing  after  entry  of  judgment  upon 
such  part  thereof  as  shall  not  be  in  excess  of 
the  company’s  limit  of  indemnity  as  express- 
ed in  policy  costs  are  paid  in  addition  to 
amount  of  imits  expressed  in  the  policy. 

“In  view  of  above,  if* our  policy  is  accept- 
ed, it  will  not  be  necessary  for  your  Asso- 
ciation to  pay  attorney  to  defend  cases  of 
those  who  carry  our  policy.  In  addition  to 
this  saving  you  have  the  advantage  of  local 
representatives  and  attorneys ’which  will  give 
prompt  and  thorough  attention,  such  as  only  a 
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permanent  and  state-wide  organization  can 
give ; also  the  saving  on  your  fleet  automobile 
policy  which  will  more  than  offset  the  differ- 
ence between  our  rates  and  the  rates  of  the 
company  that  now  carries  a large  amount  of 
your  liability  insurance.  As  the  result  of  one 
of  the  above  groups  I understand  that  the 
Medical  Protective  Association  has  withdrawn 
from  Tennessee. 

“If  approved  by  your  Association  we  will 
forward  each  member  a circular  on  the  group 
and  fleet  policies  and  call  if  interested,  or  any 
method  you  may  decide  that  is  most  conven- 
ient to  members. 

“Our  company  appreciates  that  many  doc- 
tors in  the  rural  districts  do  not  carry  liabil- 
ity insurance,  hence  our  expected  percentage 
would  take  this  fact  into  consideration.  If 
approved  there  would  be  no  obligation  on  any 
member  taking  either  policy  unless  he  so  de- 
sired. 

“In  conclusion  permit  me  to  assure  that  no 
doctor  is  eligible  for  our  proposition  unless  a 
member  of  a medical  society  in  good  standing. 
Appreciate  the  consideration  given  us  and  if 
we  are  authorized  to  write  this  business  as- 
sure you  of  prompt  and  efficient  service  at 
all  times.” 

“Fleet  Automobile  Polict  Proposed  For 
Members  of  the  Kentucky  Medical 
Association. 

“All  automobiles  are  divided  into  three 
classes  for  public  liability  and  property  dam- 
age. The  following  is  computed  for  the 
Louisville  territory,  with  limits  of  $5000  and 
$10,000  for  public  liability  and  $1000  for 
property  damage.  If  higher  liability  limits 
are  desired  as  $10,000  and  $20,000,  add  twen- 
ty per  cent  before  deducting  the  fifteen  per 


cent : 

P.  Liab.  & P.  Liab  & P.  Liab  & 
Prop.  Dm".  Prop.Dg-.  Prop.  Dg. 

Others  $23-$ll  $29-$13  $36-$16 

Ours  20-  11  26-  13  32-  16 


Initial  Saving  ...  $ 3 $ 3 $ 4 


$31  $39  $48 

15%  15%  15% 


$ 4.65  $ 5.85  $ 7.20 

Initial  Saving  ...  $ 3 $ 3 $ 4 


Total  Saving $ 7.65  $ 8.85  $11.20 

“Assuming  that  1000  memers  of  your  As- 
sociation take  the  above  and  average  one  car 
of  the  third  group,  the  saving  to  members 
will  be  1000x$11.20,  or  $11,200. 

“'Considering  the  two  policies  together  on 
physicians  liability,  being  $28.13  for  $1C,000 
and  $30,000  coverage,  less  saving  on  one  au- 
tomobile of  $11.20  is  $16.93  as  compared  to 


$21  which  the  Medical  Protective  Association 
charges ; in  addition  to  which  you  have  addi- 
tional advantages  mentioned  in  paragraph 
No.  4 of  our  letter.” 

A.  D.  WILLMOTII,  Louisville : What  per- 
centage do  you  require  of  the  composite 
group  ? 

MAJOR  BYARS:  I don’t  believe  they  re- 
quire any  number  the  first  year.  Probably 
our  first  year’s  work  will  be  the  determining 
factor. 

A.  D.  WILLMOTH : What  do  you  think  it 
would  be? 

MAJOR  BYARS  : T am  guessing  solely,  but 
twenty-five  to  sixty-five  per  cent. 

I will  leave  with  you,  if  you  care  to  have 
me,  a copy  of  this  policy ; also  the  letter.  I 
will  be  glad  to  answer  any  questions. 

D.  M.  GTMFF1TH,  Owensboro:  That  esti- 
mate of  sixteen  dollars  is  based  on  automo- 
bile insurance? 

MAJOR  BYARS:  That  is  the  group  lia- 

bility policy  with  the  saving  on  your  automo- 
bile policy  taken  therefrom. 

D.  M. 'GRIFFITH:  What  would  be  t!:c 

liability  ? 

MAJOR  BYARS:  Of  course  we  all  like 

our  own. 

D.  M.  GRIFFITH:  What  would  be  the 

comparison  in  dollars? 

MAJOR  BYARS:  If  you  don’t  take  the 

automobile  policy  our  cost  for  $10,000  and 
$30,000  is  $28.13  and  your  cost  now  for  $10,- 
000  and  $25,000  is  $21. 

D.  M.  GRIFFITH : Would  it  be  higher  if 
you  didn’t  take  the  automobile  policy? 

MAJOR  BYARS:  Of  course  we  give  you 
$5,000  more  coverage. 

J.  A.  ORR,  Paris:  Would  the  Medical  Pro- 
tective Association  be  more  than  that? 

MAJOR  BYARS:  I believe  Dr.  McCor- 

mack can  answer  that  better  than  I.  Ten  to 
twenty-five  thousand  is  $21.  As  a matter  of 
fact,  I saw  Dr.  Owen’s  policy  the  other  day, 
$1000  to  $25,000  for  the  total,  $21. 

J.  A.  ORR:  May  I ask  what  the  rate  of 
that  automobile  covering  is.  Is  that  just  lia- 
bility? 

MAJOR  BYARS:  Liability  and  property 
damage. 

J.  A.  ORR : Doesn’t  it  cover  fire  and  theft? 

MAJOP  BYARS:  You  are  not  permitted 
to  write  that  under  a reduced  rate. 

FRANK  T.  FORT,  Louisville : Is  that  any- 
thing like  the  Virginia  Mutual? 

MAJOR  BYARS:  This  is  not  a mutual 

company. 

FRANK  T.  FORT:  In  this  protection 

against  malpractice  suits,  couldn’t  that  act  as 
a boomerang?  Wouldn’t  it  allow  the  oppos- 
ing counsel  to  ask,  “Haven’t  you  got  group 
insurance,”  and  bring  that  out  before  the 
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court  and  before  the  jury  and  make  it  a lit- 
tle bit  less  effective  ? 

MAJOR  BYARS:  You  understand  we  are 
not  going  to  issue  your  group  policies  to  keep 
away  from  the  competition.  There  are  no  ob- 
ligations on  any  of  you.  Of  course  we  will 
give  your  Association  a contract  if  you  accept 
it  as  to  what  prices  we  will  charge,  which  are 
these  in  this  letter,  but  that  is  all. 

J.  A.  ORR:  May  I ask  what  that  rate  on 
liability  would  be  for  the  Buick  automobile  ? 

MAJ  OR  BYARS : Twenty-nine  dollars  and 
thirteen  cents  for  $5,000  and  $10,000,  and 
$1,000  property  damage.  That  is  a standard 
Buick,  1 believe.  The  largest  one  comes  un- 
der the  36-16  class. 

J.  A.  ORR:  Did  yoil  say  the  rate  is  twen- 
ty-nine now? 

MAJOR  BYARS:  Twenty-nine  now  for  lia- 
bility on  $5,000  and  $10,000  coverage,  and 
thirteen  dollars  for  $1,000  property  damage. 
With  our  fleet  policy  you  get  $8.85.  That  is 
the  smallest  Buick.  The  large  one  is  $36.13. 

J.  A.  ORR:  Are  you  sure  that  is  correct? 

MAJOR  BYARS:  I can  look  at  my  man- 
ual and  tell  you.  It  is  less  out  of  Louisville. 

J.  A.  ORR:  On  the  group  plan  does  that 

effect  the  people  out  in  the  state? 

MAJOR  BYARS:  You  would  have  a coi'- 
responding  saving. 

J.  A.  ORR:  You  don’t  know  how  much 
that  will  be? 

MAJOR  BYARS:  I can  look  it  up  very 

quickly. 

D.  M.  GRIFFITH:  It  is  up  to  us  to  "adopt 
it  officially? 

MAJOR  BYARS:  We  would  like  to  have 
you  adopt  it  officially  if  it  meets  your  ap- 
proval. 

SECRETARY  McCORMACK:  I have 

thought  of  this  thing  now  for  six  years.  We 
have  discussed  it  for  six  years  from  every  pos- 
sible angle  and  I suppose  there  is  but  one  way 
for  us  to  do,  being  doctors,  and  that  is  to  pay 
the  bill  at  the  higher  cost  that  there  isn’t  any 
necessity  for  doing  to  get  this  protection. 

Adequate  indemnity  for  malpractice  insur- 
ance would  cost  us  three  dollars  per  year,  the 
highest  price  it  has  cost  in  any  one  year  since 
we  have  been  operating  our  legal  committee. 
The  insurance  company  makes  a profit  of  all 
it  costs  over  that. 

We  have  tried,  on  three  different  occasions, 
to  organize  mutually  to  do  the  thing  and  we 
have  never  been  able  to  get  more  than  500  of 
our  members  to  undertake  it  at  any  one  time. 
I don’t  know  why  it  is  doctors  prefer  paying 
the  higher  price  for  what  they  buy  than  they 
have  to,  but  it  seems  that  is  practically  unan- 
imous among  them.  You  would  think,  in  the 
first  place,  that  the  Louisville  physicians  com- 
ing a least  in  contact  with  more  business  men, 


would  have  been  the  first  to  take  advantage 
of  such  an  opportunity.  Out  of  496  in  the 
state  who  were  willing  to  undertake  this 
thing  mutually  (we  tried  it  three  years  ago) 
there  were  less  than  forty  from  the  Jefferson 
County  Medical  Society. 

We  can  still  do  it  for  three  dollars  or  we 
can  do  it  for  twenty-eight.  It  is  a matter  that 
I don’t  believe  we  ever  will  do  for  three  dol- 
lars, and  I want  to  say  very  frankly  that  I 
feel  a little  humiliated  when  1 make  that  state- 
ment. 

On  the  automobile  liability  side  the  studies 
that  were  made  by  the  societies  of  Virginia, 
Delaware,  Maryland,  Pennsylvania  and  Ken- 
tucky showed  that  extending  over  a period  of 
ten  years  the  average  cost  per  year  per  car 
of  all  models  was  six  dollars.  Virginia  has 
continued  to  carry  their  insurance  on  that 
plan  since  that  time,  paying  six  dollars  I 
think  they  have  increased  it  to  seven  dollars 
and  a half  in  the  last  two  years,  but  that  is 
the  only  state  that  has  undertaken  that  thing 
as  a whole. 

I am  inclined  to  recommend  that  we  ap- 
prove the  proposition  submitted  by  Major 
Byars  and  I do  that  with,  as  I say,  a feeling 
of  rather  profound  humiliation  because  it  is 
very  difficult  for  me  to  feel  myself  that  we 
ought  to  classify  ourselves  as  desiring  to  pay 
three  or  four  or  five  or  six  times  as  much 
for  protection  as  there  is  any  necessity  for 
doing  merely  because  we  won’t  get  busy  ana 
do  the  thing  ourselves. 

As  far  as  we  are  concerned  at  the  office,  we 
would  be  perfectly  delighted  to  do  it.  Our 
proposition,  as  you  will  recall,  was  that  we 
would  let  each  member  of  the  Association  pay 
fifteen  dollars  a year  for  malpractice  indem- 
nity protection.  For  the  first  year  that 
would  be  some  $30,000.  After  the  first  year 
reduction  would  be  made  from  that  fifteen 
dollars  for  the  amount  of  that  reserve.  We 
could  keep  $30,000  in  the  treasury  all  the  time 
and  it  has  never  cost  us  more  than  three  dol- 
lars, up  to  the  present  time,  in  any  one  year. 
It  wouldn’t  cost  that  much  this  year.  That 
is  a matter  for  the  House  of  Delegates  to  de- 
termine for  itself. 

I am  inclined  to  think  that  as  a practical 
matter  we  will  save  the  cost  of  membership 
in  the  American  Medical  Association,  the  state 
Association  and  our  county  societies  by  ac- 
cepting Major  Byar’s  proposition  and  we  can 
save  mueh  more  by  doing  it  ourselves. 

W.  B.  McCLURE,  Lexington  I would  like 
to  ask  if  this  is  adopted  will  it  in  any  way 
affect  our  present  medical  defense  organiza- 
tion within  our  society. 

SECRETARY  McCORMACK:  No.  We 

will  continue  to  defend  our  members. 

As  a matter  of  public  policy  you  recall,  Dr. 
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McClure,  that  before  the  medioo-legal  com- 
mittee was  constituted  in  this  Society  the 
Court  of  Appeals  never  made  a single  decision 
in  favor  of  a doctor  in  a malpractice  case  in 
all  the  150  years  of  the  history  of  Kentucky. 
Since  we  have  had  the  Medico-Legal  Commit- 
tee we  have  not  lost  a case  in  the  Court  of 
Appeals  except  in  two  instances.  One  of  my 
compatriots. insisted  that  the  attorney  be  dis- 
pensed with,  and  he  managed  the  case.  He 
couldn’t  coax  the  case  into  a position  where 
tnere  was  any  chance  of  winning  it  at  all. 

There  was  only  one  other  case  that  was  de- 
cided as  evidently  one  of  malpractice.  The 
facts  weren ’t  brought  out  when  the  case  went 
to  trial. 

As  a matter  of  policy,  regardless  of  any- 
thing else,  those  of  our  members  who  are  not 
far-sighted  enough  to  carry  the  insurance  for 
the  mutual  protection  of  any  one  of  the  rest 
of  us,  it  is  important  that  we  protect  them 
from  negligence  when  they  are  sued  because 
we  don’t  want  to  get  adverse  decisions  in  pub- 
Jic  court  records  as  it  will  do  the  profession 
in  other  states  harm. 

I think  we  should  continue  to  do  our  med- 
ico-legal work  defending  these  men.  I am 
sure  it  would  be  a matter  of  satisfaction 
for  the  six  men  who  have  had  adverse  de- 
cisions against  them  in  Kentucky  since  1903 
to  have  had  a policy  of  this  sort. 

\Vr.  B.  McCLLKL : What  1 wanted  to  bring 
out  was  this:  Supposing  that  1,000  or  1,500 
members  of  this  Association  go  into  this, 
take  this  insurance,  then  what  would  be  their 
attitude  toward  the  fee  that  we  are  charg- 
ing because  they  recognize  that  part  of  our 
annual  dues  is  for  medical  defense?  Won’* 
they  feel  that  they  are  no  longer  dependent 
on  this  Association  for  their  defense  and 
won’t  they  expect  that  the  dues  that  are 
assessed  for  that  purpose  should  be  reduced? 

B.  L.  HOLMES  (Carrollton)  : It  is  very 
specifically  stated  in  the  Council. report  tha: 
the  Kentucky  State  Medical  Society  furnish- 
es legal  defense  only  to  the  unjust  mal- 
practice suit.  How  about  the  just?  The 
question  is,  who  determines  whether  a suit 
is  just  or  unjust? 

SECRETARY  McCORMACK:  The 

county  society  and  the  councilor  for  the 
district. 

Under  .the  rules  of  the  Medico  Legal  Com- 
mittee, the  president  and  secretary  of  the 
county  society  and  the  chairman  of  the  Board 
of  Censors  and  the  councilor  of  the  district 
are  the  committee  to  investigate  in  any  case. 

Up  to  the  present  time  we  have  only  had 
one  suit  brought  against  a physician  that 
was  considered  an  unjust  suit,  and  in  that 
suit  the  representative  of  the  profession  testi- 
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lied  against  the  defendant  doctor,  the  state 
ooaru  oi  neaun  revoked  tile  cercmcate  and 
ran  him  out  of  the  state.  He  amputated  i 
leg'  when  he  was  drunk  and  got  the  flap  on 
me  wrong  enu.  Under  tlie  circumstances 
there  wasn’t  any  chance  of  doing  anything 
else. 

J.  A.  ORR,  Paris:  it  seems  to  me  that  we 
should  investigate  this  proposition  further  be- 
fore we  give  our  endorsement  of  it.  it  seems 
tnat  tins  rate  is  much  higUer  tnan  the  Medical 
Protective  Association  is  asking  and  inas 
much  as  we  have  a represenative  of  the  Medi- 
cal Protective  Association  right  downstairs 
why  couldn’t  we  get  his  figures  on  the  thing 
and  what  .his  policy  states  before  we  take 
action  on  the  other?  His  rate  is  a good  deal 
higher. 

My  understanding  of  group  insurance  i? 
that  it  would  be  much  cheaper  than  when 
taking  an  individual  policy.  I don’t  see  any 
advantage  in  this  policy,  in  paying  twenty- 
eight  dollars  when  you  can  buy  it  for  twenty- 
one  dollars. 

PRESIDENT  ST1LLEY:  Any  further 

discussion  ? 

A.  D.  WILLMOTH,  Louisville:  I would ’nt 
practice  five  minutes  without  insurance. 

The  thing  that  appealed  to  me  at  the  very 
outset,  and  Dr.  McCormack  mentioned  it, 
was  the  fact  that  it  was  group  insurance. 
It  is  a well  known  fact  that  all  large  organi- 
zations carry  group  insurance.  They  won’c 
trust  to  carry  the  individual. policies  for  this 
fellow  and  that  fellow,  and  this  woman  an-J 
that  woman.  They  carry  group  insurance. 

It  is  true,  under  the  figures  here,  that  it 
doesn’t  lessen  the  cost  any,  but  when  you 
class  the  two  together,  automobile  and  lia- 
bility, you  get  quite  a reduction  and  person- 
ally I think  it  is  a good  idea.  I think  the 
state  medical  association  should  carry  group 
insurance,  and  it  does  produce  a saving  when 
you  carry  the  two  together;  and  it  operates 
out  of  one  office,  so  to  speak,  and  I think 
that  has  an  advantage. 

All  of  us  are  inclined  to  overlook  policies, 
and  so  forth,  and  when  it  is  operated  out  of 
one  central  office  it  would  be  better  and  wc 
would  be  less  apt  to  let  our  policies  lapse. 

Personally,  I think  it  is  a very  good  idea 
to  carry  group  insurance  and  I would  like  to 
see  the  Kentucky  State  Medical  Association 
do  that.  I believe  in  centralizing  everything 
and  I think  the  very  minute  you  get  at- 
torneys who  are  doing  this  kind  of  work — 
and  I want  to  say  to  you  that  there  are  sev- 
eral of  them  doing  it — and  have  their  names 
appear  every  time  in  the  office  in  connection 
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with  various  suits,  they  will  quit  bringing 
suits  for  malpractice.  He  can  bring  the  suit 
down  here  and  it  is  never  generally  known 
that  the  same  man  is  bringing  the  same  suits, 
that  he  is  making  his  living  out  of  it.  He 
doesn’t  hesitate  to  do  so,  but  the  moment 
you  put  the  light  of  knowledge  on  him  and 
let  everybody  know  who  is  doing  it,  you  im- 
mediately prevent  him  from  filing  those  suits. 
I think  on  that  score  you  have  in  this  an  ad- 
vantage and,  personally,  I would  favor  i! 
and  I would  like  to  see  some  action  taken 
along  that  line. 

J.  A.  ORR:  I move  you,  sir,  that  this 

question  be  laid  over  to  at  least  one  other 
meeting  to  allow  the  /members  a further 
chance  to  investigate  this  proposition. 

SECRETARY  McCORMACK:  I would 

suggest,  after  the  motion  is  seconded,  that 
we  ask  the  representative  of  the  Medical  Pro- 
tective Association  to  appear  and  discuss  the 
matter. 

I know  the  New  England  states  have  adopc- 
ed  a group  insurance  plan  for  their  Associa- 
tion and  they  make  a payment  in  some  states 
of  fourteen  dollars  and  some  of  sixteen  dol- 
lars. I don’t  know  the  conditions  between 
those  two,  but  at  least  seventy-five  per  cent 
of  their  membership  get  this  protection. 

I will  second  Dr.  Orr’s  motion. 

I move  it  be  made  a special  order  for  to- 
night. That  would  be  the  best  time  to  dis- 
cuss it. 

J.  A.  ORR : Don’t  you  think  it  would  be 
better  to  wait  until  all  the  delegates  get 
in?  They  will  get  in  at  eight  o’clock. 

SECRETARY  McCORMACK:  I suggest 
it  be  made  a special  order  after  the  arrival 
of  the  evening  train. 

J.  A.  ORR : 1 think  it  would  be  better  to 
discuss  it  tomorrow.  Those  delegates  coming 
in  at  eight  o’clock  probably  won’t  be  able 
to  find  oat  what  it  is;  they  won’t  be  informed 
on  it. 

PRESIDENT  STILLEY : Is  your  motion 
for  any  special  time  ? 

J.  A.  ORR : Put  it  over  to  the  session  to- 
morrow. 

SECRETARY  McCORMACK:  I will 

second  that. 

PRESIDENT  STILLEY:  The  motion  by 
Dr.  Orr  is  that  we  defer  action  of  the  House 
of  Delegates  until  tomorrow ’s  session ; 
the  motion  was  put  to  a vote  and  carried. 

PRESIDENT  STILLEY:  T believe  the 

next  is  the  Treasurer’s  report. 

W MCCLURE:  The  Treasurer’s  report 
is  published. 

If  I might  indulge  in  a few  remarks  that 


are  somewhat  personal,  but  I trust  not  egotis- 
tical, l would  like  to  say  tliat  1 came  here 
wun  tne  conviction,  whicn  has  been  corrected 
by  the  way  by  our  all-wise  Secretary,  tnai 
tms  was  tne  meeting  tor  the  election  ox'  a 
ireasurer  and  Secretary  but  1 hnil  it  is  noi 
until  next  year.  However,  your  Treasure l 
nas  served  ior  twenty-four  years,  having 
been  elected  at  the  time  of  the  reorganiza- 
tion of  this  Association  in  l9Ud,  during  whica 
time  the  Treasurer  has  been  present  at  every 
meeting  but  one  and  was  detained  then  on 
account  of  illness  in  his  family. 

A considerable  sum  of  money  has  passed 
through  the  treasury  during  that  time.  At 
the  beginning  our  assets  for  paying  oil’  the 
expenses  of  the  meeting  were  at  an  irreduci- 
ble minimum.  Now  we  have  the  healthy  sum 
of  $12,012  and  something  in  the  treasury. 

During  these  twenty-four  years  the  books 
of  the  Secretary  and  Treasurer  have  balanced 
to  a cent  every  time  except  one  and  that  was 
before  we  adopted  the  present  efficient,  and  J 
think  splendid,  system  of  bookkeeping. 

I want  to  express  my  appreciation  and 
thanks  to  the  Secretary  and  his  corps  for 
their  aid,  sympathy  and  co-operation. 

Now  this  does  sound  a little  like  1 was 
getting  human  and  egotistical,  but  1 just 
wanted  to  tell  you  the  facts.  (Applause) 

SECRETARY  McCORMACK:  Mr.  Presi- 
dent, I want  to  say  just  a word  about  this 
Treasurer  of  ours. 

In  point  of  years,  he  is  the  oldest  elected 
servant  of  any  state  medical  association  in 
the  United  States.  I made  an  investigation 
last  year  in  Chicago  and  found  that  to  bo 
a fact. 

He  was  selected  as  Treasurer  because  of 
his  Scotch  ancestry  and  he  has  enforced  a 
line  of  economy  which  has  resulted  in  the 
accumulation  of  our  surplus.  I would  like  to 
say  in  this  connection,  however,  that  while 
we  have  a comfortable  surplus  it  is  because 
we  have  not  undertaken  many  activities  that 
are  being  undertaken  by  our  other  state  medi- 
cal associations.  The  majority  of  the  states 
now  have  annual  fees  of  twenty-five  dollars 
and  they  are  undertaking  very  much  more 
work  than  we  are.  In  Ohio,  Texas  and  the 
Pacific  Coast  states,  Pennsylvania  and  the 
New  England  states  they  are  now  doing  u 
class  of  post-graduate  work  that  appeals  to 
me  tremendously.  I am  sure  it  would  be  of 
tremendous  help  to  the  profession  of  the 
state. 

In  Ohio  they  have  three  groups  of  post- 
graduate courses  that  are  being  taken  to  the 
county  societies  of  the  state  throughout  the 
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year.  Specialists  of  that  state  arid  general 
practitioners,  both  from  the  city  and  country, 
are  being  employed  to  put  on  a definite  post- 
graduate course  best  in  accord  with  their  ex- 
perience and  their  ability.  They  have  been 
very  much  pleased  with  the  work  that  has 
been  done. 

Some  of  the  activities  I don’t  think  we 
would  want  to  undertake.  The  Texas  associa- 
tion has  undertaken  a very  large  and  quite 
expensive  advertising  campaign  that  I be- 
lieve would  be  unnecessary  in  Kentucky,  and 
I don’t  believe  our  profession  would  ap- 
prove it,  but  there  are  a great  many  activities 
that  we  could  undertake  if  we  had  more 
money. 

We  have  saved  money  but  we  have  also 
been  niggardly  with  our  activities  and  I look 
forward  to  the  time  when  no  other  state  asso- 
ciation is  permitted  to  do  more  than  we  do  for 
our  own  profession. 

Dr.  McClure  has  been  a Treasurer  par  ex- 
cellence. H has  been  careful  in  the  manage- 
ment of  the  affairs  of  the  Association  and  lias 
been  particular  in  calling  our  attention  to 
any  slip  at  any  time  in  the  management  of 
those  affairs.  And  the  fact  that  we  have 
our  healthy  surplus  is  largely  due  to  his  wise 
and  statesmanlike  action  in  many  matters, 
both  in  this  House  of  Delegates  and  in  the 
Council,  and  in  the  actual  work  of  the 
Treasurer’s  office. 

It  has  been  a pleasure  to  co-operate  with 
him  in  every  way  because  tie  has  made  it 
easy  to  do  the  right  thing  and  impossible 
to  do  anything  else. 

D.  M.  GRIFFITH : Speaking  of  the  surp- 
lus, I feel  peculiarly  interested  in  this  med- 
io-legal  matter  because  it  was  established  as 
a recommendation  in  my  presidential  ad- 
dress. 

I was  just  wondering,  in  view'  of  the  surp- 
lus and  the  failure  to  accumulate  a sufficienz 
fund,  if  it  wouldn’t  be  possible  to  use  this 
fund  for  suc-b  action  as  this  indemnity  in- 
surance. 

PRESIDENT  STILLEY:  I am  sure  every- 
one who  read  Dr.  McClure’s  report  is  very 
much  gratified  to  know  that  we  had  a Scotch- 
man as  Treasurer,  and  I am  sure  the  sug- 
gestion Dr.  Griffith  has  made  is  one  we  ought 
to  think  about  quite  a bit  because  we  haven’t 
been  able  to  get  the  money  in  any  other  way. 
We  do  have  a surplus,  and  so  long  as  it  is 
guarded  w'ith  the  hands  it  is  I am.  satisfied 
it  wouldn’t  be  given  away. 

Dr.  McClure’s  report  will  go  to  the  Audit- 
ing Committee. 


REPORT  OF  THE  SECRETARY. 

SECRETARY  McCORMACK:  I want  to 
call  attention  to  one  of  the  most  gratifying 
things  that  has  ever  happened  in  the  medical 
history  of  Kentucky.  It  is  very  difficult  for 
us  to  realize  what  happened  in  the  mountains 
during  the  recent  flood. 

The  people  had  retired  to  bed  and  an 
avalanche  of  mud,  telegraph  poles,  rocks  and 
trees  came  rushing  down  those  narrow  val- 
leys and  overwhelmed  their  fragile  homes, 
killing  many  of  them  and  leaving  in  its  wake 
destitution  and  terror  and  misery.  It  is  ab- 
solutely impossible  to  describe  it  Those  who 
weren't  there  will  never  know  just  what  hap- 
pened, but  when  I went  into  those  little  houses 
and  saw  them  with  two  or  three  or  four  or 
five  feet  of  stinking  mud  covering  every- 
thing, their  yards  absolutely  impassable,  many 
of  the  residents  spending  the  night  or  part  of 
the  night  and  the  next  day  on  house  tops  or 
in  trees,  many  of  them  killed,  it  was  a scene 
of  desolation  and  waste  and  death  that  is  in- 
describable. The  memory  will  always  be  a 
horror  to  all  who  saw  it. 

During  the  Monday  and  Tuesday  following, 
m Perry  County  for  example,  the  doctors  of 
Hazard  met  and  by  six  o'clock  that  night 
every  place  where  a poster  could  be  put  in 
that  vicinity,  and  runners  carrying  them  to 
remote  sections  of  the  hills,  they  were  placed 
warning  the  people  what  to  do  in  order  to 
have  safe  drinking  water  and  wliat  to  do  in 
order  to  prevent  the  spread  of  pestilence  and 
infection.  Five  days  before  anybody  outside 
of  that  desolated  section  knew  about  it,  inoc- 
ulation against  typhoid  fever  had  already 
been  begun  by  every  doctor  in  the  whole  af- 
fected area.  They  had  the  typhoid  vac- 
cine which  we  were  able  to  furnish  with- 
out expense  and  the  inoculations  were  al- 
ready started  by  the  hundreds  before  the  first 
aid  got  in.  And  as  rapidly  as  our  doctors  and 
nurses  from  the  outside  were  able  to  get  in, 
careful  organizations  were  made  and  it  was 
extended  rapidly. 

That  happened  in  every  single  one  of  the 
counties  affected.  Even  in  those  counties 
where  there  wTere  only  two  doctors  they  re- 
sponded immediately  to  the  demand  of  hu- 
manity and  did  one  of  the  finest  pieces  of 
preventive  medicine  that  has  ever  been  done 
in  any  section  of  the  country.  The  unani- 
mity and  promptness  was  one  of  the  finest 
things  that  has  ever  been. 

_ Nothing  else  that  has  ever  happened  in 
Kentucky  has  ever  animated  me  with  a deter- 
mination to  give  more  of  myself  and  I know 
that  same  feeling  exists  in  every  one  of  you 
as  you  think  of  their  action  in  protecting  the 
health  and  lives  of  our  people. 

Last  week  we  w'ere  honored  in  Kentucky  by 
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the  visit  of  the  state  health  officers  of  three 
of  the  states  of  Australia,  the  state  of  West 
Australia  which  is  2000  miles  in  extent  from 
its  northern  to  southern  extremity  and  about 
600  miles  across,  and  the  more  populous  east- 
ern states  of  New  South  Wales  and  Victoria. 
They  were  the  guests  of  the  Rockefeller  Foun- 
dation studying  particular  problems  in  public 
health  in  the  United  States  and  they  sent  them 
to  us  to  particularly  study  the  character  of 
our  organization,  our  county  health  work,  the 
work  that  we  are  doing  quite  effectively  we 
had  felt,  and  yet  very  much  less  effectively 
than  they  have  done  it  in  Australia  in  the  care 
of  the  mother  and  child,  venereal  disease  and 
trachoma. 

These  were  three  of  the  finest  men  I have 
seen,  broadly  cultured,  and  it  was  a delight 
to  come  in  contact  with  them.  Some  things 
happened  that  made  me  rather  thoughtful 
and  gave  me  a rather  different  viewpoint 
than  I had  had  heretofore  as  to  a great  many 
things. 

We  went  down  to  the  Irvine-McDowell  Me- 
morial Hospital  in  Richmond  and  on  the  way 
stopped  at  Frankfort,  that  beautiful  capital. 
They  were  interested  in  the  symmetry  and 
character  of  the  building. 

We  showed  them  the  remarkable  statue  oi 
Abraham  Lincoln.  One  of  them,  whom  I had 
gotten  to  know  the  best  of  the  group,  led  me 
off  to  one  side  and  said,  “Will  you  be  good 
enough  to  tell  me  who  this  man  Lincoln  was  ? ’ ’ 
Neither  of  them  had  ever  heard  of  him. 

As  we  went  on  toward  Lexington  we  saw 
the  impressive  column  with  the  statue  of 
Henry  Clay  on  its  top,  and  one  of  them  look- 
ed up  and  said,  “Who  is  the  man  on  top  of 
the  pole?”  We  told  them  it  was  Henry  Clay 
and  with  all  one  accord  they  asked  who  Henry 
Clay  was-.  They  hadn’t  known.  It  was  a 
shock  to  know  that  men  cultured  as  they  were, 
who  were  giving  their  whole  lives  to  public 
service  as  they  were  had  not  been  animated 
by  the  heroes  that  have  helped  so  much  to 
make  us  feel  that  we  are  able  to  do  the  things 
those  men  led  us  into  doing. 

Yet  as  we  went  along  I thought,  supposing 
I had  gone  to  Australia  and  had  seen  some 
monuments  down  there,  about  which  of  their 
leaders  and  of  their  heroes  do  we  know  any- 
thing? So  I said,  “If  we  went  to  Australia 
whom  would  we  see  monuments  to?’ 

“Nobody  yet.  We  are  too  young.  Like 
your  colonies  originally,  we  were  settled  as  a 
nenal  colony,  which  happened  onlv  seventy- 
five  or  eisrhty  vears  ago,  and  some  of  them  are 
still  living.  We  haven’t  forgotten  about  them 
but  we  can’t  make  heroes  of  them  yet.” 

,T  have  found  that  possibly  we  have  miscon- 
ceived the  source  of  our  inspiration  for  our 
services,  our  humanitarian  service.  After  all, 


in  common  with  service  the  Great  Physician 
and  the  Grand  Master  of  the  universe  had 
animated  them  with  different  lines  of  thought, 
with  different  names  on  their  tongues,  but 
after  all  it  was  the  common,  great  source  of 
all  human  good  that  had  animated  them  and 
was  leading  us. 

When  we  arrived  at  the  hospital  in  Rich- 
mond they  were  tremendously  impressed  with 
the  simplicity  and  the  effectiveness  of  the  op- 
eration for  trachoma  that  had  been  devised 
by  our  beloved  John  McMullen  and  perfected 
by  those  of  the  profession  who  had  devoted 
themselves  to  ophthalmology  in  Kentucky. 

That  wasn’t  the  thing  that  struck  them  as 
the  most  remarkable.  They  happened  to  see 
six  cases  that  had,  in  addition  to  the  tracho- 
matous inflammation  of  the  conjunctiva,  the 
ulceration  of  the  eyeball  itself  that  had  re- 
sulted from  long  neglect  of  that  serious  con- 
dition, and  the  thing  that  impressed  Ihem 
wasn’t  so  much  that  the  cases  were  going  to 
be  relieved  as  that  these  had  been  permitted, 
over  a term  of  six  to  eleven  years,  to  develop 
without  having  anything  done  for  them  in 
that  entire  interval ; that  this  huge  Kentucky 
section  handy  to  the  railroad,  our  miner  or 
farmer  as  the  case  might  be,  had  been  permit- 
ted to  remain  in  that  state  of  neglect. 

I was  very  much  interested  to  have  them 
say  that  had  such  a thing  happened  in  Aus- 
tralia it  would  have  meant  a change  in  the 
government ; that  any  Premier  who  permit- 
ted an  individual  in  Australia  to  be  neglected 
when  he  needed  medical  attention  would  have 
been  put  out  of  office  by  an  indignant  Par- 
liament in  the  next  session  of  that  Parliament. 

It  was  an  interesting  viewpoint,  and  T 
found  that  in  that  great  commonwealth  where 
the  death  rate  of  the  women  in  childbirth  is 
about  one-third  of  ours,  they  have  excellent 
telephone  connections  over  the  entire  com- 
monwealth, as  they  call  it,  where  a woman 
about  to  be  taken  in  labor  may  telephone  to 
the  nearest  hospital  or  the  health  department. 
If  an  airplane  is  necessary,  or  a car  in  the 
more  closely  settled  communities,  it  goes  to 
the  house  and  brings  the  woman  to  the  hos- 
pital where  she  is  cared  for  at  her  own  expense 
if  she  has  the  money,  and  at  the  expense  of 
the  commonwealth  if  she  hasn’t  the  money. 
The  same  thing  applies  to  all  other  forms  of 
sickness. 

“When  we  got  in  that  country  the  gold  was 
there  and  had  been  there  for  countless  ages. 
The  pastures  for  our  sheep  and  cattle  were  all 
there.  Everything  that  made  our  national 
wealth  had  been  there  all  these  centuries  un- 
til men  came  along.  It  is  the  manhood  and 
womanhood  and  childhood  of  the  common- 
wealth that  makes  the  wealth  available,  mak 
it  useful,  makes  it  worthwhile,  and  our  people 
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have  built  up  theix*  entire  governmental  sys- 
tem with  the  idea  that  the  most  important 
thing  in  the  world  is  our  citizenship  and  that 
every  individual  has  the  right  to  pi'oper,  ade- 
quate and  prompt  care  when  they  are  sick  or 
when  they  are  disabled  in  any  other  way ; and 
in  that  way  we  have  built  up  the  wealth  of 
our  country.” 

It  gives  me  a line  of  thought  that  I hadn’t 
had  before,  and  I am  passing  it  on  to  you 
and  through  you,  in  turn,  to  those  with  whom 
you  come  in  contact  and  that  you  are  helping 
to  lead  along  the  right  line. 

The  professional  organization  in  the  state 
has  moved  along  splendidly  during  the  past 
year  in  most  of  our  counties.  We  are  having 
more  regular  meetings  in  more  counties  than 
we  have  ever  had  before  in  the  history  of  the 
■profession ; and  yet  when  voxi  come  to  hear 
the  reports  of  delegates  you  have  the  usual 
number  of  cases  in  which  they  will  report 
that  there  are  no  county  meetings,  that  they 
are  doing  nothing  and  that  very  little  is  be- 
ing accomplished  by  the  men  of  the  profes- 
sion in  that  particular  county. 

The  counties  that  are  not  working  feel  a 
little  bit  more  their  ineffectiveness  than  they 
have  done  heretofore  because  they  realize  that 
thcv  can  work  when  somebodv  in  the  county 
■will  develop  the  necssarv  leadership  to  bring 
+bp  meeting's  together:  that  as  soon  as  some- 
thing is  pixt  before  the  members  they  will 
eome  together  for  the  feast  that  is  prepared 
for  them  if  it  is  made  a feast.  That  requires 
somebody’s  self-saci’ificing  work. 

It  was  a delight,  in  driving  from  Louis- 
ville to  Dawson  Springs,  to  realize  that  in 
eight  counties  through  which  I passed  on  that 
trip  there  are  six  counties  that  have  all-time 
health  depai’tments  organized  bv  the  action 
of  the  profession  together  with  the  people  in 
the  several  counties.  There  is  great  work  be- 
ing done,  wdxere  the  profession  is  valued  as 
never  before,  and  as  these  all-time  health  de- 
partments go  on  developing,  as  children  are 
examined  in  the  schools,  they  will  grow  up 
tamdit  the  necessitv  for  examination.  They 
will  grow  up  knowing  that  trachoma,  diseased 
adenoids,  appendicitis,  hernia  or  hemorrhoids 
o’mrnt  not  be  left  that  way,  that  they  ought 
+o  be  eureL  thev  ought  to  be  relieved,  that  it 
is  their  dutv  to  get  relieved,  a duty  to  them- 
selves and  to  their  fellowman ; and  as  we  build 
un  that  idea  in  our  educational  systems  we 
will  develop  a demand  on  the  part  of  people 
for  more  adequate  treatment  and  there  will 
be  a greater  demand  for  the  services  of  our 
profession  in  its  highest  and  best  forms  in  the 
future  as  a result  of  this  work. 

We  are  going  to  be  rid  of  many  of  the  use- 
less nuisances  of  the  past.  It  is  only  a ques- 
tion of  a little  time  until  there  will  be  no  ty- 


phoid fever,  a question  of  possibly  less  time 
when  we  will  have  no  diphtheria.  There  will 
never  be  a time  when  there  will  not  be  con- 
stantly developing  those  defects  in  the  young 
and  the  disabilities  in  the  old  that  are  going 
to  need  the  careful  supervision  and  care  of 
learned  members  of  our  profession.  The 
thing  we  ai*e  seeking  to  do  is  to  ..ee  that  that 
attention  is  given  early  instead  of  waiting  un- 
til too  late  as  we  have  so  frequently  had  to  do 
in  the  past. 

I know  as  I come  to  you  again  this  year,  I 
come  to  you  with  the  feeling  that  we  have 
made  greater  progress  in  the  last  year  than 
we  have  ever  made  before  in  the  history  of  our 
profession  in  Kentucky,  and  that  from  this 
year  on  we  are  going  to  see  our  profession  ap- 
preciated, legally  l’ecognized  as  it  has  been 
heretofoi-e ; we  are  going  to  see  it  given  far 
greater  function  in  the  administi-ation  of  af- 
fairs in  our  Commonwealth  than  we  ever 
had  befoi'e,  and  from  year  to  year  we  will  be 
called  to  assume  more  work  and  to  do  more 
things  for  the  Commonwealth. 

It  is  therefore  with  especial  pride  and 
pleasure  and  gratitude  to  the  doctors  of  Ken- 
tucky that  I come  back  to  you  again  this  year 
making  this  annual  report,  feeling  that  we 
are  really  more  worth  while  as  a profession 
than  we  have  ever  been.  (Applause) 

PRESIDENT  STILLEY:  Report  of  Coun- 
cilors by  districts. 

' I might  say  as  councilor  for  the  first  dis- 
trict that  I am  not  quite  ready  to  make  mine 
vet.  I will  call  for  it  later. 

REPORT  OF  COUNCILOR  SECOND 
DISTRICT. 

D.  M.  GRIFFITH,  Owensboro : I can  re- 
port the  profession  of  the  second  district  in 
the  most  wholesome  state  of  affairs.  We  have 
had  none  of  the  disagreeable  things  that  usual- 
ly occur.  Everything  is  harmony  and  we 
have  129  members  this  year  as  against  lltr 
last  year,  a gain  of  ten  members,  and  I think 
done  at  less  expense  to  the  society  than  ever 
before. 

PRESIDENT  STILLEY  : Report  by  coun- 
sel. Honorable  J.  C.  W.  Beckham. 

SECRETARY  MeCORMACK:  Governor 
Beckham  asked  me  to  say  to  the  House  of 
Delegates  that  on  account  of  arduous  duties  in 
other  lines  it  will  be  impossible  for  him  to  be 
be  here,  but  he  asked  me  to  convey  to  the 
House  of  Delegates  his  very  great  apprecia- 
tion of  their  splendid  woi-k  in  cooperation 
with  him  during  the  year;  that  the  activities 
of  our  counsel  have  been  called  on  for  more 
work  during  this  year  than  in  any  previous 
year  and  as  a result  we  have  secured  a large 
number  of  convictions  for  violation  of  the 
health  and  medical  laws  than  in  any  previous 
year. 
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Tn  the  matters  pertaining  to  the  develop- 
ment of  our  health  program,  Governor  Beck- 
ham lias,  of  course,  been  very  active  in  this 
connection  and  he  asked  me  particularly  to 
say  to  the  House  of  Delegates  that  one  of  the 
most  remarkable  things  that  has  happened  in 
the  state  of  Kentucky  in  his  knowledge  of  its 
legal  machinery  was  the  prompt  approval  by 
Governor  Fields  of  the  request  of  the  state 
board  of  health  for  his  official  support  of  the 
health  program  following  the  flood  disaster; 
that  the  progress  in  the  organization  of  health 
departments  has  been  greater  in  Kentucky 
during  the  past  year  than  in  any  other  state 
in  the  Union  during  any  five  years  of  its  ex- 
istence and  that  that  had  been  due  to  the 
statesmanlike  attitude  of  our  Governor  in  this 
particular  emergency. 

Governor  Beckham  said  he  regretted  ex- 
tremelv  that  he  was  not  able  to  he  here  to  ex- 
press in  person  his  very  great  appreciation 
of  that  statesmanlike  attitude.  He  hoped 
very  much,  until  the  very  last  moment,  he 
would  he  able  to  take  a day  off  and  he  here 
in  order  to  present  these  matters  to  the  House 
of  Delegates  personally,  but  he  assured  us  that 
he  would  continue  to  do  more  effective  work 
for  public  health  and  for  better  medical  pre- 
paration and  attention  during  the  coming 
vear  than  he  has  ever  been  able  to  do  before. 

D.  M.  GRIFFITH.  Owensboro:  Might  I 
ask  the  floor  as  a special  privilege?  I am 
compelled  to  leave. 

We  have  ,n  our  midst  two  eminent  doctors 
who  have  grown  in  the  slow  progress  of  a 
lonsr  and  professional  life.  Each  of  these  men 
would  be  outstanding  citizens  in  any  com- 
munity. 

As  a mark  of  professional  esteem  and  as 
a mark  of  honor,  I move  the  following  resolu- 
tion be  adopted:  ' 

RESOLVED.  That  the  Kentucky  State 
Medical  Association,  in  convention  at  Owens- 
boro, Kentucky,  is  mindful  of  the  many  dis- 
tinguished doctors  of  the  Pennyroyal  Section 
who  in  the  davs  that  are  gone  contributed  so 
much  to  the  glorv  of  our  profession. 

And  conscious  of  two  pillars  in  our  profes- 
sional temple  si  ill  standing  as  staunch  medical 
men  of  distinction,  invites  Dr.  J.  W.  Ellis  and 
Dr.  S.  J.  Harris  to  be  its  honored  guests  and 
reouests  them  to  be  present  and  occupy  seats 
beside  the  President  at  the  installation  Tues- 
day morning.  And  that  the  Secretary  be 
instructed  to  convey  to  them  this  resolution 
and  in  behalf  of  this  Association  congratulate 
them  upon  their  years  and  honors  and  ex- 
press the  unanimous  hope  that  their  shadows 
mav  continue  to  lengthen  through  years  to 
come.  ( Applause) 

SECRETARY  McCORMACK:  I second 

the  motion.  I suggest  we  vote  by  acclama- 
tion and  by  a rising  vote. 


The  motion  was  carried  by  acclamation,  the 
audience  arising. 

PRESIDENT  STILLEY : Report  of  Med- 
ico-Legal Committee. 

SECRETARY  McCORMACK:  I suggest 

that  be  passed. 

PRESIDENT  STILLEY:  Report  of  Busi- 
ness Manager : 

L.  H.  South,  Louisville : We  have  been  able 
to  follow  our  usual  policy  of  having  every 
article  printed  that  has  been  sent  to  our  of- 
fice. 

For  several  years  ago  we  were  not  able  to 
do  this,  but  this  year  we  have  been  and  I have 
written  to  the  county  societies  and  other  so- 
cieties telling  them  if  they  have  any  aricles 
to  send  them  to  us  and  we  will  publish  them. 

I am  especially  interested  in  having  this 
post-graduate  work,  as  Dr.  McCormack  re- 
ferred to,  established.  Dr.  Kinnaird,  Counci- 
lor of  the  seventh  district,  has  been  working 
on  this  for  two  years.  Tn  a small  way  I have 
been  doing  this  work  by  securing  speakers  for 
county  societies.  We  have  promised  to  have 
this  started  this  fall  but  Dr.  McCormack  has 
been  so  busy  with  the  flood  condition,  and  I 
have  too.  we  have  not  been  able  to  do  much 
work  on  it.  But  I think  that  would  be  one  of 
the  most  valuable  contributions  to  tbe  Society. 

A great  many  doctors  are  not  able  to  leave 
their  communities.  One  doctor  said,  “I  am 
the  only  one  there  and  there  is  no  one  to  take 
mv  place.  The  people  are  uneasy  and  unhap- 
py when  I leave.”  I feel  we  must  take  this 
work  to  them.  There  are  so  many  new  devel- 
opments in  the  practice  of  medicine,  so  many 
things  that  we  have  never  thought  about  at 
all.  The  practitioner  must  have  some  idea  of 
the  value  of  nutrition,  the  value  of  good  teeth, 
and  another  thing  I want  to  speak  about  is 
the  care  of  their  offices. 

It  is  most  pathetic  to  go  into  doctors’  offices 
and  see  cotton  lying  around  covered  with 
blood  and  pus,  the  lack  of  facilitiesfor  steriliz- 
ing their  instruments,  and  I feel  we  must 
clean  up  ourselves  before  we  can  be  leaders  in 
public  health. 

If  a doctor  goes  to  see  a patient  and  his 
teeth  are  rattling  in  his  head  and  he  has  pyor- 
rhea, he  is  not  a fit  doctor  to  establish  public 
health.  We  must  begin  to  work  among  our- 
selves first  and  then  we  will  be  able  to  carry 
messages  of  health  to  the  laity  by  example  and 
precept. 

Someone  must  be  the  leader  in  all  these 
new  problems  that  come  up.  There  are  the 
women’s  clubs.*  Even  in  the  little  town  of 
Williamsburg  I heard  one  of  the  most  care- 
fully prepax*ed  addresses  on  how  to  feed  a 
baby  by  a club  woman.  When  you  go  to 
these  communities  to  speak  vou  will  find  they 
know  as  much  as  vou  do  about  many  public 
health  problems — because  they  study  it.  It 
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was  a revelation  to  me,  and  I travel  a good 
deal  about  the  state,  to  see  their  ability  to 
grasp  these  new  things. 

One  of  the  most  interesting  articles  this 
year  is  in  the  Atlantic  Monthly,  about  the 
care  of  the  sick.  There  are  over  2,000,000  sick 
people  every  year  in  the  United  States  and 
the  cost  of  maintaining  and  building  hospit- 
als amounts  to  $1,500,000,000.  It  is  a very, 
very  interesting  article  and  I wish  you  would 
all  read  it,  “The  Cost  of  Illness  and  Secret 
Anxiety,”  by  Anna  Miller  Downs,  and  she 
tells  of  the  great  problems  facing  persons  in 
the  ordinary  walks  of  life.  If  they  get  sic?: 
what  happens?  If  they  have  an  operation 
for  appendicitis,  with  the  surgeon ’s  fee,  the 
hospital  and  nurse’s  bill  comes  to  about  $1000 
or  $1500. 

This  magazine  has  quite  a large  circulation 
and  the  people  are  learning  these  things  mucn 
faster  than  we  are  able  to  give  it  to  them 
through  the  channel  we  should.  AH  this,  I 
think,  is  one  of  the  new  problems  that  has 
come  into  medicine. 

In  the  State  Medical  Association  it  has  al- 
ways been  a source  of  anxiety  that  we  fall 
short  of  money.  I have  been  associated  with 
the  State  Association  since  1906.  I remem- 
ber one  year  we  got  to  the  ragged  edge  of 
nothing,  and  it  is  always  well  to  have  a sur- 
plus. You  see  this  $12,000  looming  up  and 
you  say,  “What  are  we  going  to  do  with  it?” 

I had  always  hoped  we  would  have  a found- 
ation or  income  of  some  sort  from  an  amount 
of  money,  $15,000  or  $20,000,  to  further  ad- 
vance the  ideals  of  the  state  medical  Associa- 
tion, things  such  as,  “Why  should  we  not 
have  a student  loan  fund  to  educate  some  boy 
in  medicine  ?” 

T have  a little  laboratory  school  in  Louis- 
ville and  I have  established,  at  least  Dr.  Mc- 
Cormack established  for  me  with  two  or  three 
free  scholarships  and  if  I ever  get  short  of 
money  I wouldn’t  hesitate  to  make  those  girls 
pav  me  back. 

I know  of  a young  man  whose  father  and 
grandfather  and  great  grandfather  were  phy- 
sicians. His  father  died  very  suddenly  and 
didn’t  leave  much  money, — a magnificient 
hoy. — and  with  Dr.  McCormack’s  help  he  was 
able  to  go  to  college.  If  we  could  lend  that 
boy  $1000  toward  his  medical  education  he 
could  more  than  pay  it  back. 

There  are  just  innumerable  instances  of 
that  kind  that  our  Medical  Association  ought 
to  take  over.  But  do  let  us  keep  some  money 
in  the  treasury  in  case  something  happens. 
We  ought  to  have  this  foundation  fund.  I 
think  we  ought  to  have  a certain  amount  be- 
cause you  never  know  what  great  calamity 
may  occur  that  may  completely  deplete  our 
treasury. 


We  have  been  safeguarded  through  Dr.  Mc- 
Clure’s kindness  and  Dr.  McCormack’s  help 
and  through  Miss  Grant’s  ability  in  keeping 
down  the  expense  of  the  Journal  and  trying 
to  get  every  article  we  can  in  it  and  not  be 
extravagant,  and  trying  to  get  more  adver- 
tising. If  you  have  noticed  the  Journal  this 
year  we  have  had  far  more  advertising  than 
the  year  before. 

It  is  a special  joy  and  privilege,  really,  to 
be  able  to  have  a comfortable  feeling  finan- 
cially. I think  you  want  to  keep  ourselves 
out  of  the  poverty  class.  The  Association  is 
no  longer  poor  and  I hope  we  never  will  be, 
and  let’s  keep  this  money  intact  for  a while 
(Applause) 

PRESIDENT  STILLEY:  Report  of  Com- 
mittee on  Legislation  and  Public  Instruction. 

I am  'Chairman  of  that  Committee.  I see 
no  other  committeemen  here,  so  I will  ask  for 
more  time  on  that. 

Report  of  Committee  on  Miscellaneous  Bus- 
iness, W.  A.  Page. 

SECRETARY  McCORMACK  : Nothing  has 
been  referred  to  them  so  far. 

PRESIDENT  STILLEY : Report  of  Com- 
mittee on  Disaster  Relief. 

SECRETARY  McCORMACK:  Dr.  Prath- 
er hasn’t  arrived. 

PRESIDENT  STILLEY:  I believe  that 

ends  the  business. 

SECRETARY  McCORMACK:  Mr.  Pres- 
idents, I would  like  to  make  a little  statement 
to  the  House  of  Delegates  in  regard  to  the 
situation  in  Richmond  concerning  the  Irvine- 
McDowell  Memorial  Hospital. 

Those  of  you  who  have  been  there  have  seen 
how  it  has  been  renovated  and  beautified  and 
it  is  now  one  of  the  show  places  of  Kentucky. 
It  would  be  a pleasure  to  you  to  see  on  trie 
stone  columns  at  the  entrance,  on  one  side  the 
Trvine-McDowell  Memorial  Hospital  of  the 
Kentucky  State  Medical  Association,  and  on 
the  other  side,  this  Hospital  is  conducted  by 
the  United  States  Public  Health  Service  co- 
operating with  the  State  Health  Board.  I 
think  it  is  sentimentally,  as  well  as  practical- 
ly, ore  of  the  most  beautiful  things  that  has 
ever  happened  in  the  medical  profession. 

This  institution  owned  by  the  doctors  of  the 
state,  conducted  by  the  governmental  agency 
representing  them,  is  relieving  hundreds  of 
people  who  would  otherwise  not  get  relief 
from  trachoma.  It  has  a capacity  of  twenty- 
five  beds  and  they  have  a long  waiting  list. 
It  is  working  right  up  to  capacity  constantly. 
The  work  is  being  done  by  Dr.  Robert  Sory, 
former  practitioner  in  Madisonville,  and  is 
being  done  most  effectively. 

The  suit  for  the  endowment  fund  for  the 
upkeep  of  the  institution  is  still  in  the  Su- 
preme court  of  Missouri  where  we  are  expect- 
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ing  a decision  at  almost  any  time,  and  we  con- 
fidently anticipate  a favorable  decision  which, 
will  give  us  $2000  a year  to  keep  this  prop- 
erty in  the  splendid  shape  in  which  it  should 
be  kept. 

At  the  present  time  a new  heating  plant 
has  been  put  in,  the  building  is  splendidly 
equipped,  new  roads  have  been  built  through 
it,  and  whenever  you  go  to  Richmond  or  are  in 
the  neighborhood  of  Richmond,  I know  you 
will  enjoy  very  much  and  take  a great  pride 
in  seeing  that  institution.  You  will  see  the 
portraits  of  Dr.  McDowell  and  his  wife  and 
several  of  the  other  distinguished  members  of 
that  great  family  who  have  contributed. 

There  are  many  things  in  the  property  that 
are  of  enormous  value.  There  is  a portrait 
of  the  donor  and  her  sister  and  other  members 
of  the  family.  There  are  many  pieces  of  fur- 
niture and  old  china  and  glass  that  are  of 
enormous  value.  Of  course  we  have  them  hid 
away  for  safe  keeping  but  unfortunately  we 
can’t  offer  them  to  the  State  Historical  So- 
ciety. Some  of  the  most  valuable  things  have 
been  put  in  cabinets  where  they  can  be  seen. 
Among  those  things,  two  of  the  most  valuable 
and  two  of  the  most  interesting  in  tbe  state 
of  Kentucky  are  a medal  given  to  General 
Isaac  Shelby  given  by  Virginia  in  the  battle  of 
Kings  Mountain  in  the  Revolutionary  War, 
and  another  medal  given  to  General  Shelby 
by  the  First  Congress  of  the  United  States. 
'1  iiece  are  things  of  surpassing  interest  and  of 
very  great  historical  value- 

1 want  the  readers  of  our  proceedings  in 
the  Journal  to  know  that  they  will  always  be 
welcomed  by  Dr.  Sory  at  the  hospital,  in  addi- 
tion to  seeing  the  very  excellent  work  that  is 
being  done  for  the  poorer  patients  sent  to  the 
institution.  In  sending  patients  it  is  only 
necessary  to  spend  the  transportation ; the 
other  expenses  are  cared  for  by  the  hospital 
fund. 

Mr.  President,  before  we  adjourn  I would 
like  very  much  for  Dr.  South  to  tell  you  about 
the  course  she  is  giving  at  our  laboratory  in 
Louisville  for  laboratory  technicians.  This 
is  work  with  which  the  profession  is  already 
familiar,  but  I believe  from  time  to  time  it 
should  receive  reports  as  to  the  progress  be- 
cause I don’t  believe  we  are  undertaking  a 
finer  piece  of  work  than  this  anywhere  and  it 
is  a matter  of  great  interest  to  members  of 
the  profession  because  so  many  of  them  sent 
their  daughters  and  wives  to  this  school.  In 
a good  many  other  instances  they  have  select- 
ed young  women  from  their  acquaintance  to 
take  this  course  and  they  are  now  holding  re- 
sponsible positions  in  this  and  other  states. 

This  work  has  been  developed  as  a by-pro- 
duct of  the  laboratory.  The  state  doesn’t  con- 
tribute a penny  and  Dr.  South  has  never  re- 


ceived a single  cent  for  her  services  in  con- 
nection with  tnis  work.  Her  reward  has  come 
from  the  grateful  girls  who  graduated  from 
this  institution,  and  the  unspohen  and  un- 
known gratitude  of  thousands  of  people  who 
have  been  helped  to  recovery  because  of  the 
accurate  work  done  by  graduates  of  this  lab- 
oratory. 

L.  H.  SOUTH:  Nothing  gives  me  greater 
pleasure  than  to  speak  of  the  laboratory 
school,  it  was  founded  out  of  necessity.  1 
had  great  difficulty,  as  all  laboratory  workers 
will  tell  you,  to  get  accurate  help  so  1 had 
to  train  them.  When  they  would  become  val- 
uable other  opportunities  were  offered,  higher 
pay,  and  they  would  go  to  other  laboratories 
and  then  1 would  have  the  same  process  to 
start  over  again. 

For  instance,  Miss  Petersoh  was  with  me  for 
ten  years  and  another  State  Board  of  Health 
offered  her  $250  a month  and  naturally  en- 
ough she  took  it.  She  has  charge  of  the  branch 
laboratory. 

I conceived  the  idea  of  training  these  girls 
for  positions  in  state  laboratories,  hospitals, 
and  clinics. 

To  operate  in  a Grade  A hospital  you  must 
have  a laboratory  technician  so  I determined 
then  to  open  this  school  and  train  these  young 
ladies  to  occupy  such  positions  in  hospitals  so 
as  to  bring  the  hospital  standard  up,  to  oc- 
cupy  positions  in  physician’s  offices  and  clin- 
ics and  in  state  and  public  health  laboratories. 

I secured  as  my  instructor  a young  lady 
who  was  Dr.  Abbott’s  first  assistant  in  the 
University  of  Pennsylvania. 

The  next  year  I had  to  get  another  one.  Miss 
Sherwood  is  now  in  Yale  University. 

Next  year  I got  Miss  Wales.  Miss  Wales 
had  been  the  assistant  in  the  state  laboratories 
in  Pennsylvania  and  she  was  a graduate  of 
Vassar  College.  At  that  time  I was  very  de- 
ficient in  chemistry  myself  and  I went  to  the 
University  of  Louisville  to  take  up  chemistry. 

I think  I have  found  the  problem  of  teach- 
ing. We  take  these  pupils  and  give  them  a 
course  of  lectures.  Then  they  go  to  the  lab- 
oratories and  they  do  what  we  have  taught 
them  to  do.  If  they  don’t  understand  what 
they  have  been  taught  there  is  someone  to  go 
over  and  over  and  over  it  until  they  have 
learned  that  one  thing.  The  directions  are 
down  in  black  and  white.  So  many  c.c.’s  of 
this  and  so  many  c.c.’s  of  that,  and  so  forth. 

I believe  in  personal  instruction.  I have  a 
class  of  twenty  pupils  and  I have  two  instruc- 
tors who  devote  their  entire  time,  never  leave 
the  students  during  the  entire  day,  and  I give 
a great  many  of  the  lectures  and  do  a great 
deal  of  work  for  them. 

I outlined  a course  that  I thought  would  be 
adequate  for  the  needs  of  these  institutions 
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that  they  were  going  to.  1 f irst  taught 
tnern  tne  preparation  of  culture  media.  Tney 
nave  learned  to  make  every  dixferent  type 
ox  culture  media,  xne  KockeXeiler  itounua- 
tion  and  the  Mayo  Clinic,  tne  Multord  Labor- 
atory sent  me  tne  technic  oi  making  special 
media  as  normone  agar,  etc. 

Then  we  started  cn  intestinal  parasites.  We 
gave  lectures  on  all  tne  intestinal  parasites 
iound  in  the  soutnern  states  tnat  tney  were 
liable  to  come  m contact  witn.  1 wrote  to  ail 
tne  mountain  scnools  and  asked  tnem  to  send 
me  all  tne  suspected  hook  worm  specimens 
they  could  possibly  find  willed  they  kindly 
did.  One  teacher  in  Line  Mountain  settlement 
would  collect  all  tne  specimens  and  send  tnem 
in  for  tne  class  to  work  on.  Then  our  own 
specimens  of  hook  worm,  as  soon  as  we  finish- 
ed working  witn  tnem  and  had  made  our  re- 
ports, were  turned  over  to  them  for  class 
work.  Tkey  examine  he  specimens  and  com- 
pare their  results  with  tne  results  we  nave. 

We  do  give  written  examinations  on  parts 
of  tnmg's  we  give  them  to  do.  Every  girl  must 
report  on  at  least  100  intestinal  parasites,  lou 
typhoids,  20u  blood  counts  and  100  urines. 

r or  tne  urinalysis  we  get  specimens  from 
v.  j member  in  the  building,  and  they 

own  specimens,  ana  me  City  Hospital 
each  morning  sent  us  a basket  of  specimens  of 
mine  witn  reports.  We  keep  tne  reports  and 
me  students  compare  tneir  reports  with  the 
.mspital  reports,  that  is  tne  way  we  teach 
urinalysis. 

We  give  them  quite  an  extensive  course  in 
blood  chemistry.  Dr.  Hayes  Davis  and  the 
city  hospital  sends  us  all  the  blood  filtrates 
and  the  results;  then  the  students  compare 
their  findings  with  these.  The  students  will 
bleed  themselves  or  each  other  and  test  the 
blood  in  that  way. 

We  spend  six  weeks  on  Wassermanns.  We 
teach  the  Kahn  test,  the  colloidal  gold  test, 
everything  that  the  students  will  probably 
need  in  a well  established  laboratory. 

The  course  extends  over  eight  months  and 
they  spend  their  entire  time  during  the  day 
with  the  instructors  so  they  feel  we  give  a 
very  adequate  course.  I have  graduated  so 
far  about  250  pupils  and  I have  secured  po- 
sitions for  these  pupils  in  almost  every  state 
in  the  Union  with  not  one  pupil  returned  for 
incompentency. 

We  send  out  about  6000  letters  to  every 
hospital  in  the  'United  States,  and  the  state 
medical  journals  have  been  very  kind  to  give 
us  advertising  space  in  their  publications. 
Some  of  them  charge  and  some  do  not. 

At  the  end  of  the  year  every  girl  knows 
where  she  is  going.  1 have  placed  them  ac- 
cording to  the  positions  I think  they  can  hold. 
When  I send  those  girls  to  these  places  I tell 


them,  “You  are  going  out  to  do  this  work  and 
I am  going  to  watch  you  constantly.”  I lec- 
ture to  them  all  the  time  on  work.  I make 
them  clean  up  their  own  slides.  1 say,  “.No- 
body is  going  to  pay*  you  $100  a month  unless 
you  work  and  earn  it.  When  you  get  this 
job  I am  going  to  write  to  the  doctor  and 
find  out  how  you  are  doing.  If  you  do  not 
work  and  cannot  hold  your  position  through 
laziness,  I am  not  going  to  recommend  you 
again.” 

The  consequence  is  that  when  these  girls 
get  to  the  jobs  they  write  back  and  tell  me 
what  the  people  say  about  them.  I wish  you 
could  read  some  ox  the  letters  that  the  doc- 
tors have  written  about  the  graduates  1 have 
sent  to  them. 

I charge  a tuition  fee  of  $250.  This  fee 
covers  the  cost  of  instructors. 

I have  bought  the  best  microscopes.  I paid 
$150  for  every  microscope  those  pupils  use. 
Dor  the  blood  chemistry  they  have  all  the  ap- 
paratus they  can  use.  They7  have  their  own 
incubators,  their  own  ice-boxes,  and  all  their 
own  stains.  1 buy  the  best  stains  made. 

I get  malarial  slides  from  Panama.  I get 
hook  worm  specimens  through  the  state.  Dr. 
Turner  sends  sputum,  with  this  cooperation 
theyr  have  an  abundance  of  material. 

Yesterday7  we  had  a case  of  malaria.  I im- 
mediately wrote  to  the  doctor  to  send  me  as 
many  slides  as  he  could  possibly  get  of  the 
malaria  case  so  I can  give  them  to  my  class. 

We  have  students  in  every  state  of  the 
Union.  I have  one  that  has  charge  of  a hos- 
pital in  China.  I have  one  pupil  in  charge 
of  the  city  laboratory  in  Huntington,  West 
Virginia  at  $200  a month  and  a car  furnished 
her. 

I have  added  to  the  laboratory  dairy  in- 
spection work.  I am  going  to  teach  these 
girls  to  do  dairy7  and  restaurant  inspection. 

I am  giving  them  a course  in  preparation 
of  tissues  for  the  interpretation  by  the  doctors. 
I teach  them  to  prepare  the  slides  and  stain 
them.  If  they  go  to  the  hospital  they  can 
make  the  tissue  preparation  and  the  doctor 
will  be  a pathologist.  The  College  of  Sur- 
geons will  recognize  such  arrangement. 

We  teach  them  water  analysis,  breast  milk 
analysis  and  of  course  blood  counts  and  urin- 
alysis. 

In  the  summer  months  we  give  an  office  as- 
sistant course.  We  only  take  those  girls  who 
are  employed  in  a doctor’s  office.  AVe  give 
her  any  instruction  that  a doctor  wants.  One 
doctor  has  a liver  function  test  that  has  t.o 
be  done  every  six  weeks.  He  asked  me  to  train 
his  office  assistant  to  do  this.  Anything  that 
a doctor  wants  his  office  assistant  trained  in, 
we  train  her.  We  make  a great  big  chart 
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showing  them  how  to  count  blood.  We  have 
them  copy  it  off  in  a note  book,  putting  in 
the  red  and  white  blood  corpuscles  on  the 
chart  and  the  doctor  can  supervise  what  they 
are  doing  but  they  are  learning  the  technic 
of  it.  They  do  the  blood  counts  and  urines 
every  day  and  we  vary  with  the  intestinal 
parasites.  This  office  assistant  work  is,  I think, 
a very  interesting  thing  because  some  doctors 
have  had  girls  in  their  offices  for  five  or  six 
years.  They  know  the  routine  of  the  doc- 
tor’s office  but  I teach  them  the  little  things 
that  they  don’t  know  and  which  are  a great 
help  to  the  doctor. 

J.  W.  STOVALL,  Grayson:  The  young 

lady  I have  has  certainly  been  a great  help  to 
me  since  you  trained  her. 

L.  H.  SOUTH:  We  run  the  course  during 
the  summer  months.  Dr.  Minor,  the  great  tu- 
berculosis specialist  in  Asheville,  Morth  Car- 
olina, has  one  of  my  girls  and  I got  a tele- 
gram before  .1  came  down  from  the  state 
board  of  health  to  send  them  a good  labora- 
tory technician.  I have  four  positions  at  $125 
and  maintenance  and  I can’t  fill  them.  I feel 
it  is  getting  quite  a reputation  all  over  the 
United  States. 

This  year  I had  more  pupils  than  I could 
accommodate.  They  would  go  to  see  Dr. 
McCormack  and  ask  him  if  they  could  take 
the  work  and  he  would  say,  “Yes,  you  can 
take  it,”  and  the  first  thing  I Knew  there 
were  fifty  pupils  and  I didn’t  have  any  room 
for  them.  Finally,  I thought  I would  just 
select  those  I wanted.  Nothing  makes  Dr. 
McCormack  so  mad  as  to  select  pupils.  Dr. 
Liaekerby  came  to  my  rescue  and  he  said, 
“Start  two  classes.”  So  I have  a class  that 
starts  at  eight  o’clock  and  works  to  twelve- 
thirty  with  a half  hour  for  lunch.  Then  from 
one  to  two  they  are  in  the  lecture  room.  The 
next  class  starts  at  two  o’clock  and  works 
until  seven.  The  rivalry  between  them  is 
very  interesting. 

(3ne  girl  said,  “I  like  my  class  so  well  I will 
go  to  both  of  them.”  She  goes  to  see  what 
both  of  them  do.  They  are  getting  along  beau- 
tifully and  the  girls  are  so  interested  in  tliexr 
work,  they  are  so  anxious  and  willing  to 
learn.  We  give  them  personal  instruction. 
Every  girl  is  taught  to  do  everything.  We 
teach  her  and  see  that  she  does  learn  them. 

I say,  “Anything  you  don’t  understand  in 
this  course,  ask  the  teachers.  That  is  what 
they  are  here  for.”  Miss  Wales  gives  the 
lectures  and  she  has  an  assistant.  Mr.  Sand- 
lin who  conducts  the  afternoon  class  has  an 
assistant.  It  is  very  interesting  and  some- 
thing of  which  we  are  very  proud. 

I do  want  to  say  this  one  thing,  that  I use 
the  surplus  money  I have  in  fixing  up  the 
laboratory  for  the  state  board  of  health.  I 


have  given  the  state  board  of  health  $1500 
for  .improving  the  laboratory  and  this  year  I 
have  repaired  all  the  sterilizers  and  put  in  ex- 
tra tables,  so  now  we  really  have  a marvelous 
laboratory  for  the  state  board  of  health  ana 
we  have  all  the  equipment  that  the  state  real- 
ly needs  that  we  couldn’t  have  gotten  other- 
wise. (Applause). 

SECRETARY  McCORMACK : Incident- 

ally, Mr.  President,  we  have  been  able  to 
manufacture  all  the  typhoid  vaccine  we  need- 
ed and  were  able  to  supply,  during  the  flood, 
to  other  southern  states  large  amounts;  also 
to  the  Red  Cross  and  other  state  health  de- 
partments in  the  South  from  our  excess  to  help 
them  in  their  needs.  Dr.  South  is  making 
enough  next  year  to  inoculate  1,000,000  peo- 
ple in  Kentucky  and  it  is  up  to  us  to  use  it. 

PRESIDENT  STILLEY:  Is  there  any 

new  business  to  come  before  the  House  of  Del- 
egates ? 

W.  B.  NEGLEY,  Owensboro:  It  has  been 
brought  to  our  attention  by  one  of  our  mem- 
bers that  in  case  of  the  death  of  a patient  the 
undertakers,  lawyers  and  groeerymen  have 
preferred  claim. 

“THEREFORE,  BE  IT  RESOLVED: 
That  the  Daviess  County  Medical  Society  at 
its  session,  September  27,  1927,  went  on  re- 
cord as  being  in  favor  of  such  legislation  as 
would  make  bills  for  medical  services  pre- 
ferred claims. 

“BE  IT  FURTHER  RESOLVED:  That 
the  Daviess  County  Medical  Society  requests 
its  delegates  to  the  Kentucky  State  Society 
which  meets  in  Ownsboro,  Kentucky  in  Oct- 
ober 1927  to  present  this  matter  to  the  House 
of  Delegates  for  their  consideration.” 

It  occurred  to  us  that  if  the  lawyer  and 
undertaker  could  step  in  writh  preferred 
claims,  we  should  take  some  steps  toward  get- 
ting the  doctor’s  bill  a preferred  claim.  1 
know  of  one  or  two  cases  in  this  county  where 
a doctor  gave  his  devoted  service  in  a special 
case  for  a period  of  eight  months  for  a con- 
tinued illness.  This  patient  died  at  the  end 
of  this  time,  owning  some  real  estate  although 
not  much.  The  grocery  bills,  nurse  bills  and 
undertaker’s  bill  were  all  paid  and  he  lost  his 
claim. 

The  question  came  up  as  to  whether  this 
resolution  should  be  stated  as  desiring  this 
bill  to  read  “for  deceased  claims  only,”  but 
we  thought  it  would  go  through  for  all  claims 
if  it  went  through  for  deceased  claims.  I 
think  a doctors  claim  should  be  a preferred 
bill  as  well  as  any  other.  I would  like  to  hear 
a discussion  of  that. 

PRESIDENT  STILLEY:  The  resolution 

is  open  for  discussion. 

W.  W.  SPICER,  Calhoun:  I am  highly  in 
favor  of  that  resolution  and  I think  our  rep- 
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resentatives  should  pass  on  it  at  this  time. 

J.  A.  ORR,  Paris:  1 move  it  be  referred  to 
the  Committee  on  Legislation. 

The  motion  was  regularly  seconded,  was 
put  to  a vote  and  carried. 

PRESIDENT  STILLEY:  Is  there  any 
further  business  before  the  House  of  Dele- 

o>  cites  ? 

= SECRETARY  McCORMACK:  At  the 
evening  session  the  roll  will  be  called  for  re- 
ports trom  the  county  societies  and  I move 
we  adjourn  until  seven  o’clock. 

The  meeting  adjourned  at  four-thirty 
o’clock. 

SECOND  SESSION:  MONDAY  EVEN- 

ING, OCTOBER  3. 

The  meeting  convened  at  seven-twenty 
o’clock,  President  Stilley  presiding. 

Secretary  McCormack  called  the  roll. 

Report  of  Committee  on  Hospital  Standard- 
ization. 

H.  G.  REYNOLDS,  Paducah:  It  seems 

about  the  chief  function  of  this  Committee  is 
to  serve  as  a committee  to  refer  hospital  mat- 
ters to.  That  may  be  the  function  of  several 
committees. 

As  I recall  it  from  memory,  about  two  hos- 
pitals have  been  standardized  in  the  state  in 
the  past  year,  or  maybe  two  years,  and  one 
other  hospital  is  about  ready  for  standardiza- 
tion now.  That  is  the  Riverside  Hospital,  Pa- 
ducah. 1 don’t  know  whether  it  was  accepted 
or  not. 

SECRETARY  McCORMACK:  The  list 

was  published  in  the  Journal.  There  were 
two  Kentucky  hospitals  on  the  list. 

H.  G.  REYNOLDS:  Very  likely  most  of 
the  delegates  have  read  the  issue  of  the 
Journal  which  contained  the  first  reference, 
particularly  of  the  nursing  situation  in  this 
country.  Some  of  the  smaller  hospitals  are 
functioning  in  a way.  They  have  a small 
number  of  beds  and  naturally  a small  num- 
ber of  nurses,  and  their  standards  are  such 
that  possibly  some  suggestions  from  someone, 
the  Hospital  Committee  I suppose,  would  be 
worth  while  to  the  nursing  association  of  the 
state. 

I notice,  in  looking  over  part  of  the  Ken- 
tucky report,  that  the  requirements  for  ad- 
mission to  training  schools  range  all  the  way 
from  no  high  school  work  to  one  and  four 
years.  That  may  be  necessary.  I am  not 
well  enough  versed  on  the  subject  to  say,  bur 
it  seems  to  me  if  a happy  medium  could  be 
reached  it  would  be  at  least  coming  nearer 
standardizing  nursing;  that  is,  take  one  or 
two  years,  but  having  one  to  four  years  of 
high  school  work  is  rather  a high  range. 

Some  of  the  hospitals  possibly  ai*e  entitled 
to  internes.  I don’t  think  there  are  more  than 
four  or  five  hospitals  in  the  state  that  have 


interns  or  that  are  entitled  to  interns.  It 
seems  to  me  there  should  be  more  hospitals  in 
the  state  with  interns  than  that.  I know 
the  difficulty  of  getting  interns  in  smaller  hos- 
pials,  but  it  always  seems  to  me,  particularly 
as  we  have  gotten  far  enough  away  from  the 
after-war  period,  we  can  draw  the  standards 
a little  closer  on  nursing  and  possibly  make 
arrangements  for  interns  for  other  hospitals. 

This  about  covers  what  I know  concerning 
hospital  standardization. 

PRESIDENT  STILLEY:  Is  there  any 

new  business? 

A.  D.  WILLMOTH,  Louisville : In  a con- 
ference with  your  Secretary  over  a matter, 

I learned  that  the  condition  I had  in  mind 
was  even  more  prevalent  perhaps  than  I hed 
at  first  thought,  and  that  it  is  a very  serious 
matter  at  this  time.  There  can  be  no  question 
of  it,  and  that  fact  is  attested  by  your  Sec- 
retary who  is  the  general  trouble  clerk  of  the 
state.  That  matter  is  this:  In  the  past  few 
months  it  has  been  a rather  prevalent  thing 
for  members  of  the  profession  to  be  tele- 
phoned to  and  asked  to  report  at  the  office  of 
some  attorney  and  then  charged  with  some 
terrible  offense  and  money  demanded  at 
once.  In  a number  of  instances  there  have 
been  quite  large  sums  of  money  had  up  to 
$13,000  in  one  instance  I understand. 

With  that  in  view,  I spoke  to  the  Secre- 
tary relative  to  offering  a resolution  to  this 
House  of  Delegates  tj  be  passed,  and  witli 
your  permission  I will  read  that  resolution 
which  is  roughly  drawn.  If  there  are  any 
criticisms  it  can  be  corrected. 

“Whereas,  It  has  been  brought  to  the  at- 
tention of  members  of  the  profession  that  in 
at  least  one  or  more  of  the  larger  cities  sev- 
eral members  of  our  profession  have  been 
called  over  phones  and  requested  to  call  at 
once  at  the  office  of  unscrupulous  attorneys 
who  immediately  charge  the  doctor  with  some 
terrible  offense  and  demand  large  sums  o> 
money,  to  be  paid  at  once,  under  the  threat  of 
newspaper  publicity,  and  in  some  instances 
with  threats  of  revocation  of  license  to  prac- 
tice; and 

“Whereas,  At  least  fourteen  such  instances 
have  occurred  during  the  past  year  and  at 
least  three  by  the  same  attorney; 

“THEREFORE,  BE  IT  RESOLVED. 
That  the  Secretary,  requests  each  and  every 
doctor  so  attacked  t,o  forward  the  name  of  the 
attorney  so  attacking,,  together  with  his  ad- 
dress, to  the  office  of  the  State  Board  of 
Health  that  a record  may  be  kept,  and  such  il- 
legal procedures  controlled  by  turning  on  the 
light  of  publicity  and,  if  need  be,  by  calling 
the  attenion  of  the  Kentucky  Bar  Association 
to  the  practice  through  the  legal  department 
of  the  State  Medical  Association.” 
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I offer  that  because  it  is  getting  to  be  a 
serious  thing.  I happen  to  know  of  a num- 
ber of  instances  in  Louisville,  and  if  this  body 
will  take  such  action  that  the  Secretary  may 
know  the  attorneys,  the  moment  they  find 
their  name  is  going  to  the  State  Board  of 
Health  they  aren’t  going  to  do  it  because  it 
would  be  an  easy  matter,  if  you  get  at  least 
three  or  four  instances  of  the  same  attorney, 
to  take  it  to  the  Bar  Association.  They  de- 
mand the  money  right  now  and  they  tell  the 
doctor  that  the  party  is  in  the  other  room  and 
that  if  the  money  is  not  paid  they  will  put  it 
in  the  form  of  a suit.  They  do  that  to  get  a 
scare  out  of  them  because  they  literally  throw 
the  fear  of  God  in  them. 

P.  E.  BLACKERBY,  Louisville:  I move 

the  adoption  of  the  resolution. 

C.  W.  SHAW,  Alexandria:  I second  the 

motion. 

The  motion  was  put  to  a vote  and  carried. 

SECRETARY  McCORMACK:  Under  the 
heading  of  new  business  is  a question  that  I 
would  like  to  ask  the  House  to  consider. 

For  a number  of  years,  as  ■‘■he  older  mem- 
bers will  recall,  it  was  your  custom  to  have 
the  meetings  alternate  between  Louisville  and 
the  rest  of  the  state.  It  was  then  determined 
to  change  that  plan  and  have  one  in  Lours- 
ville  and  two  in  the  state,  one  in  the  eastern 
and  one  in  the  western  part  of  the  state  in 
general  terms. 

It  has  occurred  to  a number  of  us  that  it 
might  be  desirable,  on  account  of  the  acces- 
sibility of  Louisville  and  the  ease  with  which 
it  is  possible  to  hold  the  meetings  there,  to 
change  our  plan  again  to  have  the  meeting 
in  Louisville  every  two  years ; then  to  have 
the  first  outside  meeting  in  the  eastern  and 
the  other  in  the  western  part  of  the  state.  In 
that  way  we  would  have  alternate  meetings 
in  Louisville  and  once  in  four  years  there 
would  be  a meeting  in  the  eastern  part  of  the 
state  and  one  in  the  western  part  of  the 
state. 

We  realize,  of  course,  that  there  are  certain 
objections  to  that  plan.  We  found  when  we 
were  having  alternate  meetings  in  Louisville 
before,  it  threw  some  extra  burden  on  the 
profession  of  Louisville  because  they  don ’t 
get  to  have  much  fun  when  the  meeting  is  at 
home  where  he  has  1o  practice  medicine  and 
attend  meetings.  H doesn’t  get  to  either  one 
very  much. 

At  the  same  time  there  is  the  objection  that 
the  meeting  held  rather  frequently  in  differ- 
ent sections  of  the  state  interests  increasing 
numbers  of  men  who  have  not  previously  hart 
the  privilege  of  attending  the  meeting  and 
they  will  not  follow  it  like  so  many  of  you 
have  to  the  fartherest  corners  of  the  state  in 
order  to  be  present  at  succeeding  meetings. 


There  are  advantages  botli  ways.  In  Louis- 
ville our  attendance  is  between  575  and  650, 
and  of  course  as  far  as  the  post-graduate 
value  of  the  meeting  is  concerned,  it  is  great. 

Those  of  us  who  practice  in  the  country  as 
distinguished  from  the  three  or  four  cities  in 
Kentucky  haven’t  exactly  played  fair  on  that 
proposition  in  Louisville  because  when  we 
come  to  Louisville  we  nearly  always  bring  a 
patient  or  two  along  with  us  to  see  the  Louis- 
ville doctors  and  keep  them  from  attending 
the  meetings.  For  this  reason  the  profession 
in  Louisville  felt  that  it  was  desirable  to 
have  as  many  meetings  as  possible  away  from 
Louisville. 

It  is  a matter  worthy  of  our  serious  con- 
sideration because  we  are  faced  with  the  in- 
creasing difficulty  of  finding  cities  with  suf- 
eient  hotel  accommodations  to  properly  care 
for  the  meeting.  This  meeting  could  easily 
have  had  400  men  present  if  hotel  reserva- 
tions could  have  been  made.  In  Frankfort 
last  year,  where  there  were  half  as  many 
hotel  rooms  as  there  are  here,  we  would  have 
had  very  much  larger,  and  certainly  more 
pleasant  and  successful  meetings,  if  we  had 
had  proper  hotel  accommodations. 

We  don’t  want  you  to  get  the  impression, 
and  we  don’t  want  to  increase  the  impression 
that  the  men  who  attend  the  sessions  are  not 
going  to  be  able  to  get  hotel  accommodations, 
and  for  that  reason  it  seems  to  me  to  be  im- 
portant to  consider  the  matter  from  its  var- 
ious angles,  and  I think  it  would  be  well  for 
the  members  of  the  House  to  express  them- 
selves freely. 

There  is  one  thing  we  should  certainly  do 
under  whatever  conditions  we  consider  the 
matter.  I think  the  Association  has  reached 
the  point  where  it  should  assume  the  expense 
of  its  own  entertainment  in  whatever  way  it 
is  going  to  do  it.  I don’t  believe  the  local 
profession  anywhere  should  be  burdened  be- 
cause of  the  meeting,  and  I don’t  think  the 
idea,  that  we  are  so  famous  for  in  Kentucky, 
of  our  local  pride  should  be  permitted  to  en- 
ter into  the  matter  of  each  town  vying  one 
with  the  other  as  to  which  is  going  to  do  the 
most  for  the  Associaion. 

Every  town  has  made  a reputation  to  last 
with  the  medical  profession  150  or  200  years. 
I feel  very  deeply  on  that  suhjeci  as  T look 
at  the  distinguished  members  from  Paducah 
and  the  Association  ought  to  meet  in  Padu- 
cah at  tolerably  frequent  intervals ; but  we 
have  reached  a size  and  have  the  means  to 
turn  over  to  the  entertainment  committee  sm- 
fieient  funds  to  manage  the  entertainment. 

In  many  of  the  larger  associations  thev  have 
a registration  fee  to  provide  for  the  lunch- 
eons and  other  things  in  a verv  excellent  sort 
of  way.  It  has  occurred  to  us  if,  at  the  Louis- 
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ville  meeting,  we  could  arrange  to  have  a 
luncheon  together  and  have  some  speaker 
outside  of  the  profession  to  make  a short  talk, 
like  we  do  at  a Rotary  or  Kiwanis  meeting, 
it  would  add  an  attractive  feature  to  the  pro- 
gram. 

There  have  been  a lot  of  things  suggested 
from  time  to  time  by  the  various  members, 
and  I think  it  would  be  well  if  you  would 
instruct  the  office  what  you  desire  to  do  in 
the  matter  and  we  can  make  the  arrange- 
ments accordingly. 

W.  B McCLITRE,  Lexington:  We  heard  a 
very  excellent  address  this  afternoon  in  which 
we  were  warned  against  hunting  around  for 
some  excuse  to  spend  this  surplus  that  we 
have  safely,  I thought,  stored  up.  Our  Sec- 
retary is  beginning  right  now  to  devise  ways 
and  means  to  get  rid  of  this  surplus  fund 
(daughter)  and  for  this  reason  I am  opposed 
to  it. 

SECRETARY  McCORMACK:  I want  to 
say  in  my  own  defense  that  if  there  is  any- 
bodv  niTemrdly  about  this  money,  and  taking 
i considerable  hand  in  keeping  any  of  ir 
from  being  spent,  it  is  your  Secretary.  Yet 
my  idea  is  that  the  only  reason  for  collecting 
money  is  to  use  it  for  good  purposes,  and 
whenever  the  time  comes  to  spend  it  I think 
we  ought  to  be  as  courageous  in  making  ex- 
penditures as  we  are  in  being  close-fisted. 

We  have  a balance,  together  with  the  in- 
vestment, of  $12,000  but  we  don’t  get  any 
more  income,  except  from  the  advertisements 
in  the  Journal,  until  the  first  of  January. 
During  this  month  the  expenses  of  tne  Asso- 
ciation will  amount  to  $1000  and  by  the  first 
of  January  the  treasury  will  be  depleted  still 
further.  The  Treasurer  will  be  talking  Scotch 
with  broad  a’s  and  he  knows  from  experience 
that  what  is  alarm  will  assume  a certain  de- 
v ■''p  of  reality. 

H.  G.  REYNOLDS,  Paducah:  I wouja 

like  to  ask  the  expense  of  the  average  meet- 
ing. 

W.  B.  McCLURE : The  expenses  of  the 
'ast  meeting  were  given  in  the  Journal. 

SECRETARY  McCORMACK:  It  runs  be- 
' ween  $1000  and  $1200. 

H G REYNOLDS:  What  would  it  be  if 
Association  assumed  the  expense? 

^rvRETARY  McCORMACK:  The  ex- 

e *he  entertainment,  I imagine,  would 
1 n around  $500.  In  fact,  it  would  be  un- 
"■’•a, -mu  to  say  anything  about  entertainment. 

an  anti-entertainer.  I always  hate  to 
have  the  business  of  the  meeting  interf erred 
”-;th  by  any  kind  of  entertainment  but  I know 
many  of  you  don’t  share  that  view  with  me. 

I think  these  night  meetings  are  among  the 
best  things  we  have.  The  night  meeting  of 
the  surgical  section  tomorrow  night,  which  is 


going  to  follow  the  dinner  out  at  the  club,  is 
going  to  be  one  of  the  very  best  things  that  is 
going  to  happen  during  this  whole  meeting. 
The  night  meeting  on  the  next  night  is  going 
to  be  an  outstanding  feature  of  the  annual 
meeting. 

The  formality  of  an  entertainment  doesn’t 
get  us  much  anywhere.  It  is  the  friendliness 
of  it,  and  I think  the  informal  thing’s,  such 
as  smokers,  where  we  get  together  and  talk 
over  our  mutual  problems  and  renew  our 
friendships  and  acquaintances,  are  more  im- 
portant to  us  than  the  more  formal  things 
that  look  so  engaging. 

Of  course  you  are  thrilled  with  pride  when 
you  think  of  the  banquets  we  have  had  at 
the  Seelbach  with  1000  of  us  sitting  around 
there.  We  poured  in  like  we  were  ants  and 
bees.  It  looked  good  when  you  got  into  the 
thing  but,  after  all,  is  it  as  pleasant  as  the 
less  formal  and  more  delightful  entertain- 
ments that  we  have  at  Walnut  Lodge  for  ex- 
ample where  you  actually  come  in  personal 
contact  over  a longer  period  of  time  with  a 
chap  you  have  learned  to  love?  You  love 
him  forever  after  you  go  through  an  exper- 
ience like  that  with  him.  I think  it  could  be 
done  for  less  money. 

H.  T.  RIVERS,  Paducah  : Don’t  you  think 
we  could  hold  over  this  suggestion  of  yours 
until  we  have  gotten  in  communication  with 
our  state  road  committee?  Today  has  open- 
ed my  eyes.  I believe  in  the  course  of  the 
next  four  or  five  years  we  are  going  to  have 
roads  that,  we  can  start  from  Paducah  and  'go 
to  Ashland  in  one  day. 

There  is  no  doubt  that  these  local  meetings 
do  bring  out  phvsicians  who  would  never  go 
to  Louisville.  There  is  no  doubt,  on  the  other 
hand,  that  Louisville  is  an  ideal  place.  Every 
man  can  have  a room  with  bath,  keep  clean 
and  look  spruce.  For  the  good  of  the  so- 
ciety I believe  we  are  meeting  the  right  wav, 
two  vears  out  in  the  sticks  and  one  year  in 
the  big  center.  I think  it  does  good  to  .the 
society. 

SECRETARY  McCORMACK:  T don’t 

think  there  is  auv  doubt  about  that  mvself. 

PREiSTDENT  STILLEY:  Apr  further 

discussion  ? 

J.  A ORR,  Paris:  There  is  one  point  to 

that  nuestion  on  which  T would  like  to  speak 
and  that  is  the  entertainment. 

I believe  if  we  adont  the  sucr<?estiou  that 
we  cut  out  some  of  the  formal  social  affairs  it 
would  be  a much  less  burden  to  those  who  en- 
tertain us.  This  Association  has  gotten  to  be 
of  such  a si/e  and  pronortion  that  if  vou  mee. 
in  the  smaller  centers  it  is  unite  a burden  on 
a few  men  to  undertake  these  social  fuuc- 
tieus.  and  if  we  meet  in  Louisville  it  makes 
a burden  on  them  because  of  the  frequency  of 
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the  meetings. 

There  is  no  member  of  the  Association  who 
enjoys  the  social  affairs  any  more  than  I do, 
lmt  I believe  for  that  reason  we  ougnt  to  take 
some  steps  to  dispense  with  these  expensive 
social  functions. 

H.  T.  RIVERS,  Paducah:  I move  to  re- 

tract evervthing  I said;  T am  not  a delegate. 

SECRETARY  McCORMACK:  Mr.  Pres- 
ident, I ask  the  unanimous  consult  of  the 
body  that  Dr.  Rivers  be  given  the  privilege 
of  the  floor  and  that  his  remarks  be  included, 
and  that  he  be  invited  to  make  any  other  re- 
marks. 

PRESIDENT  STILLEY:  Dr.  Rivers  is 

granted  that  privilege  and  he  may  say  what 
he  pleases. 

Any  further  discussion : 

W.  B.  McCLURE,  Lexington:  I don’t 

see  how  it  is  possible  for  this  organization  to 
presume  to  cut  out,  as  you  say,  social  fea- 
tures in  a community  in  which  we  meet.  You 
can’t  say  to  Dr.  Dan  Griffith,  “You  musn’t 
invite  anybody  to  your  home.”  Could  we 
pass  a prohibitory  law  that  prevented  a lo- 
cal society  to  give  a smoker  or  something  of 
that  kind? 

SECRETARY  McCORAMCK : T am  not 

talking  about  that  sort.  I am  talking  about 
the  sort  that  costs  a lot  of  money. 

W.  P>.  McCLTTRE : T don’t  see  any  way  we 
have  of  controlling  what  our  hosts  propose  to 
do  for  thp  Association. 

SECRETARY  McCORMACK : I think  we 
should  sav  that  invitations  hereafter  shall  in- 
clude the  provision  that  the  host  society  shall 
not  spend  anv  more  than  $500  in  the  enter- 
tainment of  the  profession.  It  would  keep 
them  from  doing  a lot  of  the  things  they  have 
done  in  the  r>ast  that  I know  about. 

,T.  A.  ORR.  Paris:  We  couldn’t  prohibit 

anvthing  as  far  as  features  are  concerned,  but 
we  could  let  it  be  known  that  the  societv  does 
not  exnect  it  and  that  it  is  the  sense  of  the 
Assopiation  that  those  things  shouldn’t  be. 

W.  B.  McCLTTRE  ; Tn  the  earlv  history  of 
the  societv  vou  remember  that  the  Tocal  so- 
1 ’ etv  nrovided  everything,  and  bv  resolution 
we  cut  that  all  out.  Bv  resolution  or  bv-law 
we  have  nrovided  that  all  of  the  expenses  of 
this  meeting  are  home  bv  the  societv.  Then 
we  stormed  that.  I don’t  see  that  we  can  go 
anv  further. 

J.  T.  REDDTCK.  Paducah  : T am  not  a del- 
egate hut  being  a rather  frpouent  attendant 
at  state  meetings.  T would  like  to  express  my- 
self. 

T am  thoroughly  in  accord  with  our  pres- 
ent modp  of  having  our  meetings,  one  vear  in 
Tnwsville.  one  vear  east  of  Louisville,  and 
ot'"  vpq-r  in  the  west. 

So  far  as  the  entertainment  is  concerned,  T 


think  it  would  be  better,  when  we  meet  down 
in  this  end  of  the  state  for  instance,  to  have 
one  real  good  entertainment.  I remember  on 
two  occasions  in  Lexington,  one  time  I was 
there  when  they  had  a good  barbecue  dinner 
and  the  other  time  I was  there  they  fed  us 
to  the  nth  degree  in  a cow  barn,  which  was 
one  of  the  nicest  things  I ever  saw.  At  Pa- 
ducah we  have  given  them  two  fine  barbecues. 

My  experience  is  that  the  profession  in 
these  smaller  places  take  a very  great  delight 
in  entertaining  the  State  Medical  Association. 
We  get  as  much  pleasure  out  of  it  as  you  do. 
When  you  come  to  Paducah  and  we  give  you 
a good  barbecue  and  see  that  you  are  happy, 
we  are  happy  over  it  and  I think  the  profes- 
sion in  other  places  is  too.  I am  in  favor  of 
sticking  to  the  old  method. 

SECRETARY  McCORMACK:  Mr.  Pres- 
ident, I am  very  much  gratified.  There  has 
been  a good  deal  of  criticism  and  I think  I 
brought  out  the  fact  practically  unanimously 
that  we  have  done  very  wisely  in  the  past. 
Under  the  circumstances  I had  no  idea  of 
making  any  motion  on  the  subject  I thought 
if  they  were  kicking  at  the  whole  crowd  in- 
stead of  me  it  would  make  me  feel  better. 
(Applause) 

PRESIDENT  STILLEY:  Any  further 

business  to  come  before  the  House  of  Dele- 
gates ? 

SECRETARY  McCORMACK:  Dr.  Mc- 

Chord,  Councilor  for  the  sixth  district  is  here. 

Report  op  Councilor,  Sixth  District. 

R.  C.  McCHORD,  Lebanon : I have  no 

written  report.  I think,  as  far  as  I know, 
my  district  is  in  fairly  good  condition.  We 
haven’t  had  some  meetings  we  ought  to  have 
had,  but  I think  the  profession  in  my  dis- 
trict are  pretty  well  all  eligible  doctors  for 
members  of  the  Association  so  far  as  T can 
determine  but  they  are  not  as  enthusiastic  as 
they  ought  to  be  about  having  meetings.  T 
must  acknowledge  that,  and  it  is  hard  to  reg- 
ulate that  unless  we  turn  off  some  secretaries 
and  get  some  more.  The  secretary  is  the  man 
to  run  a county  society  and  unless  we  have  a 
good  secretary  we  can ’t  have  a good  coun- 
ty society,  but  my  district  is  in  first-rate 
shape. 

PRESIDENT  STILLEY:  We  passed  the 
Councilors  for  several  districts  and  we  will 
get  a report  from  them  later  on. 

We  will  have  a report  of  the  counties. 

Ballard  County. 

W.  A.  PAGE,  Barlow:  We  have  nine  in 

our  county  and  we  used  to  have  twenty-six. 
Not  longer  than  eight  years  ago  we  had  as 
many  as  twenty-six  in  that  county  apd  now 
we  have  gone  down  to  nine,  and  it  seems  to 
be  plenty. 

With  roads  being  improved  and  the  tele- 
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phone  system  improved,  a few  doctors  can 
do  as  much  work  as  a good  many  more  a few 
years  back.  All  of  our  doctors  belong  to  the 
county  medical  society,  in  good  standing.  I 
believe  that  is  all  I have  to  report  on. 

SECRETARY  McCORMACK : Bourbon 

County. 

Bourbon  County. 

J.  A.  ORR : I have  nothing  unusual  to  re- 
port for  Bourbon  County.  We  are  going 
along  in  the  same  old  channel.  We  meet  oc- 
casionally and  have  something  to  eat.  We 
have  latent  talent  there  which  has  lapsed  in- 
to a period  of  quiescense  which  revives  occas- 
ionally. 

SECRETARY  McCORMACK:  Campbell- 
Kenton  County. 

Campbell-Kenton. 

J.  A.  CALDWELL,  Newport:  I believe 

the  Campbell-Kenton  County  has  changed. 
We  had  ninety  members;  we  now  have  nine- 
ty-eight. Since  last  year  we  meet  at  three 
hospitals,  two  hospitals  in  Covington  where 
we  meet  alternately  and  one  week  in  Camp- 
bell County.  We  have  two  meetings  a month 
and  the  nest  meeting  will  be  in  the  Coving- 
ton hospital.  In  that  way  we  have  increased 
the  interest  some. 

Interest  has  been  somewhat  lagging,  it 
seems,  since  the  war.  I don’t  know  why. 
There  doesn ’t  seem  to  be  any  strife  or  trou- 
ble, but  there  is  just  a lack  of  interest.  It 
has  been  improved  some  since  we  have  been 
meeting  at  the  hospital  instead  or  at  the  in- 
dustrial club  and  sometimes  at  the  court 
house.  We  have  regular  meetings  except  dur- 
ing July  and  August.  We  sometimes  have  out- 
door meetings. 

I don’t  know  the  number  of  doctors  in  the 
two  counties.  The  great  majority  of  them  are 
in  the  society,  but  I don’t  know  anything 
about  the  number  of  doctors — I don’t  sup- 
pose over  130. 

J.  A.  ORR,  Paris : There  is  one  point  of  in- 
terest. We  have  been  attempting  to  standard- 
ize our  hospital  in  a way  we  thought  would 
meet  with  the  requirements  of  standardiza- 
tion. I don’t  know  whether  it  was  in  this  re- 
port or  not. 

SECRETARY  McCORMACK:  Carlisle 

County,  Dr.  Burrow. 

Carlisle  County. 

R.  C.  BURROW.  Cunningham : Carlisle 

County  can  report  100  per  cent  enrollment  of 
its  physicians. 

There  have  been  two  meetings  this  year  at 
which  we  didn’t  have  100  per  cent  attend- 
ance for  the  first  time  in  two  years.  There 
hasn’t  been  one  paper  assigned  that  hasn’t 
been  there  and  been  read  in  three  years.  Our 
meeting  wasn’t  held  at  the  appointed  time 
twice  this  year,  but  on  account  of  so  much 


rain  and  bad  roads,  we  kept  setting  the  meet- 
ings ahead. 

We  have  now,  through  the  efforts  of  our 
county  society,  an  all-time  health  officer  for 
the  first  time  and  just  recently  appointed. 
We  are  very  proud  of  that.  That  means  a 
health  officer,  nurse  and  a field  sanitarium 
equipped  and  working  in  our  county  within 
the  last  three  or  four  weeks  . We  are  very 
proud  of  our  little  Carlisle  society.  (Ap- 
plause) 

SECRETARY  McCORMACK:  I want  to 
call  your  attenion  to  the  fact  that  Dr.  Bur- 
row’s report  is  literally  a fact.  That  society 
meets  with  100  per  cent  of  its  members  in  at- 
tendance and  has  had  for  many  years  some- 
times more  than  100  per  cent  because  several 
from  the  outside  come  in.  It  is  a good  meet- 
ing. 

When  they  went  before  the  fiscal  court  for 
an  appropriation  every  member  of  the  fiscal 
court  was  in  favor  of  it  right  then.  We  got 
them  in  Western  Kentucky  along  the  Missis- 
sippi River  in  a most  remarkable  way.  The 
three  fiscal  courts  met  in  two  days,  made  the 
appropriations  and  the  health  departments 
were  organized  and  going.  It  was  so  easy 
that  when  Dr.  Blackerby  came  up  lie  said  it 
was  a delight  to  go  into  a county  where  the 
doctors  were  recognized  as  the  leaders  of  pub- 
lic opinion.  He  came  back  up  there  proud  of 
those  three  counties.  That  is  the  fastest  op- 
eration any  three  counties  ever  made  in  get- 
ting health  departments,  not  only  in  this  sec- 
tion of  the  world  but  in  any  section  I expect. 

Carroll  County. 

B.  L.  HOLMES,  Carrollton:  The  delegates 
from  Carroll  County  have  very  little  to  re- 
port especially  of  an  active  nature. 

In  fact,  I might  as  well  say  that  we  have  a 
medical  society  in  name  only  but  ror  one  re- 
deeming exception  and  that  is  that  we  are 
eighty  per  cent  in  maintaining  out  affilia- 
tions with  the  state  organization.  I trust  this 
fact  will  give  us  credit  for  not  being  entirely 
destitute  of  good  work. 

Formerly  we  had  eighteen  doctors  in  Car- 
roll  County.  Now  we  have  ten,  eight  of  whom 
pay  their  state  society  dues  promptly  each 
year  and  two  who  are  presumed  to  have  reach- 
ed that  age  where  medical  society  affiliations 
do  not  appeal  to  them. 

Regular  meetings  are  unknown.  Our  last 
meeting  was  held  two  years  ago  last  montTi 
and  this  was  the  result  of  the  invigorating  in- 
fluence and  delightful  presence  of  our  very 
efficient  councilor  who  was  instrumental  in 
bringing  us  together  on  that  occasion. 

Barring  a distressing  lack  of  society  inter- 
est, I believe  our  doctors  measure  up  to  the 
standards  of  the  profession  in  most  counties 
of  the  state. 

SECRETARY  McCORMACK:  I think  if 
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you  were  to  feed  them  at  that  good  liotei  you 
couldn’t  keep  them  away.  .1  would  attend 
the  meetings  myself. 

R.  C.  BURROW : I wanted  to  ask  the  doc- 
tor how  old  those  members  are  that  are  too 

old. 

B.  L.  HOLMES:  I just  presume  they  are 
too  old  from  the  fact  that  they  take  no  inter- 
est in  it. 

R.  C.  BURROW : We  have  a member  who 
will  soon  be  ninety  years  old  and  ne  pays  his 
dues  regularly. 

SECRETARY  McCORMACK : Carter 
County,  Dr.  Stovall. 

Carter  County. 

J.  W.  STOVALL,  Grayson:  Carter  Coun- 
ty has  eighteen  doctors  that  belong  to  the 
society.  We  also  have  an  all-time  health,  of- 
ficer functioning.  We  all  pull  together,  no- 
body talks  about  the  other  fellow.  If  he  does 
anything  wrong,  we  don’t  know  it. 

Secretary  McCormack : Daviess  County. 

Daviess  County. 

W.  B.  NEGLEY,  Owensboro : Daviess 

Country  Medical  Society  consists  of  forty- 
live  members.  During  the  past  year  we  have 
lost  three  of  our  active  members,  Dr.  Dixon, 
Dr.  Lockhart  and  Dr.  Foster.  We  have  month- 
ly meetings  with  very  fine  attendance. 

On  September  14  we  had  with  us  Dr. 
Charles  Enfield  of  Louisville,  who  gave  us  a 
very  instructive  paper  on  gastro-mtestinal 
diseoses  from  a radiological  standpoint. 

On  February  26,  1927  Dr.  B.  F.  Zimmer- 
man, of  Louisville,  gave  a paper  on  facial  neu- 
ralgia and  Dr.  Bransford  Lewis,  of  St.  Louis, 
gave  a paper  on  genito-urinal  problems  of  the 
general  practitioner. 

At  every  other  meeting  we  have  dinner  at 
the  Hotel  Owensboro  and  invite  an  out-of- 
town  man  to  be  on  the  program. 

Our  society  is  composed  of  very  enthusias- 
tic men  and  each  one  is  a booster  for  the 
Daviess  County  Medical  Society. 

We  have,  1 suppose,  in  our  rural  commun- 
ity about  the  same  proposition  as  in  most 
rural  communities,  we  have  very  few  doctors 
outside  the  city.  We  have  about  three  men 
who  are  not  members  of  our  society.  Just 
whether  they  are  too  old  or  not,  I don’t  know. 
1 have  seen  and  talked  to  two  of  these  who 
have  formerly  been  members,  but  tliey  don’t 
express  a very  keen  desire  to  become  members 
again.  They  are  not  exactly  what  you  might 
call  active  men.  They  are  doing  some  work. 

All  of  our  men  seem  to  be  enthusiastic  over 
the  medical  society.  I don’t  recall  a paper 
that  has  ever  been  given  for  preparation  that 
it  hasn’t  been  gotten  up.  We  don’t  have  100 
per  cent  attendance,  but  we  have  a mighty 
good  attendance  and  every  fellow  is  pulling 
for  the  society. 

SECRETARY  McCORMACK : I think  one 


of  the  best  tests  of  a county  society  is  attend- 
ance of  the  business  meetings.  I happened  to 
be  going  through  Owensboro  recently  when 
they  called  a business  meeting,  i wish  the 
members  could  have  had  the  privilege  of  go- 
ing with  me.  They  didn’t  have  a great  deal 
to  do  but  everybody  was  there  to  do  it  and 
with  fine  spirit.  It  was  a real  joy  to  be  pres- 
ent at  the  meeting  and  see  the  spirit  they 
displayed  in  doing  unimportant  details  ap- 
parently. If  the  same  spirit  of  enthusiasm 
animates  them  on  important  things  it  is  inter- 
esting that  the  information  we  get  from  the 
Daviess  County  Society  is  very  valuable. 

Fayette  County. 

R.  JULIAN  ESTILL,  Lexington:  In  refer- 
ence to  Fayette  County,  we  had  a shock  owing 
to  the  death  of  our  president,  Dr.  Stucky. 
Most  of  you  probably  knew  him.  His  death 
was  very  sudden  and  was  a tremendous  shock 
to  all  of  us,  of  course.  I believe  the  doctors 
all  rallied  around  Dr.  Stucky. 

Fayette  County  is  in  a thriving  condition. 
We  have  some  doctors  in  Lexington  who  do 
not  belong  to  our  society.  As  a matter  of 
fact,  I think  they  are  really  not  welcome.  All 
of  those  who  are  really  eligible  are  members. 

Our  attendance  is  very  good,  our  programs 
are  always  good,  and  on  the  whole  I think 
our  society  is  in  very  good  condition. 

SECRETARY  McCORMACK:  In  that 

connection,  I would  like  to  move  you,  sir,  that 
the  president  and  secretary  be  instructed  to 
convey  to  Mrs.  Stucky  our  regret,  at  his  loss, 
and  our  sympathy. 

R.  JULIAN  ESTILL:  I second  the  mo- 

tion. 

The  motion  was  put  to  a vote  and  carried. 

R.  C.  BURROW : In  making  my  report, 
and  being  reminded  by  the  other  gentleman 
speaking  of  the  loss  of  their  membership,  I 
forgot  to  recall  the  loss  to  our  society  and  I 
am  satisfied  that  a great  many  of  you  will 
miss  him  here  at  this  meeting.  Since  the  last 
meeting  of  this  society  we  have  lost  a man 
whom  we  loved  and  a man  whom  we  felt  held 
our  meetings  together  and  created  a friendly 
feeling  between  members,  Dr.  Moshy  of  Bard- 
well.  I forget  to  mention  that.  ' 

SECRETARY  McCORMACK:  I am  sure 
everybody  here  shares  with  Dr.  Burrow,  his 
profession  and  Dr.  Mosby’s  family  a feeling 
of  distinct  loss  in  his  death.  Dr.  Mosby  was 
really  a very  great  man,  a constant  attend- 
ant at  our  meetings,  always  contributing 
something  of  value,  one  of  our  best  essayists. 

One  of  the  Nestors  of  the  Southwestern 
Kentucky  Medical  Society,  where  he  was  al- 
ways present,  and  always  a center  of  activity 
in  his  church,  his  bank  and  his  home,  he 
was  one  of  those  great  old  home  makers  that 
we  all  love,  a great  man  of  the  old  school 
who  held  almost  every  office  in  the  gift  of 
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this  Association.  He  was  county  health  of- 
ficer in  his  county  for  many,  many  years,  med- 
ical referee  for  many  years,  who  never  re- 
ceived any  compensation  of  any  kind  other 
than  in  the  sense  of  duty  well  done. 

I know  we  can  all  share  in  the  confident 
feeling  that  in  that  world  to  which  he  has 
gone  he  has  reaped  his  reward  for  the  great 
services  he  has  rendered  in  our  name.  He 
was  a very  great  man  and  a very  beloved  man. 

C.  W.  SHAW,  Alexandria : Campbell-Ken- 
ton  County  had  a loss  of  two  of  their  physic- 
ians during  the  past  year,  Dr.  Senour  and  Dr. 
Jenkins,  both  valuable  men  in  the  profes- 
sion. 

We  have  also  lost  two  other  members  from 
Campbell-Kenton  County,  Dr.  Kelly  and  Dr. 
McCollum,  both  outstanding  members  of  tlie 
profession. 

SECRETARY  MeCORMACK  : F u It  o a 
County.  Dr.  Alexander  is  the  delegate. 

Fulton  County. 

HENRY  ALEXANDER,  Fulton:  We  have 
a very  good  society  in  Fulton  County.  Here- 
tofore we  have  met  once  in  Hickman  and  once 
in  Fulton.  The  roads  have  been  bad  constant- 
ly and  we  ha  ve  gone  two  or  three  months  with- 
out a meeting.  Now  that  we  have  a hard  road 
we  can  meet  every  month.  We  have  only 
about  eighteen  or  twenty  doctors  eligible  and 
the  society  has  gone  down.  They  don’t  all 
belong. 

Jefferson  County. 

FRANK  T.  FORT,  Louisville : So  far  this 
year  Jefferson  County  has  had  fourteen  meet- 
ings and  two  special  meetings;  eleven  essays; 
twenty  cases  reported. 

We  had  two  addresses  by  two  out-of-town 
doctors,  Dr.  Coughlin,  of  St.  Louis,  who 
gave  an  address  on  “The  Gasserian  Ganglion 
Operation  Under  Local  Anesthesia  for  the 
Permanent  Cure  of  Trigeminal  Neuralgia 
Major  or  Tic  Douloureux;”  and  on  February 
7,  Dr.  Mosher  of  Kansas  City,  gave  an  ad- 
dress on  “Cesarean  Section.” 

At  the  close  of  1926  we  had  378  members 
and  elected  seventeen  new  members  this  year. 
There  are  twenty-two  unpaid  members  and 
five  left  the  city,  which  leaves  368  members 
in  good  standing. 

We  have  until  the  first  of  the  year  to  elect 
new  members  so  I think  Jefferson  County  is 
holding  its  own.  The  only  thing  that  might 
be  said  is  that  the  attendance  sometimes  isn’t 
as  large  as  it  should  be.  I couldn’t  get  the 
secretary  to  give  me  the  average  attendance. 
Sometimes  we  have  a full  hall  and  at  other 
times  there  is  a very  small  attendance.  Of 
course  in  Louisville  there  are  six  or  eight 
societies  and  some  of  the  men  attend  the 
special  societies.  If  they  see  something  on  the 
program  that  they  feel  will  be  good  for  them 


to  hear  there  is  some  excuse  for  not  going 
to  every  meeting  because  I know  if  they  have 
an  eye,  ear,  nose  and  throat  subject  on  the 
program  I don’t  care  to  go.  If  Dr.  Gossett 
has  a paper  I don’t  care  to  attend  and  there 
have  been  a good  many  others.  (Laughter)  I 
make  that  as  a reason  why  sometimes  our  so- 
ciety is  cut  down,  and  sometimes  we  have  a 
good  attendance.  I think  everything  is  go- 
ing nicely. 

SECRETARY  MeCORMACK:  I don’t 

think  this  unseemly  levity  ought  to  be  per- 
mitted to  enter  into  the  report. 

The  thing  that  surprises  me  in  the  Jeffer- 
son County  Medical  Society  is  that  the  leaders 
in  the  profession  are  nearly  always  there  m 
these  different  specialties.  They  are  nearly 
always  present  because  they  feel — as  I have 
heard  a great  many  of  them  express  it — that 
working  along  a somewhat  more  narrowed 
line  makes  it  far  more  important  for  the 
specialist  to  attend  the  general  meeting, 
meetings  where  his  particular  subject  is  not 
being  discussed  because  constantly  he  is  find- 
ing some  subject  that  edges  into  his  specialty 
from  the  other  man’s  viewpoint  and  for  that 
reason  there  is  this  necessity  for  a constant 
interchange  of  communication  between  the 
specialties.  Because,  as  a matter  of  fact,  if  a 
man  becomes  such  a specialist  that  he  attends 
and  studies  his  particular  line  of  activity 
only,  he  might  as  well  be  a chiropodist  or  chir- 
opractor, or  something.  It  is  because  we  are 
doctors  that  we  are  specialists. 

I am  constantly  impressed  by  the  attend- 
ance of  the  Jefferson  County  Medical  Society. 
I always  see  Dr.  Fort’s  smiling  countenance 
sitting  in  the  meetings  that  I attend. 

It  reminds  me  very  much  of  a storj  about 
a doctor  in  Warren  County  when  they  talk 
about  these  mediocre  showings.  During  the 
meteoric  shower  in  1838,  the  negroes  all  came 
yelling  for  the  master  to  come  out  because  the 
world  was  coming  to  an  end.  He  ran  out 
on  the  back  porch  in  a short  nightgown  and 
looked  at  the  heavens.  He  picked  out  Orion 
and  somebody’s  chair  (I  have  forgotten 
whose)  and  some  of  the  other  things  that  he 
was  acquainted  with,  and  he  said,  “There  is 
no  trouble  with  the  world.  All  the  big  ones 
are  in  their  places  and  it  doesn’t  make  a damn 
bit  of  difference  about  the  little  ones.’ 

You  will  find  in  the  Jefferson  County  Med- 
ical Society  that  the  big  ones  are  in  their 
places  and  the  little  ones  keep  coming  in.  Af- 
ter a while  they  get  to  be  big  ones  too. 

McCracken. 

H.  G.  REYNOLDS,  Paducah:  I had  a 

formal  report  for  McCracken  County  but  I 
guess  I lost  it  between  here  and  Paducah. 

McCracken  County  for  the  past  four  or 
five  years  has  had  the  same  secretary.  I think 
Dr.  McChord  struck  the  keynote  when  he  said 
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the  secretary  is  tlie  county  society.  He  is  the 
man  who  mattes  me  wneeis  go  round  as  tar 
as  tiie  county  society  is  concerned. 

We  have  in  McCracken  County  the  largest 
memberslnp  we  liave  ever  nad.  i think  we 
nave  nad  tne  oest  meetings,  as  tar  as  l can  re- 
member, tnat  we  nave  ever  nad  and  i mink 
it  is  due  in  no  small  way  to  tne  dinner  meet- 
ings tnat  we  began  two  tears  ago;  l mean 
feeding  tnem.  it  seems  tney  win  come  to  a 
medical  society  to  sit  around  me  dinner  tame 
and  discuss  matters  ot  moie  or  less  import- 
ance more  readily  man  tney  will  to  a format 
meeting.  We  nave  liad  an  average  attendance 
of  twenty-three  members  out  of  the  forty- 
eight  members  for  tlie  past  two  years.  1 don't 
oeueve  mere  lias  been  a failure  on  tlie  part  oi 
any  of  tbe  members  to  come  up  witn  tne  pro- 
gram in  .tne  last  two  years  anyway. 

1 tnmk  tnere  is  a certain  degree  of  fellow- 
ship and  harmony  present  in  tne  society  than 
has  been  before,  in  my  recollection.  l)r.  .Red- 
dick is  familiar  with  these  things  more  than 
1 am,  and  as  this  formal  report  was  made  up 
oy  mm  1 am  going  to  ask  if  he  can  supple- 
ment anything  1 have  said. 

J.  T.  REDDICK,  Paducah : I might  go  a 
little  farther  and  say  that  there  has  never, 
m tne  history  of  the  society  since  1 have  been 
a member  and  tnat  has  been  thirty -seven 
years,  the  fine  fellowship  and  harmony  that 
we  nave  today.  We  have  splendid  meetings, 
and  Dr.  Reynolds  has  told  you  we  have  had 
an  average  attendance  of  twenty-three. 

W e do  not  meet  during,  the  hottest  summer 
months.  We  meet  regularly  during  the  fail, 
winter  and  spring  months,  inis  year  our  meet- 
ings have  been  unusually  interesting.  WTe 
have  had  several  splendid  speakers ; we  have 
had  essayists  from  abroad. 

We  have  had,  as  Dr.  Reynolds  has  told  you, 
a meuicai  society  dinner  at  every  meeting.  In 
March  we  had  tlie  very  great  pleasure  of  hav- 
ing Dr.  McCormack  and  Mrs.  (Jormaek  and 
Mrs.  Stilley,  secretary  and  president  of  the 
state  Woman's  Auxiliary,  when  the  county 
society  Auxiliary  was  organized  and  that  was 
a ladies'  night  meeting.  Most  of  the  doctors, 
even  those  way  out  in  the  country,  brought 
their  wives.  We  had  a fine  time  and  some 
fine  speeches  from  Dr.  McCormack,  Mrs.  Mc- 
Cormack and  Mrs.  Stilley  and  one  or  two 
others. 

W7e  had  the  reporters  of  the  newspapers 
and  I want  to  take  occasion  to  mention  the 
daily  newspaper  reporters.  We  have  two  daily 
newspapers  and  they  allow  me  to  write  the 
notice  of  our  society  and  never  fail  to  say 
what  I ask  them,  and  sometimes  more. 

During  the  year  our  Riverside  hospital  has 
been  standardized.  However,  in  today’s  pa- 
per I didn’t  see  the  name  of  that  society  men- 
tioned. I don’t  know  whether  the  standard- 


ization has  been  completed  or  not.  At  any 
rate,  tne  Riverside  Hospital,  under  tne  in- 
fluence of  tne  county  society,  nas  endeavored 
to  standardize  tnat  nospital.- 

1 want  to  say  mat  our  doctors  are  all  busy, 
they  are  too  busy  to  fuss  any  more  and  tnere 
is  no  antagonism.  Tnere  is  a fine  spirit  and 
our  doctors,  so  far  as  i know,  are  nappy',  con- 
tented and  liard  at  work,  and  we  nave  tne 
oest  lot  of  doctors  and  tne  best  county  society 
in  tne  country.  (Applause). 

tt-EiCRHTAR  T McOoitMACK : Christian 

County,  Dr.  Cary. 

Christian  County. 

W.  E.  GARY,  Hopkinsville:  We  have  had 
a very  good  year.  Hvery  doctor  in  tne  coun- 
ty wno  is  a regular  practicing  piysician  is  a 
member  of  tne  society.  We  nave  tmrLy-sev- 
en  members.  • We  nave  invited  one  of  tne 
counties  to  met  with  us  and  we  nave  an  aver- 
age of  between  forty -^ive  and  fifty  doctors  at 
every  meeting  we  nave  neid  tnis  year.  W e nad 
one  meeting'  with  Clarksville  last  month.  Our 
county  society  went  over  tnere  and  met  witn 
tnem. 

every  thing  is  going  along  very  nicely.  We 
haven’t  had  very  many  fignts  and  we  are  get- 
ting along  all  right. 

SECRe  f AR Y alcCORMACK:  PendieLon 
County,  Dr.  Drown. 

Pendleton  County. 

0.  W.  BROWiN,  Poster:  Mr.  President,  I 
have  a rather  sad  report  from  Pendleton 
County. 

As  one  of  the  other  doctors  expressed  him- 
self a while  ago,  (1  don  t know  wno  it  was) 
Pendleton  County,  up  to  the  late  war,  was 
considered  second  to  Harrison  bounty  and 
we  think  Harrison  County  lias  a very  excel- 
lent society. 

We  were  disorganized  during  the  war  and 
I think  two  of  tne  doctors  died  about  tnat 
time.  Previous  to  the  war  i think  we  had 
twenty-one  doctors  in  the  county.  We  nad 
excellent  meetings,  good  attendance  and  har- 
mony among  all  tne  members,  but  during  the 
war  we  were  disorganized  and  since  tnen  have 
reorganized  several  tunes  and  immediately 
disorganized.  I think  wre  now  have  ten  doc- 
tors. Half  of  them  are  inactive,  or  semi-act- 
ive at  least,  and  if  there  are  any  of  you  who 
have  any  salvation  or  anything  you  can  do 
to  put  Pendleton  County  on  the  map  in  the 
way  of  a medical  society  I would  be  mighty 
glad  for  you  to  suggest  something.  Dr.  Shaw, 
our  councilor,  1 believe  is  a mighty  good  man 
and  probably  will  do  something  for  us.  I 
know  he  will  try.  But  that  is  the  situation. 

There  have  been  no  deaths  in  tlie  last  year. 
There  has  been  one  removal  just  recently,  but 
at  this  time  we  still  have  ten  men  in  the  coun- 
ty and  I will  say  half  of  them  inactive. 

SECRETARY  McCORMACK:  In  my  of- 
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fice  I have  a couple  of  representatives  from 
Pendleton  County,  and  they  constantly  tell 
us  that  while  the  number  of  doctors  has 
gradually  decreased  it  has  concentrated  the 
effectiveness  of  the  whole  bunch  and  the  man- 
tle of  their  elders  has  fallen  on  them.  They 
are  constantly  expecting  great  things  from 
Pendleton  County  and  1 hope  very  much  Dr. 
Brown  will  go  back  and  invite  them  in  tc  the 
same  sort  of  dinner  he  has  been  eating  and 
1 think  it  will  g:et  religion  in  the  crowd. 

Shelby  County. 

GRAHAM  LAWRENCE,  Shelbyville:  We 
formerly  had  thirty-two  physicians  in  the 
county ; today  we  have  eighteen.  We  meet  the 
third  Thursday  in  each  month,  have  a dinner 
with  all  the  members  of  the  society  present, 
except  two. 

PRESIDENT  STILLEY : Is  there  any  fur- 
ther business  to  come  before  the  House  of 
Delegates  ? 

If  there  is  nothing  further,  the  House  f 
Delegates  will  adjourn  until  eight  o’clock  to- 
morrow morning. 

The  meeting  adjourned  at  eight-thirty 
o ’clock. 

Third  Session,  Tuesday  Morning,  October  4. 

The  meeting  convened  at  eight  o’clock, 
President  Stilley  presiding. 

PRESIDENT  STILLEY:  The  House  of 

Delegates  will  please  come  to  order. 

SECRETARY  MeCORMACK : This  is  the 
report  of  the  Committee  on  Military  Medi- 
cine, Garland  Sherrill,  Chairman. 

The  Surgeon  General  has  invited  the  State 
Medical  Associations  to  appoint  a Military 
Committee  with  the  view  of  creating  a bet- 
ter understanding  of  the  Medical  Department 
Reserve  Corps  project  in  securing  the  enroll- 
ment of  desirable  physicians,  also  as  a liaison 
through  which  he  can  communicate  with  the 
State  Medical  Association. 

“The  records  indicate  that  as  of  Septem- 
ber 15,  1927  the  State  of  Kentucky  had  in 
the  Medical  Reserve  Corps  209  officers.  They 
are  distributed  in  grade  as  follows: 


Colonels  8 

Lieutenant  Colonels  18 

Majors  58 

Captains  57 

1st  Lieutenants  68 


“During  the  period,  September  15,  1926  to 
September  15,  1927,  there  were  only  eleven 
new  accessions  to  the  Medical  Reserve  Corps 
from  the  State  of  Kentucky.  In  view  of  the 
past  history  of  your  state  and  its  contribu- 
tions of  man-power  in  support  of  the  national 
government  and  the  further  fact  of  its  im- 
portance in  the  training  and  education  of  the 
medical  profession,  it  is  not  believed  that 
your  Association  should  be  , satisfied  with  this 
showing.  It  is,  therefore,  believed  that  your 
Association  can  be  of  most  value  in  the  mat- 


ter of  national  preparedness  by  bringing  to 
the  attention  of  the  members  of  ttie  mectica? 
profession  their  duty  to  their  country  which 
can  be  manifested  by  affiliating  themselves 
with  the  Medical  Reserve  Corps. 

‘ ‘ Each  member  of  this  Association  is  earn- 
estly urged  to  aid  in  obtaining  young  men  to 
join  the  Medical  Officers’  Reserve  Corps,  and 
your  Committee  feels  ^ure  that,  as  in  the  past, 
this  call  will  meet  the  proper  response.” 

I move  the  adoption  of  the  report,  Mr. 
President,  with  the  general  request  on  the 
part  of  the  Association  that  our  members  en- 
roll in  the  Medical  Reserve  Corps.  Enroll- 
ment is  not  an  idle  thing.  It  is  a very  val- 
uable thing. 

The  post-graduate  courses  that  are  under- 
taken by  the  Medical  Corps  of  the  Army  are 
of  very  great  value  and  the  members  really 
get  something  for  their  service  in  it. 

One  of  the  most  delightful  vacations  one 
can  have  is  the  two  weeks’  course  at  the  Car- 
lisle Military  barracks  in  the  summertime. 
It  is  nice  to  go  there,  it  is  a nice  place,  they 
have  delightful  post-graduate  work  that  is 
very  effective  and  instead  of  having  a man 
worried  about  what  the  cost  of  his  vacation 
will  be  and  where  it  is  coming  from,  he  is  paid 
by  the  army  and  gets  a considerable  amount 
of  comfort  from  that  fact. 

L.  H.  SOUTH:  Are  women  physicians  eli- 
gible for  this? 

SECRETARY  MeCORMACK:  They  are 

naturally  in  the  war  department.  They  don’t 
have  to  enroll. 

R.  JULIAN  ESTILL,  Lexington : Is  the 

service  at  Camp  Knox  compulsory  for  every 
member  of  the  Reserve  Corps? 

SECRETARY  MeCORMACK:  The  mem- 
ber of  the  Medical  Reserve  Corps  is  required 
once  during  his  four-year  term,  and  before  he 
is  eligible  to  promotion,  to  spend  one  or  two 
weeks  somewhere.  Nearly  all  the  medical  men 
are  going  to  Carlisle  barracks,  or  going  some- 
where, every  four  years  and  spend  two  weeks 
in  the  course. 

The  motion  was  regularly  seconded,  put  to 
a vote  and  carried. 

SECRETARY  MeCORMACK:  Mr.  Presi- 
dent, I have  here  a bill  that  I want  to  ask  be 
spread  on  the  minutes  and  referred  to  the 
Committee  on  Legislation  for  further  investi- 
gation. It  is  a bill  to  provide  for  the  sexual 
sterilization  of  inmates  in  institutions  in  cer- 
tain cases.  It  follows  along  the  line  of  the 
recently  enacted  statute  in  Virginia  which  has 
been  upheld  by  the  Supreme  court  of  the 
United  States  and  is  a matter  of  very  consid- 
erable importance. 

It  has  been  sent  to  us  by  Dr.  Nolan,  one  of 
our  Vice  Presidents,  with  the  approval  of  the 
Harlan  County  Medical  Society.  It  is  a mat- 
ter of  very  great  importance.  I believe  it 
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should  be  very  carefully  considered  with  a 
view  to  its  introduction  in  the  general  assem- 
bly if  this  particular  bill,  or  some  modifica- 
tion, or  similar  bill,  be  approved. 

“A  bill  to  provide  for  the  sexual  steriliza- 
tion of  inmates  of  state  institutions  in  certain 
cases. 

"Whereas,  Both  the  health  of  the  individ- 
ual patient  and  the  welfare  of  society  may  be 
promoted  in  certain  cases  by  the  sterilization 
of  mental  defectives  and  habitual  criminals 
under  careful  safeguard  and  by  competent 
and  conscientious  authority,  and 

“Whereas,  Such  sterilization  may  be  effect- 
ed in  males  by  the  operation  of  vasectomy  and 
in  females  by  the  operation  of  salpingectomy, 
both  of  which  said  operations  may  be  per- 
formed without  serious  pain  or  substantial 
danger  to  the  life  of  the  patient,  and 

“Whereas,  The  commonwealth  has  in  cus- 
todial care  and  is  supporting  in  various  state 
institutions  many  defective!  and  habitually 
criminal  persons  who  if  now  discharged  or  pa- 
roled would  likely  become  bv  the  propagation 
of  their  kind  a menace  to  society  but  who  if  in- 
capable of  procreating  might  properly  and 
safely  he  discharged  or  paroled  and  become 
self  supporting  with  benefit  both  to  them- 
selves and  to  society,  and 

"Whereas,  Human  experience  has  demon- 
strated that  heredity  plays  an  important  part 
in  the  transmission  of  insanity,  idiocy,  imbe- 
cilitv,  epilepsy  and  crime ; 

"Be  It  Enacted  by  the  General  Assembly 
of  Kentucky : , 

“1.  Whenever  the  superintendent  or  war- 
den of  the  state’s  reformatories  or  hospitals 
for  the  insane  or  feeble  minded  shall  be  of  the 
opinion  that  it  is  for  the  best  interests  of  the 
patient  or  inmate  and  of  society  that  any  in- 
mate of  the  institution  under  his  care  should 
be  sexually  sterilized,  such  superintendent  or 
warden  is  hereby  authorized  to  cause  to  oe 
performed  by  some  capable  physician  or  sur- 
geon the  operation  of  sterilization  on  anv  such 
patient  or  inmate  confined  in  such  institution 
afflicted  with  insanity,  idiocv,  imbecility,  fee- 
ble mindedness,  epilepsy  or  habitual  crimin- 
ality. provided  that  such  superintendent  or 
warden  shall  have  first  compiled  with  the  re- 
quirements of  this  act. 

“2.  Such  superintendent  or  warden  shall 
first  present  to  the  trustees  or  managers  of 
his  hospital  or  reformatory  a petition  stating 
the  facts  of  the  cause  and  the  grounds  of  his 
opinion,  verified  by  his  affidavit  to  the  best 
of  his  knowledge  and  belief,  and  praying  that 
an  order  may  be  entered  by  said  trustees  or 
managers  in  their  order,  upon  the  inmate  of 
his  institution  named  in  such  petition,  the  op- 
eration of  vasectomy  if  upon  a male  and  of 
salpingectomy  if  upon  the  female. 

"A  copy  of  said  petition  must  be  served 


upon  the  inmate  together  with  a Uotice  in 
writing  designating  the  time  and  place  in  the 
said  institution,  not  less  than  thirty  days  be- 
fore the  presentation  of  such  petition  to  said 
trustees  or  managers  when  and  where  said 
trustees  or  managers  may  hear  and  act  upon 
such  petition. 

"A  copy  of  said  petition  and  notice  shall 
also  be  served  upon  the  legal  guardian  or  com- 
mittee of  the  said  inmate  if  such  guardian 
or  comittee  be  known  to  the  said  superintend- 
ent or  warden,  and  if  there  be  no  such  guard- 
ian or  committee  or  none  such  be  known  to 
the  said  superintendent  or  warden,  then  the 
said  superintendent  Or  warden  shall  apply  to 
the  Circuit  court  of  the  county  or  city  in 
which  said  institution  is  situated,  or  to  the 
judge  thereof  in  vacation  who  by  a proper 
order  entered  in  the  common  law  order  book 
of  the  said  court  shall  appoint  some  suitable 
person  to  act  as  guardian  of  the  said  inmate 
during  and  for  the  purpose  of  proceedings 
under  this  act,  to  defend  the  rights  and  in- 
terests of  said  inmate,  and  the  guardian  so 
appointed  shall  be  paid  by  the  said  institu- 
tion a fee  not  exceeding  fifteen  dollars  as 
may  be  determined  by  the  judge  of  the  said 
court  for  his  services  under  said  appointment 
and  such  guardian  shall  be  served  likewise 
with  a copy  of  the  aforesaid  petition  and  no- 
tice. Such  guardian  may  be  removed  or  dis- 
charged at  any  time  by  the  said  court  or  the 
judge  thereof  in  vacation  and  a new  guardian 
appointed  and  substituted  in  his  place. 

"If  the  said  inmate  be  an  infant  having 
living  parents  whose  names  and  addresses  are 
known  to  said  superintendent  or  warden,  they 
or  either  of  them  as  the  case  may  be  shall  >e 
served  likewise  with  a copy  of  the  said  peti- 
tion and  notice  aforesaid. 

"The  said  trustees  or  managers  may  re- 
ceive and  consider  as  evidence  at  cne  saiu 
hearing  the  commitment  papers  and  other  re- 
cords of  the  said  inmate  in  any  of  the  afore- 
said named  institutions  as  certified  by  the  sup- 
erintendent or  warden  thereof,  together  with 
such  other  legal  evidence  as  may  be  offered  by 
any  party  to  the  proceedings. 

"Any  member  of  said  trustees  or  managers 
shall  have  power  to  administer  oaths  to  any 
witnesses  at  such  hearing. 

"Depositions  may  be  taken  by  any  party 
after  due  notice  and  read  in  evidence  if  other- 
wise pertinent. 

"The  said  trustees  or  managers  shall  pre- 
serve and  keep  all  recorded  evidence  offered 
at  such  hearings  and  shall  have  reduced  to 
writing  in  duplicate  all  oral  evidence  so  heard 
to  be  kept  with  its  records. 

"Any  party  to  the  said  proceedings  shall 
have  the  right  to  be  represented  by  counsel 
at  such  hearings. 

"The  trustees  or  managers  may  deny  the 


C96 


KENTUCKY  MEDICAL  JOURNAL 


[December,  1927 


prayer  of  said  petition  or  if  they  shall  find 
that  the  said  inmate  is  insane,  idiotic,  imbe- 
cile, feeble  minded,  epileptic  or  habitually 
criminal,  and  by  the  laws  of  heredity  is  the 
probable  potential  parent  of  socially  inade- 
quate offspring  likewise  afflicted,  that  the 
said  inmate  may  be  sexually  sterilized  without 
detriment  to  his  or  her  general  health,  and 
that  the  welfare  of  the  inmate  ami  of  society 
will  be  promoted  by  such  sterilization,  the  said 
trustees  or  managers  may  order  .he  said  sup- 
erintendent or  warden  to  have  performed  by 
some  competent  physician  to  be  named  in  such 
order  upon  the  said  inmate,  after  not  less 
than  thirty  days  from  the  date  of  such  order, 
the  operation  of  vasectomy  if  a male  or  of  sal- 
pingectomy if  a female ; provided  that  noth- 
ing in  this  act  shall  be  construed  to  authorize 
the  operation  of  castration  nor  the  romoval 
of  sound  organs  from  the  body. 

“3.  From  any  order  so  entered  by  the 
said  trustees  or  managers  the  said  superin- 
endent  or  warden  or  the  said  inmate 
or  her  committee  or  guardian  or  parent  or 
next  friend  shall  within  thirty  days  after  the 
date  of  such  order  have  an  appeal  of  right  to 
the  Circuit  court  of  the  county  or  city  in 
which  the  said  institution  Is  situated,  which 
appeal  may  be  taken  by  giving  notice  thereof 
in  writing  to  any  member  of  the  sad  trustees 
or  managers  and  to  the  other  parties  to  the 
said  proceeding,  whereupon  the  said  super- 
intendent or  warden  shall  forthwith  cause  a 
copy  of  the  petition,  notice,  evidence  and  or- 
ders of  the  said  trustees  or  managers  certi- 
fied by  the  chairman  or  ,n  his  absence  by  any 
other  member  thereof,  to  the  clerk  of  the  said 
Circuit  court  who  shall  file  the  same  and 
docket  the  appeal  to  be  heard  and  determined 
'by  the  said  court  as  soon  thereafter  as  may 
be  practicable. 

“The  said  Circuit  court  in  determining 
such  appeal  may  consider  the  record  of  the 
proceedings  before  the  said  trustees  or  man- 
agers, including  the  evidence  therein  appear- 
ing together  with  such  other  legal  evidence 
as  the  said  court  may  consider  pertinent  and 
proper  that  may  be  offered  to  the  said  court 
by  any  party  to  the  appeal. 

“Upon  such  appeal  the  said  court  may  af- 
firm, revise,  or  reverse  the  orders  of  said 
trustees  or  managers  appealed  from  and  may 
enter  such  order  as  it  deems  just  and  right 
and  which  it  shall  certify  to  the  said  trustees 
or  managers. 

‘ ‘ The  pendancy  of  such  appeal  shall  stay 
proceedings  under  the  order  of  the  trustees 
or  managers  until  the  appeal  be  determined. 

“4.  Any  party  to  such  appeal  in  the  Cir- 
cuit court  may  within  thirty  days  after  the 
date  of  the  final  order  therein  apply  for  an 
appeal  to  the  Court  of  Appeals  which  may 
grant  or  refuse  such  appeal  and  shall  have 


jurisdiction  to  hear  and  determine  the  same 
upon  the  record  of  trial  in  the  Circuit  court 
and  to  enter  such  order  as  it  may  find  that 
the  Circuit  should  have  entered. 

“The  pendancy  of  an  appeal  in  the  Court 
of  Appeals  shall  operate  as  a stay  of  proceed- 
ings under  any  orders  of  the  said  trustees  or 
managers  or  of  the  Circuit  court  until  the  ap- 
peal be  determined  by  the  said  Court  of  Ap- 
peals. 

“5.  Neither  any  of  said  superintendents 
or  wardens  nor  any  other  person  legally  par- 
ticipating in  the  execution  of  the  provisions 
of  this  act  shall  be  liable  either  civilly  or  crim- 
inally on  account  of  said  participation. 

“6.  Nothing  in  this  act  shall  be  construed 
so  as  to  prevent  the  medical  or  surgical  treat- 
ment for  sound  therapeutic  reasons  of  any 
person  in  this  state,  by  a physician  or  surgeon 
licensed  in  the  state,  which  treatment  may  in- 
cidentally involve  the  nullification  or  destruc- 
tion of  the  reproductive  functions.” 

I move  it  be  referred  to  the  Legislative 
Committee  with  power  to  act. 

The  motion  was  regularly  seconded,  put  to 
a vote  and  carried. 

PRESIDENT  STILLEY:  Report  of  Com- 
mittee on  Medical  Education,  Dr.  Jenkins. 

W.  A.  JENKINS,  Louisville:  Mr.  Presi- 
dent and  Members:  “Your  Committee  res- 
pectfully submits  the  following  tentative 
statement  of  principles.  Therefore  be  it 

Resolved : First,  That  the  slogan  of  modern 
medicine  is  Prophylaxis.  Accordingly  this  So- 
ciety congratulates  our  State  Board  of  Health 
on  its  previous  achievements  and  pledges  the 
confidence  and  support  of  this  society  in  all 
of  its  future  activities.  We  feel  that  our  en- 
deavors should  be  continued  until  every  coun- 
ty in  the  state  of  Kentucky  is  equipped  with 
a full  time  county  health  officer. 

“Second.  That  this  Society  is  deeply  con- 
cerned for  and  should  take  an  active  interest 
in  our.  own  medical  school  and  in  all  legis- 
lative matters  which  affect  our  school  and 
medical  practice  in  our  state. 

“Third.  That  it  is  the  sentiment  of  this 
body  that  the  prime  object  of  our  medical 
school  should  be  to  equip  and  graduate  good 
general  practitioners  of  medicine,  primarily 
for  the  benefit  of  the  people  of  our  own  state 
and  secondarily  for  the  benefit  and  advan- 
tage of  those  young  men  and  women  who  may 
desire  to  avail  themselves  of  the  facilities 
which  we  offer. 

“Fourth.  That  we  deplore  and  regard  as 
unwise  and  unsafe  the  wholesale  tendency  of 
our  recent  medical  graduates  to  rush  into 
specialties  without  adequate  preparation  for 
same.  We  feel  that  the  manner  of  taking  up 
of  specialties  should  be  regulated  and  super- 
vised by  the  medical  schools  or  by  legislative 
enactment.  It  would  perhaps  be  better  for 
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each  medical  graduate  to  do  general  practice 
for  five  years  or  its  equivalent  in  accredited 
hospital  work  before  allowing  said  graduate 
to  practice  as  a specialist. 

“Fifth.  Regarding  the  question  of  full- 
time teachers  in  our  medical  schools,  we  feel 
that  for  certain  branches  the  full-time  teach- 
er is  a necessity.  However,  as  far  as  the  clin- 
ical branches  are  concerned,  we  feel  that  the 
outstanding  experienced  and  reputable  clin- 
icians of  the  locality  in  question  should  be  the 
chief  factors  in  determining  the  amount  and 
character  of  work  necessary  to  obtain  a med- 
ical degree ; likewise  that  the  bulk  of  the 
clinical  teaching  should  be  directed  by,  and 
in  a considerable  part  done  by,  prominent 
clinicians,  men  actually  engaged  in  the  prac- 
tice of  medicine. 

“Sixth.  We  feel  that  the  policy  and  the 
management  of  a medical  school  should  in  the 
main  be  determined  and  carried  out  by  doc- 
tors, rather  than  by  professional  educators  or 
as  a rule  are  academic  men  without  medical 
education  or  even  adequate  understanding  of 
the  medical  needs  of  the  community  in  which 
the  particular  medical  school  is  located. 

“Seventh.  We  feel  that  the  members  of 
this  Association  owe  it  to  their  constituents, 
their  people,  the  citizens  of  their  locality,  to 
keep  themselves  informed  on  all  medical  leg- 
islative measures,  (proposed  or  actually  in 
force)  and  to  instruct  or  inform  fully  said 
people  or  citizens  regarding  such  legislation 
in  order  that  an  intelligent  vote  or  expres- 
sion of  opinion  may  be  registered. 

“Respectfully  submitted, 

W.  A.  Jenkins,  Louisville 
C.  A.  Calvert,  Scottsville 
J.  A.  Caldwell,  Newport.” 

P.  E.  BLACKERBY,  Louisville : I move 

we  adopt  the  report. 

The  motion  was  seconded. 

SECRETARY  McCORMACK:  1 mo 

that  it  be  read  at  one  of  the  largely  attended 
sessions.  I believe  this  report  is  of  such  mom- 
ent it  should  be  brought  to  the  attention  of 
the  entire  profession. 

P.  E.  BLACKERBY : I will  include  that 
in  my  motion. 

The  motion  as  amended  was  put  to  a vote 
and  carried. 

PRESIDENT  STILLEY : Any  new  busi- 
ness? 

L.  H.  SOUTH : I had  a very  interesting 
experience  with  a form  of  religion  that  I do 
not  admire,  but  they  have  one  thing  that  I 
really  appreciate.  They  say  that  when  they 
meet  a person  face  to  face  and  don’t  show 
them  the  light,  as  they  call  it,  the  burden  of 
1 11  > damnation  is  on  their  souls. 


I think  when  a doctor  meets  a person,  goes 
into  a home  and  doesn’t  give  out  his  know- 
ledge to  the  whole  family,  the  burden  of  the 
illness  of  that  family  is  on  that  doctor’s  soul, 
and  I think  that  is  the  one  thing  that  this 
religion  has  taught  me,  and  it  is  yours  too. 

When  you  meet  a person  in  your  practice 
who  has  bad  teeth  or  tonsils,  it  is  your  duty 
to  advise  thei  rremoval. 

In  the  city  of  Louisville  we  have  one  of  the 
biggest  wholesale  houses  in  the  United 
States,  and  the  last  five  years  three  of  the 
heads  of  those  departments  have  died  and  one 
of  them,  my  very  special  friend,  was  an  in- 
valid for  a number  of  years  in  spite  of  the 
fact  that  I had  been  telling  and  telling  him 
that  he  should  go  on  a diet  and  put  himsell 
under  the  care  of  a doctor.  He  didn’t  do  it. 

But  if  heads  of  big  business  would  have 
themselves  physically  examined  and  all  their 
employees  and  live  according  to  the  rules  of 
health,  there  woidd  be  a great  deal  less 
sickness  and  ill  health. 

How  many  doctors  and  how  many  people 
know  the  real  value  of  good  food  ? Whenever 
you  eat  a piece  of  white  bread  you  are  simply 
taking  away  from  the  ingredients  of  wheat 
fifteen  or  sixteen  elements  that  are  needed  in 
your  body.  But  where  can  you  get  whole 
wheat  bread.  You  can’t  buy  it.  It  is  noth- 
ing but  bran  and  white  flour  mixed.  When 
vou  eat  vegetables  cooked  with  grease  you 
have  lost  all  the  vitamins  in  the  grease.  When 
you  eat  more  than  120  grams  of  meat  a day  it 
means  that  everv  organ  in  your  body  has  to 
go  to  work  to  eliminate  it. 

You  can  take  a rabbit  and  put  it  on  a meat 
diet  and  in  a short  time  arteriosclerosis  will 
develop.  All  these  problems  have  been  dem- 
onstrated by  scientists  but  they  have  not 
reached  the  doctors. 

I once  read  an  article  as  to  how  long  it 
took  an  idea  to  travel  from  to  place.  This 
article  was  on  glasswear.  It  was  100  years 
before  other  people  could  make  it  within  a 
radius  of  200  miles.  So  with  medical  know- 
ledge. Some  of  these  things  have  been  known 
since  the  time  of  Socrates  and  Plato  and  vet 
it  has  taken  us  all  these  years  to  find  them 
out. 

Plato  speaks  of  the  sterilization  of  the  un- 
fit. That  was  2000  years  ago  and  we  still 
havp  those  same  problems  with  us. 

Take  the  question  of  the  spread  of  the  var- 
ious diseases.  Most  all  of  our  diseases  come 
from  human  beings.  On  this  question  of  in- 
fantile paralysis  that  we  are  struggling  with 
now,  those  germs  have  no  wings  and  can  not 
fly,  they  are  transported  from  one  patient 
to  another.  It  is  a germ  of  some  kind. 
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I think  one  of  the  most  prevalent  ways  of 
communicating  diseases  is  through  hand-shak- 
ing and  through  the  use  of  common  utensils 
we  eat  from  in  various  public  places.  It 
was  proven  at  the  cantonments  during  the 
influenza  epidemic,  that  a great  deal  of  the 
influenza  was  due  to  the  lack  of  proper  wash- 
ing of  the  dishes,  that  when  they  didn’t  wash 
them  through  live  steam  the  organisms  could 
be  recovered  in  the  dish  water. 

We  find  that  the  tuberculosis  germ  ean  be 
found  on  doorknobs  and  dishes. 

I think  it  is  our  duty  to  spread  this  gos- 
pel of  health  which  Ave  all  knew  so  well  and 
make  it  public  knoAvledge.  There  is  no  reason 
in  the  world  for  you  to  have  all  this  know- 
ledge in  your  head  and  not  give  it  out.  You 
can  have  a bottle  of  quinine  and  put  it  on  the 
mantlepiece  and  never  cure  a case  of  malaria 
unless  it  gets  into  the  patient’s  system. 

We  have  knowledge  that  has  been  known 
for  years  and  years.  We  have  gotten  nothing 
new  in  medicine  or  disease.  We  can  go  back 
and  find  out  what  they  said  about  bubonic 
plague  if  you  read  the  Sanskrit  it  describes 
the  rats  that  carried  the  plague.  In  the  mid- 
dle ages,  when  artists  depicted  the  plague, 
they  would  also  have  in  one  corner  a dead  rat 
with  his  feet  up  showing  in  that  time 
they  recognized  the  rat  had  something  to  do 
with  this  plague.  Back  at  the  time  the  Sans- 
krit was  written  there  was  an  association  be- 
tween the  rat  and  the  plague  and  yet  it 
wasn’t  common  knowledge  and  it  never  did 
dawn  on  us  until  recent  years  that  the  rat 
did  carry  it. 

The  same  way  with  the  treatment  of  lep- 
rosy. We  thought  we  had  gotten  something 
new  when  we  got  chaulmoogra  oil  but  the 
('Jhir'pcjp  bad  been  us  in  or  it  for  centuries. 

All  this  past  knowledge,  and  the 
knowledge  we  are  aommnlat'ng  noAV  is  not  go- 
ino-  to  do  any  good  unless  il  is  spread  around 
and  becomes  universal. 

One  way  to  make  it  universal  is  to  get  our 
medical  schools  to  make  the  medical  courses 
far  more  practical  and  teach  the  doctors 
things  that  are  going  to  be  of  some  service  to 
them. 

1 understand  you  have  to  memorize  the 
"henrcal  formulas  of  sixteen  amino  acids  be- 
fore you  can  pass  a chemistry  examination. 
What  good  is  that  going  to  do  any  practition- 
er to  memorize  all  those  formulas?  I know  that 
is  true  because  I took  this  course  in  chemistry 
and  T ha\re  been  practicing  for  twenty-eight 
vears  and  Avas  a fairly  good  doctor  when  I was 
a practicing  physician.  T cleaned  up  many  a 
patient’s  mouth  and  tonsils  in  those  days  and 
nobodv  knew  anything  about  it.  If  I did 
nothing  else  but  that  one  thing.  I feel  I h&.c 
served  some  purpose,  but  I never  had  to  use 


those  fifteen  or  sixteen  different  formulas. 

It  is  well  to  know  that  proteins  do  break 
down  in  all  these  amino  acids  and  you  don’t 
have  to  have  a specialist  spending  hours  try- 
ing to  learn  that  when  there  are  so  many 
other  things  of  far  more  importance. 

The  young  men  going  out  in  the  world 
mi^st  be  taught  the  little  things  in  life  that 
mean  so  much,  the  value  of  food,  the  value  of 
sunshine,  the  value  of  taking  sun  baths.  The 
greatest  therapeutic  value  in  the  world  is  the 
sun  baths  you  can  get  right  in  your  own 
home;  and  the  hot  and  cold  showers. 

Only  sixteen  per  cent  of  the  illnesses  of  life 
demand  a specialist  and  Avhen  they  do  need 
them,  they  need,  them  badly.  I know  that 
from  a personal  experience.  For  six  years 
I was  a terrible  invalid  and  I couldn’t  get  a 
person  in  the  Avorld  Avho  could  tell  me  Avhat 
happened.  If  any  body  should  get  good 
medical  attention,  I should  have  but 
T couldn’t  get  it.  I almost  died  before  I 
could  get  someone  to  look  at  a little  thing  in 
my  mouth.  I had  an  abscessed  tooth 

So  the  small  things  are  what  we  have  to 
watch  for. 

Another  thing  you  ought  to  clean  up  are 
your  offices.  Go  into  the  ordinary  doctor’s 
office  and  you  Avill  find  it  is  unhygienic,  he 
has  never  cleaned  up  his  desk  or  spittoons,  or 
anything  at  all.  You  should  start  out  to  be 
an  example  in  the  community.  If  you  don’t 
lead  in  health  matters  somebody  else  will  lead 
for  you.  We  have  to  clean  up  our  oAvn  mouths, 
have  good  teeth. 

I met  a doctor  downstairs,  a fine  looking 
doctor,  and  T asked  him  Iioav  he  looked  so 
Avell.  He  said.  “T  have  in  my  house  whole 
Avheat  bread,  milk  and  law  vegetables.”  He 
eats  this  diet. 

Remember  in  Frankfort  Avhen  Hr.  Gold- 
thwaite  brought  a man  to  the  state  med- 
ical meeting,  a man  of  sixty  years  old  and 
he  looked  as  though  he  were  a man  of  forty- 
five.  He  attributed  it  to  his  posture  and 
diet. 

We  sit  down  all  humped  over  and  we  don’t 
get  the  breath  of  life  into  our  bodies.  We 
should  be  a walking  example  of  health.  It  is 
something  you  have  to  study. 

The  practice  of  medicine  has  changed 
considerably  and  the  more  we  have  preventive 
medicine  the  more  we  have  to  be  leaders  in 
it.  I Avish  you  would  all  read  that  article  I 
spoke  about  in  the  Atlantic  Monthly  about 
the  cost  of  illness.  There  are  2,500,000  peo- 
ple sick  every  year  and  the  current  expense 
of  these  ordinary  illnesses  that  can  be  pre- 
vented. The  Metropolitan  Life  Insurance 
'Company  has  written  a great  deal  about  it 
and  T think  our  hope  in  the  present  civiliza- 
tion is  earing  for  the  individual. 
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You  know  so  many  scientists  tell  us  that 
we  are  at  the  crossroads  of  whether  our  civ- 
ilization is  going  to  endure  or  not.  It  is  be- 
cause we  are  breeding  so  many  unfit  people, 
and  the  people  of  the  upper  walks  of  life  are 
not  as  numerous  as  the  people  of  the  lower 
walks  of  life.  You  can  get  history  right  in 
our  own  state,  of  grandparents,  paients  and 
grandchildren  all  being  in  state  institutions  at 
some  time  or  other.  We  know  all  these  things, 
but  they  have  to  be  universal  knowledge. 

Everything  we  know  has  to  be  made  univer- 
sal and  we  must  preach  that  though  the  med- 
ical students  and  through  our  schools. 

As  the  English  say,  while  I am  on  my  legs 
I would  like  to  say  that  we  wish  we  could 
meet  the  senior  medical  students  and  tell  them 
about  the  aims  and  objects  of  the  Kentucky 
State  Medical  Association,  get  them  inter- 
ested so  that  when  they  graduate  they  will 
want  to  become  members  of  the  respective 
county  societies,  and  be  trained  the  right  way. 
i would  like  to  have  that  duty  devolve  upon 
me.  (Applause) 

PRESIDENT  STILLEY : Any  new  busi- 
ness : 

W.  E.  GARDNER,  Louisville:  I under- 

stand Dr.  Fort  made  a report  on  Jefferson 
County  to  the  House  of  Delegates  yesterday. 

I think  the  fifth  district  is  composed  of  Jef- 
ferson County  and  seven  or  eight  counties  im- 
mediately east  of  Louisville.  They  have  been 
going  along  in  a very  healthy  sort  of  fashion 
during  the  past  year.  I have  ‘been  able  to  at- 
tend most  of  the  county  society  meetings,  not 
all  of  them,  and  I think  the  membership  for 
the  district  has  held  up  almost  to  that  of  last 
year,  perhaps  about  even. 

The  report  as  published  in  the  state  Journ- 
al shows  a loss  of  three  or  four  at  the  time 
that  publication  was  made,  but  there  have 
been  some  additional  members  who  have  come 
jii  since  that  time. 

We  have  no  large  district  society  in  this 
group  outside  ,of  Louisville.  In  the  past  two 
years,  however,  we  have  had  what  we  call  a 
tri-county  meeting  up  in  the  counties  of  Car- 
roll,  Owen  and  Gallatin,  meeting  one  year  at 
Sparta  and  another  year  at  Owenton,  and  we 
hope  to  have  a meeting,  perhaps  next  year,  at 
Carrollton.  At  these  meetings  we  have  had  a 
good  attendance  and  quite  a good  deal  of  in- 
terest. 

We  usually  have  one  or  two  men  go  out  of 
Louisville  at  the  invitation  of  the  local  so- 
ciety in  one  or  more  of  the  societies  in  this 
group  and  we  have  had  quite  a good  deal 
of  interest.  I think  the  general  feeling  of  the 
profession,  as  far  as'  their  relation  to  each 
other,  is  very  satisfactory. 

SECRETARY  MeCOKMACK:  Mr.  Presi- 


dent, Dr.  Abell,  in  discussing  the  appointment 
of  the  committees  this  year,  selected  Dr  Scott 
of  Lexing-ton  as  chairman  of  the  Committee  of 
Medical  Ethics.  lie  was  selected  for  a dis- 
tinct purpose. 

At  Crab  Orchard  two  years  ago,  Dr.  Scott 
made  a report  on  medical  ethics  in  which  he 
discussed  the  question  of,  not,  the  chronic 
prescriber  or  chronic  user  of  alcohol,  but  of 
the  reputable,  upstanding  members  of  the  pro- 
fession prostituting  the  privilege  given  them 
by  law  in  using  alcohol  for  medicinal  pur- 
poses, getting  six  quarts  for  prescriptions  and 
using  them  for  beverage  purposes  thereby 
setting  apart  members  of  the  medical  pro- 
fession as  a privileged  class.  They  are  using, 
misusing,  a legal  provision  given  them  for 
the  benefit  of  sick  people,  in  so  far  as  alcohol 
is  useful  to  sick  people,  on  which  many  of  us 
disagree. 

The  House  of  Delegates,  at  that,  meeting, 
unanimously  approved  the  report  of  that 
Committee.  The  Council,  for  the  last  three 
years,  has  re-emphasized  the  contents  of  that 
report.  Dr.  Scott  feels  that  having  said  this 
thing,  and  having  had  the  unanimous  adop- 
tion, which  to  a very  considerable  extent  has 
been  neglected,  he  has  done  his  duty  in  the 
matter.  He  probably  has,  and  yet  I don’t 
believe  we  should  let  the  occasion  pass  with- 
out at  least  calling  the  attention  of  the  pro- 
fession to  the  stand  of  the  organized  profes- 
sion on  this  subject. 

I have  always  been  very  happy  over  the 
fact  that  this  Association  was  the  only  organ- 
ization in  medicine  that  protested  against  the 
adoption  of  the  Eighteenth  Amendment  in  the 
words  and  terms  in  which  it  was  adopted  when 
it  came  to  saddling  on  the  profession  the  -e- 
sponsibility  for  the  distribution  of  alco- 
holic beverages.  If  they  are  going  to  pro- 
hibit it,  prohibit  it.  That  was  the  attitude 
we  took  when  this  resolution  was  before  Con- 
gress. I have  always  been  proud  of  that  fact. 

I know  of  my  own  knowledge  that  a number 
of  fine,  young  men  who  graduated  from  the 
university  the  last  few  years  have  found  it  so 
much  easier  to  prescribe  a beverage,  the  con- 
tents they  know  fairly  well,  than  to  practice 
the  complicated  profession  that  has  been  hon- 
ored by  so  many  of  our  leaders  in  the  past. 
They  have  fallen  into  doing  that  sort  of  thing. 

I believe  we  should  reiterate  our  stand  on 
the  matter.  It  seems  to  me  that  it  is  extreme- 
ly important  that  we  make  it  clear  that  the 
privilege  given  by  law  to  medical  men  to  pre- 
scribe liquor  was  given  for  the  purpose  of  pre- 
scribing it  for  patients  actually  under  their 
control,  who  were  examined  by  them  and  the 
prescriptions  written  because  that  medication 
was  indicated  and  they  needed  it;  that  the 
whiskey  permitted  to  be  withdrawn  by  the  doc- 
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tor  is  withdrawn  for  the  purpose  of  adminis- 
tration to  sick  people  and  for  no  other  pur- 
pose. As  educated,  trained  leaders  of  the  pro- 
fession, we  haven’t  a right  to  use  that  stuff 
for  any  other  purpose  than  for  indicated  ill- 
ness, and  I think  we  can’t  re-emphasize  it  too 
often. 

We  now  have  in  this  state  some  sixty  men 
under  indictment,  or  in  prison,  or  undergoing 
trial  for  violation  of  this  lawT,  and  as  long  as 
the  leaders  in  the  profession  themselves  vio- 
late the  law  there  is  no  possibility  of  getting 
those  members  of  the  profession  who  are  not 
so  well  trained,  and  do  not  understand  the 
ethics  of  the  matter  so  well,  to  do  the  correct 
thing  and  they  are  going  to  get  caught.  They 
are  caught  largely  by  being  misled. 

I don’t  believe  this  matter  can  be  reiterat- 
ed too  often,  and  I think  it  is  my  duty  to  calf 
this  to  the  attenion  of  the  profession  again  at 
this  time  so  that  something  can  be  done  about 
it,  because  we  are  going  to  be  made  or  broken 
on  this  proposition.  It  is  no  idle  question. 

There  is  not  the  slightest  doubt  on  the  face 
of  the  earth  that  this  government  is  going  to 
enforce  this  amendment.  It  has  got  to  do 
it  or  go  to  pieces.  There  is  no  question  that 
in  its  enforcement  we  have  a particular  duty 
because  we  are  the  only  ones  exempt  by  the 
provisions  of  an  absolutely  arbitrary  law.  W e 
are.  in  a sense,  agents  of  our  government  and 
every  time  we  violate  the  law  ourselves  we  are 
helping  to  break  down  the  government  that  we 
all  want  to  support.  We  don’t  realize  it,  of 
course;  if  we  did  we  wouldn’t  do  it. 

But  to  get  us  to  realize,  I believe  the  mat- 
ter should  be  emphasized  over  and  over  again 
in  the  county  societies  until  we  have  stopped 
this  evil  practice  that  is  bringing  us  into  dis- 
repute. Every  man  on  the  street  feels  that 
doctors  are  having  access  to  liquor  and  no- 
body else.  You  can  hear  the  cab  drivers  talk 
about  it,  barbers  in  the  barber  shops,  and 
when  a doctor  comes  in  they  talk  jokingly 
with  him,  about  the  possibility  of  getting  a 
prescription. 

There  should  be  no  joking  about  it.  It  is  a 
serious  matter  and  we  ought  to  hold  ourselves 
as  guardians  of  the  public  right  in  this  mat- 
ter and  help  to  lead  our  people  along  the  lines 
of  law  enforcement  and  obedience  to  law  in 
this  matter  as  in  all  other  matters.  (Applause) 

PRESIDENT  STILLEY:  Any  new  busi- 
ness? 

J.  A.  ORR,  Paris:  The  insurance  business 
was  to  come  up  today,  wasn’t  it? 

SECRETARY  McCORMACK:  A matter 
of  unfinished  business  is  before  the  House  on 
the  proposition  made  by  Major  Byars  in  re- 
gard to  group  insurance  for  indemnity  for 
malpractice  and  fleet  insurance  for  automo- 
bile liability. 


I don’t  know  whether  I can  state  the  terms 
or  not.  We  have  it  in  writing  here,  but  the 
proposition  is  that  we  undertake  to  approve 
the  solicitation  of  our  members  for  insurance 
under  a group  plan  under  which  those  of  them 
who  take  the  combined  indemnity  insurance 
against  malpractice  and  automobile  insur- 
ance, will  save  somewhere  from  eight  to  eleven 
dollars  on  each  combination  policy  taken.  I 
believe  that  is  about  the  size  of  it. 

Under  the  proposed  plan,  as  I see  it,  it 
would  slightly  increase  the  cost  of  liability 
insurance  against  malpractice  and  slightly  de- 
crease the  automobile  insurance. 

If  anybody  is  very  much  in  favor  of  this 
plan,  I hope  he  will  speak  to  it,  too,  be- 
cause it  doesn’t  appeal  to  me  especially.  I 
am  in  some  doubt  whether  it  is  a good  thing 
for  us  to  do  because  we  have  tried  a number 
of  different  times  to  solve  that  problem  by 
mutual  agreement  among  ourselves,  that  we 
would  each  contribute  fifteen  dollars  toward 
a fund  that  would  be  kept  as  a guarantee  fund 
or  as  a reserve  fund  for  the  purpose  of  indem- 
nification of  members  unjustly  mulcted  for 
malpractice.  That  has  been  tried  two  or  three 
different  times. 

It  would  cost  us  three  dollars  a year,  after 
the  first  year,  to  maintain  such  a fund  if  our 
experience  in  the  future  is  that  of  our  exper- 
ience in  the  past.  I mean  it  wouldn’t  cost 
more  than  three  dollars  a year.  For  the  life 
of  me,  I can’t  see  any  reason  for  paying  twen- 
ty-eight dollars  for  a thing  that  costs  only 
three  dollars.  If  the  profession  is  not  going 
to  do  one,  1 think  the  profession  ought  to  do 
the  other.  While  it  will  cost  us  nine  times  as 
much  as  it  ought  to  to  do  this,  we  will  still 
save  something  by  it.  I don’t  think  We  ought 
to  throw  our  money  to  the  winds  unneces- 
sarily. 

What  I wovdd  like  to  do  would  be  to  un- 
dertake the  actual  collection  of  fiftt.cn  dollars 
a piece  from  at  least  1000  of  our  members  so 
that  we  may  start  a reserve  fund  and  after 
the  first  year  pay  in  only  as  much- as  has  been 
taken  from  the  fund  during  the  previous 
year.  In  that  way  we  could  still  build  up  a 
reserve  fund  of  practically  $30,000  which  is 
considered  enough  for  the  care  of  the  whole 
undertaking. 

W.  E.  GARDNER,  Louisville:  Was  this 

plan  of  insurance  advocated  by  Major  Byars 
submitted  to  the  House  of  Delegates? 

I am  sorry  he  is  not  here.  That  was  made 
to  the  Jefferson  County  Society  and  Dr. 
Palmer  went  into  the  question.  The  names  of 
all  the  policyholders  were  to  be  included  in 
a blanket  policy.  By  doing  this  there  was 
some  reduction  in  the  regular  rate.  Still, 
even  writh  that  reduction,  the  rate  was  no  less 
than  other  reputable  companies,  the  one  pax’- 
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ticularly  that  has  been  carrying  a good  many 
of  the  members  in  this  state  for  a good  many 
years.  There  were  several  features  about  the 
matter  where  in  cases  of  Jiability  the  obliga- 
tion of  the  different  doctors  to  each  other  was 
pretty  closely  tied  up  so  that  in  the  event  of 
damage  suits,  and  so  forth,  we ' felt  there 
might  be  some  certain  embarassment  if  the 
doctors  went  on  the  stand  to  testify  on  behalf 
of  each  other  on  account  of  the  society  pay- 
ing in  a small  amount  for  the  medical  defense. 

We  studied  the  thing,  exhaustively  and  re- 
ceived reports  from  other  state  medical  so- 
cieties where  they  had  gone  into  it.  On  the 
whole  they  felt  it  was  not  a very  safe  proposi- 
tion. 

I believe  the  doctors  should  feel  free  and 
not  be  tied  up  to  any  one  particular  insurance 
company.  They  should  have  the  privilege  of 
carrying  their  insurance  in  one  company  or 
the  other  as  long  as  this  plan  of  Dr.  McCor- 
mack’s has  been  been  advocated  for  several 
years  has  not  become  a working  plan.  I think 
if  it  could  have  been  put  into  effect  as  he 
advocated,  and  a sufficient  number  of  men 
had  gone  into  the  thing,  we  might  have  or- 
ganized a mutual  protective  society  that  could 
have  been  worked  out  very  well.  It  seems 
that  that  hasn’t  been  popular,  and  as  long  as 
that  isn’t  in  effect,  I think  it  is  up  to  the  men 
to  carry  some  insurance  in  some  reputable 
company. 

I know  Major  Byars  and  like  him  personal- 
ly very  much,  and  I am  sorry  that  his  plan 
hasn’t  appealed  to  our  members  more  heartily 
than  it  has. 

R.  JULIAN  ESTILL:  I agree  with  Dr. 
Gardner.  It  doesn’t  seem  to  me  that  we  are 
gaining  very  much  by  Major  Byar’s  plan. 
My  own  feeling  in  the  matter  would  be  that 
probably  we  haven’t  pushed  the  idea  that  Dr. 
McCormack  has  suggested  as  hard  as  we 
might,  and  I think  oftentimes  a thing  of  that 
kind  done  through  general  headquarters, 
where  they  are  busy  with  so  many  other 
things,  isn’t  pushed  as  hard  as  it  might  be  if 
referred  to  a special  committee. 

My  suggestion  would  be  that  we  have  a 
special  committee  this  year  to  push  the  mat- 
ter and  see  if  we  can ’t  put  across  this  prop- 
osition that  Dr.  McCormack  is  interested  in, 
pay  the  money  into  our  own  fund  rather  than 
support  some  other  company. 

There  is  another  element  of  danger,  it  seems 
to  me,  in  Major  Byar’s  plan  and  that  is  in  the 
company  that  I happen  to  carry  my  indem- 
nity insurance  at  the  present  they  notify  me 
at  a safe  time  before  my  policy  elapses,  and 
if  my  check  is  there  at  that  time  my  policy  is 
automatically  continued. 

There  might  easily  be  a lapse  of  a few  days 
or  a week  or  two  in  a proposition  of  this  kind 


that  might  be  at  the  very  time  when  we  would 
get  into  trouble  and  some  technicality  would 
arise. 

It  seems  to  me  if  we  would  have  a commit- 
tee on  insurance  we  could  ask  them  to  get 
active  and  see  if  they  couldn’t  get  this  fund 
started.  I don’t  believe  there  is  any  doubt  of 
getting  1000  or  1500  members  in  the  state 
interested  in  this  proposition.  Let’s  give  it  a 
chance  and  see  what  we  can  do.  If  we  can’t 
do  anything,  next  year  perhaps  we  might  find 
some  other  way  ot  solving  it.  Major  Byar’s 
plan  does  not  appeal  to  me  personally. 

J.  A.  ORR,  Paris:  This  plan  as  submitted 
by  Major  Byars,  as  I see  it,  is  not  in  reality 
group  insurance  in  any  sense  whatever.  He 
comes  here  and  asks  this  society  to  merely  en- 
dorse this  particular  company  to  solicit  the 
members  of  this  society  at  a great  deal  higher 
rate  than  we  are  getting  insurance  at  the  pres- 
ent time.  He  wants  twenty-eight  dollars  and 
some  cents  for  the  same  protection  that  we 
get  for  twenty-one  dollars  now,  and  he  wants 
the  society  to  endorse  his  company  that  he 
may  go  out  and  solicit  in  the  name  of  the 
Kentucky  State  Medical  Association  and  so- 
licit the  members  for  this  particular  kind  of 
insurance. 

Group  insurance  implies  that  you  take  a 
certain  number  of  men  at  a reduced  figure. 
He  doesn’t  make  any  proposition  whatever 
as  to  the  whether  he  will  give  a certain  rate 
for  500  men  or  1000  men,  or  any  number  of 
men.  All  lie  wants  is  the  endorsement  of  the 
society  that  lie  may  go  out  and  solicit  the 
members  under  a sort  of  blanket  proposition 
which,  in  fact,  is  no  more  than  an  individual 
policy  at  a higher  rate  than  we  are  paying  at 
the  present  time,  with  no  more  insurance  nor 
any  more  protection.  He  has  no  more  advant- 
ageous clauses  in  his  policy  than  we  have  at 
present  in  the  one  which  most  of  us  carry, 
and  it  seems  to  me  it  would  be  very  unwise 
to  approve  a thing  of  that  kind.  It  would  be 
an  unbusinesslike  proposition,  it  seems  to  me. 

As  far  as  the  automobile  insurance  A con- 
cerned, that  is  an  entirely  different  proposi- 
tion. It  is  conducted  through  an  entirely 
different  company  and  he  hasn’t  given  us  any 
rates  on  what  our  automobile  insurance  would 
be. 

He  says  we  will  have  a reduction  of  eleven 
dollars  on  an  automobile  policy.  His  figures 
are  quoted  on  Louisville  only.  The  majority 
of  the  doctors  in  the  state  don’t  live  in  Louis- 
ville and  the  reduction  wouldn’t  be  nearly  so 
much  that  according  to  his  own  statement. 
We  have  no  figures  on  the  automobile  insur- 
ance whatever  outside  of  Louisville.  I think 
it  would  be  very  unwise,  indeed,  to  approve 
any  such  plan. 

I do  want  to  endorse  Dr.  Est ill,  and  at  the 
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proper  time  I would  like  to  make  a motion 
that  the  incoming  president  appoint  a com- 
mittee to  refer  that  to. 

J.  W.  SCOTT,  Lexington:  Mr.  President, 
it  sees  to  me  that  while  it  is  necessary  for  us 
to  enter  into  more  or  less  cooperative  work, 
that  if  the  Association  sticks  to  scientific 
medicine  to  make  better  men  in  practice,  the 
better  off  we  are  going  to  be. 

If  the  man  in  the  insurance  business  can 
make  a profit  while  we  go  ahead  and  try  to 
make  our  profits  by  being  doctors,  and  better 
able  to  take  care  of  our  patients,  I think  we 
will  make  enough  additional  money  1o  let  him 
make  his  additional  profit. 

This  is  about  the  same  thing  that  the  farm-* 
er  is  up  against.  Farmers  are  always  grop- 
ing around  and  stumbling  over  projects  to  do 
cooperative  things,  and  trying  to  get  his  sup- 
plies without  paying  what  he  considers  ter- 
rible profit  to  some  merchant.  The  result  is 
that  they  usually  get  stung. 

I feel  that  the  medical  society  is  in  much 
the  same  position.  It  is  news  to  us  that  some- 
body should  charge  twenty-eight  or  fifty,  or 
whatever  number  of  dollars  it  takes  to  get  an 
indemnifying  policy  for  malpractice  or  a pol- 
icy for  automobile  insurance,  yet  the  compe- 
tition in  business  is  so  great  that  if  they  were 
making  an  extraordinary  profit  some  other 
company  would  come  along  and  take  the  bus- 
iness away  by  cutting  the  price.  1 don’t  think 
the  policies  are  so  extraordinary  that  we 
should  make  such  a strenuous  effort,  by  co- 
operative work,  to  organize  our  own  defense. 
(Applause) 

PRESIDENT  STIFLE  Y : Does  any  mem- 
ber want  to  make  a motion  in  regard  to  this 
group  insurance  that  Major  Byar  has  pre- 
sented? There  wasn’t  any  motion,  as  I un- 
derstand it. 

J.  A.  ORE : I would  like  to  make  a motion 
that  the  incoming  president  appoint  a com- 
mittee to  carry  out  the  suggestions  that  have 
been. made  from  the  floor,  that  we  do  continue 
an  effort  to  establish  a mutual  company. 

I don’t  altogether  agree  with  Dr.  Scott’s 
statem.ii  mat  we  should  all  be  so  absorbed 
in  scientific  medicine  as  to  forget  our  bread 
and  butter  affairs.  There  is  no  reason  why 
we  shouldn’t  be  business  men  the  same  as 
other  men,  and  if  we  can  better  ourselves  eco- 
nomically it  doesn’t  interfere  with  our  scien- 
tific medicine  to  organize  ourselves  and  at- 
tend to  the  business  of  our  own  ordinary  af- 
fairs in  an  economic  way. 

The  motion  was  regularly  seconded,  put  to 
a vote  and  carried. 

PRESIDENT  STILLEY  : Report  of  Med- 
ico-Legal Committee,  Dr.  Lukins. 

Report  op  the  Medico-Legal  Committee. 

J.  B.  LUKINS,  Louisville : Since  my  last 


report  there  have  been  three  doctors  sued  for 
malpractice  in  the  state.  Since  last  year  we 
have  not  lost  a case. 

This  is  the  first  time  since  I have  been  on 
the  committee  that  we  haven’t  had  some  real 
trouble.  Everything  is  going  along  real  well 
and,  as  somebody  has  expressed  it,  I don’t 
see  any  use  in  changing  unless  we  better  our- 
selves. Unless  we  get  a policy  that  covers 
more  and  we  get  a be’ter  rate,  we  had  better 
stay  where  we  are. 

In  a great  many  of  these  cases  there  is  a 
good  deal  of  excitement  and  scare  when  the 
suit  is  first  brought,  but  that  is  the  last  we 
ever  hear  of  it.  They  just  gradually  die  out, 
and  time  heals  a great  many  things.  It  is 
very  rare  that  this  doctor  is  ever  put  to  any 
more  trouble  than  when  the  suit  is  first  filed. 

I didn’t  hear  Major  Byar’s  proposition,  but 
I am  inclined  to  think  that  we  can  better 
study  the  matter  a little  further  before  we 
undertake  any  blanket  insurance. 

The  objection  has  been  raised  to  the  idea 
of  raising  a fund  and  having  the  Kentucky 
Medical  Association  handle  the  matter.  That 
would  be  a bad  thing  because  that  would  be 
something  for  the  lawyers  to  shoot  at. 

Personally,  I doubt  that  that  objection  is 
well  founded  because  if  this  is  properly  or- 
ganized and  managed  we  could  have  a mu- 
tual insurance  that  would  work  out  to  our 
welfare.  I therefore  favor  the  appointment 
of  this  committee.  The  committee  can  get 
down  to  real  work,  investigate  it  and  see  what 
can  be  done. 

PRESIDENT  STILLEY:  We  will  now- 
finish  up  the  reports  of  counties.  I will  first 
call  for  the  report  of  Henderson  County. 

G.  W.  WHITE,  Henderson:  “We  beg  leave 
to  submit  the  following  report  of  tlie  Hender- 
son County  Medical  Society  for  the  year  of 
1927. 

“From  lack  of  interest  of  the  profession  in 
the  county,  the  number  of  meetings  of  the 
society  and  the  attendance  has  not  been  what 
we  should  have  liked.  We  have  nineteen  paid 
members. 

“The  chief  activity  of  this  society  lias  been 
the  establishing  of  an  all-time  health  unit  for 
the  county.  The  aid  and  cooperation  of  the 
Henderson  Rotary  and  other  civic  clubs  was 
an  important  factor  in  this  work. 

“Beginning  operation  July  1,  1927  the  all- 
time  health  unit  has  Dr.  F.  C.  Campbell, 
Health  Officer,  in  charge,  a well  equipped 
laboratory  with  a competent  technician,  two 
nurses  ad  a sanitary  inspector.  They  have 
done  much  valuable  work  and  have  the  ground 
work  laid  for  a more  successful  accomplish- 
ment in  the  future. 

“In  their  effort  to  control  the  prevailing 
infantile  paralysis  epidemic  they  have  been 
the  first  in  this  section  to  close  the  schools, 


December,  1C27] 


KENTUCKY  MEDICAL  JOURNAL 


70S 


with  the  result  that  cnly  fcur  cases  have  been 
reported  and  with  two  deaths.” 

PRESIDENT  STILL EY : McLean  Coun- 
ty, Dr.  Spicer. 

AY.  AY.  SPICER,  Calhoun:  “The  McLean 
County  Medical  Society  has  a membership  of 
seven  members.  There  are  seven  paid  up 
members  in  the  county.  There  are  at  pres- 
ent nine  doctors  in  McLean  County. 

“Our  beloved  president  of  the  McLean 
County  Medical  Society  died  a few  days  ago. 
Dr.  Alph  Ayer,  Greenville,  Kentucky,  died  on 
the  twenty-sixth  of  this  month. 

“The  County  Medical  Society  is  still  func- 
tioning although  we  do  not  have  a meeting 
very  often.  A few  of  the  members  of  the 
county  society  visit  the  Daviess  County  Med- 
ical Society  regularly.  As  a rule  the  McLean 
County  Medical  Society  is  very  enthusiastic 
in  the  public  health  work.  Recently  there  has 
been  appointed  in  McLean  County  an  all- 
time  public  health  officer  and  a sanitary  in- 
spector. Dr.  J.  S.  Fitzhugh  is  our  all-time 
health  officer,  and  Mr.  Hubert  White,  Owens- 
boro, is  our  sanitary  inspector.” 

PRESIDENT  STILLEY:  Report  of  Tay- 
lor County,  Dr.  _ Atkinson. 

AY.  B.  ATKINSON,  Campbellsville : “Since 
the  last  state  meeting  the  Taylor  County  Med- 
ical Society  has  held  joint  meetings  with  the 
societies  of  Adair  and  Green  counties,  the 
place  of  meeting  alternating  between  the  thr^e 
counties.  Meetings  have  been  held  each  month 
with  one  or  more  papers  at  each  meeting. 

“At  our  annual  meeting  and  banquet  in 
December,  Drs.  Irvin  Abell  and  Raymond 
Evans  delivered  essays.  In  June  an  all-day 
meeting  was  held  at  which  time  most  excel- 
lent papers  were  delivered  by  Drs.  R.  Julian 
Estill.  AY.  Edgar  Fallis  and  R.  Hayes  Davis. 
The  Marion  County  Society  was  present  with 
us  on  this  occasion.  Other  visitors  at  our  reg- 
ular meetings  were:  Drs.  Page  of  Indianap- 
olis, Boldriek  and  Crenshaw  of  Lebanon, 
Johnson  of  Louisville,  Tucker  of  Elkhart, 
Kansas,  Miller  of  Louisville,  and  Judge  Ho-„ 
gan  of  St.  Louis.  We  feel  that  the  joint  meet- 
ions  have  been  of  much  greater  benefit  to  us 
than  the  former  plan  followed. 

. “There  are  in  Taylor  County  now  nine 
regular  doctors,  a loss  of  one  by  the  death 
of  Dr.  0.  M.  Kelsay,  who  passed  away  July 
17.  There  are  also  one  osteopath  and  eye 
specialist,  one  chiropractor,  and  two  colored 
doctors.” 

SECRETARY  McCORMACK : I move  we 
adjourn  until  seven  o’clock  tomorrow  even- 
ing. 

The  meeting  adjourned  at  nine  o’clock. 


HOUSE  OF  DELEGATES 

Fourth  Session,  Thursday  Morning, 
October  6. 

The  meeting  convened  at  eight  o’clock, 
President  Estill  presiding. 

Roll  call. 

PRESIDENT  ESTILL:  The  roll  call  is 
the  final  report  of  the  Committee  on  Cre- 
dentials. 

Next  in  order  of  business  is  the  election 
of  officers  and  nominations  are  made  by  coun- 
ties. 

J.  A.  ORR,  Bourbon : Mr.  Chairman,  I de- 
sire to  place  in  nomination  for  President  of 
this  Association  a man  who  has  served  this 
Association  long  and  well,  a man  who  has 
given  freely  of  his  time  and  goodly  counsel, 
a man  who  is  eminently  qualified  to  fulfill 
the  duties  of  this  office  and  upon  whose  should- ' 
ers  the  honor  "iid  dignity  of  this  office  would 
gracefully  rest;  a man  who  has  been  an  out- 
standing leader  in  his  profession  as  veil  as 
one  of  those  staunch  leaders  who  has  worked 
unceasingly  and  untiringly  to  make  this  As- 
sociation the  splendid  organization  it  is  to- 
day ; a man  who  is  in  every  way  worthy,  and 
by  honoring  whom  we  would  thus  be  honor- 
ing ourselves.  1 desire  to  place  in  nomina- 
tion as  President  of  this  Asociation,  Dr.  John 
H.  Blackburn,  of  Bowling  Green.  (Applause) 

H.  H.  HUNT,  Graves  County:  I want  to 
place  in  nomination  a very  distinguished  doc- 
tor, a doctor  not  only  in  name  but  in  spirit, 
whose  very  soul,  mind,  body  and  heart  have 
always  been  blended  with  the  medical  pro- 
fession. He  was  raised  a doctor  of  the  old 
school.  Like  AVilliam  McClure  he  was  an 
honor  to  the  profession. 

He  has  been  in  the  state  medical  society 
for  thirty-five  years.  He  helped  organize  the 
Southwestern  Medical  Association.  He  has 
been  President  and  Secretary  of  that  Asso- 
ciation. He  has  been  president  and  secretary 
of  his  county  society.  He  has  always  helped 
organize.  He  has  gone  every  time  you  called 
upon  him.  I understand  he  was  about  the 
first  on  here.  I think  he  came  Monday. 

I want  to  put  in  nomination  and  cast  the 
vote  of  Graves  County  for  Dr.  James  T.  Red- 
dick, of  Paducah,  and  I plead  with  you  gen- 
tlemen. go  thou  and  do  likewise.  (Applause) 

H.  G.  REYNOLDS,  Paducah : In  second- 
ing this  nomination,  there  are  a few  things 
that  I would  like  to  say  in  regard  to  my  per- 
sonal contact  with  Dr.  Reddick. 

I have  known  him- for  twenty-one  years  and 
as  Dr.  Hunt  said,  Dr.  Reddick  is  one  of  the 
few  men  that  are  left  to  us  in  the  medical 
profession.  He  is  a typical  family  doctor. 
He  retained  the  love  and  affection  of  his  pa- 
tients. He  has,  by  his  efforts  in  organiza- 
tion, cemented  the  medical  profession  in  the 
western  part  of  the  state  in  a way  that  today 
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they  are  absolutely  united  and  harmonious 
in  every  respect. 

Dr.  Reddick  has  reached  the  time  in  life 
when  an  honor  of  this  kind  will  mean  to  him 
the  crowning  of  all  his  past  efforts,  and  I 
think  in  selecting  him  for  this  office  you  have 
not  taken  from  the  honor  of  the  gentleman 
who  has  just  been  nominated  but  will  ibestow 
it  on  a man  who  is  eminently  worthy;  and  for 
the  younger  man,  his  opportunity  is  still  in 
reserve. 

Therefore,  I take  pleasure  in  seconding  the 
nomination  of  Dr.  Reddick.  (Applause) 

0.  W.  BROWN,  Foster:  I wish  to  second 
the  nomination  of  Dr.  Blackburn  of  Bowling 
Green.  If  it  is  not  out  of  order,  I would  like 
to  say  a word  or  two. 

We  all  know  Dr.  Blackburn  and  have 
known  him  for  many,  many  years.  We  know 
him  to  be  the  highest  type  of  Kentuckian,  or 
any  other,  doctor  as  far  as  that  is  concerned, 
it  matters  not  where  he  comes  from.  We 
know  him  to  be  a perfect  gentleman,  posses- 
sed of  all  the  essential  qualifications  neces- 
sary for  any  doctor  to  aspire  to  the  high  of- 
fice that  the  Kentucky  Medical  Association 
has  to  confer  upon  any  of  our  doctors. 

I therefore  heartily  endorse  and  second  the 
nomination  of  Dr.  Blackburn  of  Bowling 
Green. 

PRESIDENT  ESTILL : I will  ask  the 

Secretary  to  go  through  the  list  if  there  are 
any  other  nominations. 

SECRETARY  McCORMACK:  Boyle, 

Caldwell,  Butler,  Campbell-Kenton,  Carlisle. 
Carroll,  Christian,  Clark.  Crittenden,  Cum- 
berland. Daviess,  Estill,  Fayette,  Fleming, 
Floyd,  Franklin.  Fulton,  Garrard,  Graves, 
Grayson,  Hardin,  Harlan,  Harrison,  Hart. 
Henderson,  Henry.  Hickman,  Jackson,  Jef- 
ferson. 

FRANK  T.  FORT,  Louisville:  I would 

like  to  second  the  nomination  of  a man  that 
reallv  helped  me  in  the  embryonic  stage  in 
morp  me.  T had  the  pleasure  of  being  as- 
sociated with  him  for  three  years.  He  was 
almost  like  a father  to  me  during  that  time 
a!  hough  he 'was  still  a young  man.  In  mind 
he  is  still  a young  man,  and  as  far  as  his 
abih'ty  to  do  and  to  go.  he  is  still  a young 
man  ; but  I feel  at  his  time  of  life  to  crown, 
round  out  his  life,  as  we  would  like  to  see  it 
rounde1  out,  and  as  he  would  like  to  see  it 
rounded  out,  would  be  very  fitting.  I second 
the  nomination  of  Dr.  Reddick. 

It  is  very  hard  for  me  to  choose  between  the 
two  men.  I don’t  think  there  have  ever  been 
two  men  nominated  who  were  better  quali- 
fied to  fill  the  position,  but  having  known  Dr. 
Reddick  for  thirty  years  and  not  finding  him 
wanting  in  anything,  I heartily  endorse  his 
nomination. 


SECRETARY  McCORMACK:  Knott 
Lawrence,  Lewis,  Lincoln,  McCracken,  Mc- 
Lean, Madison,  Marior,  Mason,  Meieer,  Met- 
calfe, Montgomery,  Nelson,  Owen,  Owsley, 
Pendleton,  Pike,  Rowan,  Russell,  Scott,  Shel- 
by, Simp  on,  Taylor,  Union,  Warren-Edmon- 
son,  Washington,  Wayne,  Whitley. 

PRESIDENT  ESTILL:  If  there  are  no 
further  nominations,  1 will  ask  Dr.  Phd 
Blackerby  and  Dr.  W.  II.  Smith  to  act  as  tell- 
ers. 

The  vote  was  taken. 

PRESIDENT  ESTILL:  The  result  of  the 
balloting  showed  a real  horse  race.  Dr. 
Blackburn  received  twenty-three  votes;  Dr. 
Reddick  twenty-two.  Dr.  Blackburn  is  elect- 
ed. 

I will  ask  our  tellers,  Dr.  Blackerby  and  Dr. 
Smith,  to  escort  Dr.  Blackburn  to  the  front. 

PRESIDENT-E  L E C T BLACKBURN  : 
Gentlemen  of  the  House  of  Delegates:  I can 
assure  you  that  I appreciate  this  honor  and  it 
is  doubly  an  honor  to  me  when  I feel  that  this 
was  a real  horse  race  and  that  I am  able  to 
defeat  a man  like  Dr.  Reddick,  a man  who  I 
have  known  for  years  in  the  state  medical,  a 
man  I have  appreciated  in  his  work  and  his 
worth. 

To  say  to  you  gentlemen  that  a man  doesn’t 
appreciate  this  honor  of  being  made  Presi- 
dnt  of  the  State  Society,  means  that  he  isn’t 
a doctor.  There  are  some  of  us,  probably, 
who  would  rather  be  president  of  a Rotary 
or  Kiwanis  Club,  or  deacon  in  a church,  or 
president  of  an  official  board,  or  something  of 
that  sort,  but  to  the  real  doctor  there  isn’t 
any  honor  that  comes  to  him  above  that  that 
is  given  by  his  fellows  in  the  practice  of  med- 
icine. (Applause) 

Gentlemen,  from  the  bottom  of  my  heart  T 
appreciate  this  and  I thank  you.  I shall  de- 
pend upon  the  help  of  the  profession  of  Ken- 
tucky to  make  the  next  year  in  the  State 
Medical  Society  a real  success. 

I thank  you.  (Applause) 

PRESIDENT  ESTILL:  I just  want  to  say 
to  Dr.  Blackburn  that  if  the  officials  and 
members  of  the  State  Society  stand  behind 
you  as  they  have  stood  behind  me,  your  task 
will  be  light.  It  certainly  is  a pleasure  to 
work  with  them. 

The  next  is  the  election  of  three  Vice  Pres- 
idents. 

FRANK  T.  FORT,  Louisville:  I would 

like  to  put  in  nomination  the  name  of  Dr.  P. 
F.  Barbour,  of  Louisville,  for  First  Vice  Pres- 
ident. 

SECRETARY  McCORMACK:  I would 

like  to  nominate  Dr.  C.  N.  Kavanaugh,  of 
Lexington  as  Vice  President. 

V.  A.  'STILLEY,  Benton:  I would  like  to 
nominate  Dr.  Barber,  of  Princeton. 

SECRETARY  McCORMACK:  I move  the 
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nominations  be  closed  and  the  Secretary  in- 
structed to  cast  one  ballot  for  the  three  Vice 
Presidents. 

The  motion  was  regularly  seconded,  put  to 
a vote  and  carried. 

PRESIDENT  ESTILL:  The  Secretary  will 
please  do  so. 

The  Secretary  cast  the  ballot  for  the  three 
nominees  for  Vice  Presidents. 

SECRETARY  McCORMACK : We  have  to 
elect  a delegate  to  the  American  Medical  As- 
sociation to  succeed  Dr.  Davidson.  The  meet- 
ing will  be  in  Minneapolis  next  year. 

LOUIS  FRANK,  Louisville : I would  like 
to  nominate  Dr.  G.  A.  Hendon,  of  Louisville. 

SECRETARY  McCORMACK:  1 move  the 
nominations  be  closed. 

The  motion  was  regularly  seconded,  put  to 
a vote  and  carried. 

PRESIDEN|T  ESTILL:  I would  like  to 
hear  nominations  for  orator  in  surgery. 

J.  A.  KIRK,  Louisville:  I would  like  to 

nominate  Dr.  B.  F.  Zimmerman,  of  Louis- 
ville. 

H.  E.  PRATHER,  Hickman:  I second  Dr. 
Zimmerman’s  nomination.  He  was  my  im- 
mediate commander  during  the  war  next  to 
Dr.  Abell. 

C.  H.  JOHNSON,  Paducah:  I would  like 
to  nominate  Dr.  Rivers,  of  Paducah. 

PRESIDENT  ESTILL:  Any  other  nom- 
inations ? 

J.  A.  KIRK,  Louisville:  I withdraw  Dr. 

Zimmerman’s  name. 

SECRETARY  McCORMACK:  I move 

that  nominations  be  closed. 

V.  A.  STILLEY : I would  instruct  the 

Secretary  to  cast  one  ballot. 

PRESIDENT  ESTILL:  Dr.  Rivers,  of  Pa- 
ducah, has  been  elected  orator  in  surgery  next 
year. 

J.  A.  ORR : I would  like  to  place  in  nom- 
ination for  orator  in  medicine  the  name  of 
Dr.  W.  S.  Wyatt,  of  Lexington. 

W.  B.  McCLURE:  1 second  that  nomina- 
tion. 

PRESIDENT  ESTILL:  Are  there  any 

other  nominations? 

If  there  are  no  other  nominations,  may  we 
have  a motion  that  the  Secretary  cast  one  bal- 
lot. 

The  motion  was  regularly  made,  seconded, 
and  carried. 

The  secretary  cast  the  ballot. 

SECRETARY  McCORMACK  : Dr.  Black- 
burn being  elevated  to  the  Presidency  makes 
a vacancy  of  Councilor  of  the  third  district. 

PRESIDENT  ESTILL:  I would  suggest 
that  Dr.  Blackburn  nominate  someone  to  suc- 
ceed him. 

PRESIDENT-ELECT  BLACKBURN:  I 
would  like  to  place  the  name  of  Dr.  C.  U. 


Howard,  of  Glasgow  as  Councilor  for  the 
third  district. 

H.  E.  PRATHER:  I want  to  second  his 
nomination  as  Dr.  Howard  was  aiso  in  my 
unit.  (Laughter) 

PRESIDENT  ESTILL  : I want  to  say  one 
thing,  Dr.  Prather  is  loyal  to  his  superior  of- 
ficers, and  I hope  he  gets  to  vote  for  Dr.  How- 
ard. 

W.  E.  GARDNER:  1 move  the  nomina- 

tions be  closed. 

SECRETARY  McCORMACK:  Dr.  Mc- 

Chord’s  term  as  Councilor  of  the  sixth  dis- 
trict expires  and  T want  to  place  Dr.  McChord 
in  nomination  to  succeed  himself.  He  is  the 
last  of  the  Mohicans.  He  was  one  of  the 
immortals  elected  the  first  time.  Dr.  Mc- 
Chord was  elected  when  the  reorganization 
took  place  and  has  been  Councilor  contin- 
uously since  that  time  and  has  been  chairman 
of  the  Council  for  about  fifteen  years,  and  I 
take  great  pleasure  in  moving  that  he  be  elect- 
ed. 

PRESIDENT  ESTILL:  I take  it,  unless 
there  is  some  opposition,  that  Dr.  McChord 
will  certainly  assume  his  duties  again  as 
Councilor. 

SECRETARY  McCORMACK:  The  Coun- 
cilor for  the  tenth  district  whose  term  ex- 
pires. Dr.  Marks  was  elected  for  last  year. 
I would  like  to  place  in  nomination  for  that 
office,  Dr.  Charlie  Vance  of  Lexington. 

The  motion  was  seconded. 

PRESIDENT  ESTILL:  Any  other  nom- 
inations ? 

PRESIDENT-ELECT  BLACKBURN : I 

move  nominations  be  closed. 

PRESIDENT  ESTILL:  Dr.  Charles  Vance 
is  Councilor  for  the  tenth  district. 

SECRETARY  McCORMACK:  The  term 
of  Dr.  W.  M.  Martin,  of  the  eleventh  district 
expires  and  I would  like  to  nominate  Dr.  Mar- 
tin to  succeed  himself. 

The  motion  was  regularly  seconded,  put  to 
a vote  and  carried. 

PRESIDENT  ESTILL : Place  of  meeting. 

We  have  an  invitation  to  go  to  Richmond. 

II.  G.  SANDLIN,  Richmond : Mr.  Presi- 

dent, Fellow  Members  of  the  Kentucky  State 
Medical  Association : I am  not  only  here  as 

a delegate  to  this  Association,  but  am  here 
as  an  emissary  of  the  County  of  Madison  and 
the  city  of  Richmond  and  her  several  organ- 
izations to  invite  the  Kentucky  Medical  As- 
sociation to  Richmond  next  year. 

Naturally  you  would  want  to  know  why  we 
want  the  Association,  whether  or  not  we  are 
able  to  care  for  the  Association  and  that  is 
your  right  and  your  due. 

In  the  first  place,  I want  to  say  that  we  live 
in  the  Blue  Grass  part  of  Kent  ueky  on  its  east- 
ern border  in  one  of  the  most  fertile  and  most 
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beautiful  secti  ns  in  these  United  States.  We 
have  splendid  roads,  we  have  a hub  of  turn- 
pikes running  into  Richmond  from  every  di- 
rection. You  can  go  in  and  out  of  Richmond 
on  every  pike  out  of  the  city  to  every  other 
county  seat  every  hour  on  a bus  line.  Our 
roads  are  splendid  in  most  directions. 

We  are  twenty -six  miles  beyond  the  city  of 
Lexington.  We  are  on  the  border  line  of  the 
great  Cumberland  mountain  range.  You  can 
stand  on  the  eastern  section  of  our  town  and 
see  the  Cumberlands  in  all  their  majesty  and 
beauty  eighteen  or  twenty  miles  away. 

We  have  in  our  town  and  in  our  county,  I 
suppose,  as  many  attractions  as  any  other 
town  in  the  state  of  its  size. 

Coming  to  the  facility  for  taking  care  of 
this  Association,  1 will  say  we  are  the  seat  of 
the  Eastern  Kentucky  Normal  school.  We 
take  care  of  3000  students  each  year.  Many 
of  your  sons  and  daughters  come  to  our  town 
for  their  education.  We  have  a dormitory 
facility  that  is  able  to  take  care  of  as  many 
people  as  will  come  to  Richmond  to  the  extent 
of  3000  or  4000.  We  have  dining  halls  in  the 
schools  which  are  splendid.  We  can  furnish 
you  the  necessary  menu  to  sustain  you  as 
long  as  you  stay  in  the  town.  We  have  all 
the  necessary  facilities  to  take  care  of  the  sit- 
uation. 

We  would  propose  to  ha\e  this  Association 
the  week  proceeding  the  opening  of  the  nor- 
mal school  in  September.  I don’t  know  the 
exact  date.  We  have  from  the  president  of 
the  Eastern  Kentucky  Normal  school  a prom- 
ise that  the  grounds  and  buildings  and  the 
new  dormitories  are  at  our  disposal  £or  this 
Association. 

In  the  second  place,  we  have  a half  dozen 
places  to  hold  this  Association.  We  have  three 
or  four  new  churches  in  Richmond  on  three 
different  corners  in  the  middle  of  town.  Three 
of  them  are  built  with  a view  of  taking  care 
of  large  numbers  of  normal  school  students. 
We  have  in  those  churches  assembly  rooms 
where  you  can  feed  and  care  for  the  people 
and  they  are  arranged  with  dining  facilities 
to  take  care  of  as  large  a body  of  people  as 
has  been  at  this  Association.  We  have  the 
normal  school  and  will  have  these  dining  halls. 

We  can  feed  you  in  our  hotel.  The  hotel 
has  agreed  to  take  care  of  100  additional.  We 
have  the  church  assembly  rooms.  We  will 
have  the  dining  halls  and  the  rooms  of  the 
normal  school.  We  will  also  have  at  that  time 
a new  high  school  completed  with  a splendid 
gymnasium  and  a splendid  auditorium  where 
we  could  meet  if  we  wanted  to.  We  could 
meet  in  the  coux-t  hourt. 

If  there  is  any  doubt  of  Richmond  being 
able  and  capable  and  well  qualified  to  take 
care  of  this  Association,  I hope  you  have  be- 


come disabused  of  that  idea  because  we  are 
able  to  take  care  of  it  and  our  people  want 
it.  One  fellow  said,  “We  want  you  to  go 
down  and  have  those  people  come  up  here.  1 
want  to  take  a look  at  them.”  • 

I am  here  for  the  purpose  of  extending  to 
you,  on  behalf  of  Richmond,  an  invitation  to 
hold  your  meeting  there  next  year.  Her  dif- 
ferent clubs  met  and  passed  resolutions  en- 
dorsing this  movement.  They  are  back  of 
the  doctors,  they  want  you  and  I extend  to 
you  a hearty  invitation  to  come  to  Richmond 
next  year.  (Applause) 

W.  B.  MeCLURE : In  Dr.  Sandlin’s  splen- 
did invitation,  I am  surprised  that  in  speak- 
ing of  the  attractions  he  left  out  the  most  at- 
tractive thing  we  have  there  to  the  profession, 
and  that  is  the  location  of  the  Trachoma  Hos- 
pital. I am  surprised  he  overlooked  that,  and 
to  us  that  would  be  probably  the  greatest  at- 
traction we  would  find  in  Richmond. 

H.  G.  SANDLIN : I want  to  say  that  it  was 
an  oversight.  People  are  coming  there  from 
all  over  the  country  to  look  through  this  in- 
stitution. It  is  a wonderful  institution  fos- 
tered by  the  Kentucky  Medical  Association 
and  the  splendid  work  of  Dr.  McCormack  and 
the  state  health  association  presided  over  and 
controlled  by  Dr.  Sory  and  Dr.  Mossman, 
whom  many  of  you  know  and  whom  we  all 
have  learned  to  love.  That  is  really  the  big- 
gest atti’action  for  the  State  Medical  Associa- 
tion. 

SECRETARY  McCORMACK : I would 
like  to  ask  the  spons  r of  Richmond  a ques- 
tion. Have  any  arrangements  been  made  for 
playing  the  ancient  and  honorable  game  of 
golf? 

H.  G.  SANDLIN:  We  have  one  of  the  best 
golf  links  in  Kentucky. 

W.  B.  MeCLURE : I move  we  go. 

PRESIDENT  ESTILL:  In  support  of  Dr. 
Sandlin’s  message  asking  us  to  come  to  Rich- 
mond, he  has  already  told  us  that  Richmond  is 
a small  place,  so  I have  a telegx-am  from  the 
five  people  of  Richmond.  (Laughter) 

I have  a telegram  from  William  O’Neil, 
Mayor  of  Richmond,  saying : 

We  wish  to  extend  a most  cordial 
invitation  to  your  Association  to  hold 
your  state  meeting  in  this  city  in 
i928. 

The  Rotary  Club  especially  would  like  to 
see  the  Kentucky  Medical  Association  meet  in 
Richmond  next  year  and  sincerely  trusts  that 
our  Association  will  accept  and  come  to  their 
city.  The  club  will  cooperate  with  us  in  every 
way  while  in  session. 

Greetings.  Hope  you  are  having  a 
most  successful  meeting. 

Southern  Medical  Association. 

The  Madison  County  Chamber  of 
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Commerce  cordially  invites  Ken- 
tucky Medical  Association  to  hold 
1928  convention  in  Richmond. 

G.  M.  Brock,  Secretary. 

We  cordially  invite  the  Kentucky 
Medical  Association  to  meet  in  Ricii- 
mond  next  year  and  trust  that  your 
body  will  see  fit  to  accept  as  you  will 
finu  us  ready  to  cooperate  with  you 
in  every  way  while  in  our  city. 

Masonic  Lodges  of  Madison  County. 

D.  M.  GRIFFITH,  Owensboro:  A great 
many  years  ago  I had  occasion  to  go  to  Rich- 
mond in  which  the  spirit  was  an  abundant  as 
the  feast  of  Bacchus,  and  Richmond  to  me  is 
like  the  island  of  Thrace  for  the  ancients. 
Once  you  are  there  you  are  never  satisfied 
until  you  go  again.  Therefore,  I want  to 
second  the  nomination. 

SECRETARY  McCORMACK:  I want  to 
say’  that  this  meeting  is  now  complete.  I have 
waited  will  ill  concealed  patience  until  the 
liquid  tones  of  the  orator  of  Kentucky  med- 
icine shall  have  spoken  in  these  brief  words 
that  be  has  said.  He  has  revived  in  our  mem- 
ories his  prowess  and  his  power.  Long  life  to 
him ! I am  for  Richmond  on  account  of  that 
speech.. 

PRESIDENT  ESTILL:  Any  other  sug- 

gestions as  to  where  we  shall  meet  next  year? 

The  motion  was  regularly  seconded,  was  put 
to  a vote  and  carried. 

PRESIDENT  ESTILL : As  President  of 
the  Kentucky  State  Medical  Society  I feel 
that  1 am  the  protector  of  you  gentlemen  and 
I want  to  sound  a note  of  warning  to  you. 

I have  a considerable  amount  of  fear  in  go- 
ing to  Richmond  because  a few  years  ago  my 
great,  great,  great,  great  grandfather  went 
over  there  and  had  a little  row  with  an  Indian 
and  killed  him  and  he  is  buried  in  the  Rich- 
mond cemetery.  I want  you  to  be  careful 
when  you  go  to  Richmond,  and  look  out  for 
Indians. 

We  will  now  have  the  report  of  the  Heart 
Committee  of  the  Kentucky  State  Medical  As- 
sociation. I will  ask  the  Secretary  to  read  it. 

SECRETARY  McCORMACK : “During 
the  past  year  the  Heart  Committee  has  made 
a study  of  various  reports  concerning  tLe  in- 
creasing death  rate  from  heart  disease  in  the 
United  States.  One  of  the  most  important  of 
these  reports  is  that  written  by  J.  ,S-  Whit- 
ney*, entitled  ‘Heart  Disease  Mortality  Sta- 
tistics’, which  was  issued  by  the  American 
Heart  Association  in  May  1927.  Study  of 
this  report  shows  that  in  the  registration  area 
in  1915  deaths  from  heart  disease  were  165.7 
per  one  hundred  thousand  while  in  1925  it 
was  185.5  per  one  hundred  thousand  popula- 
tion. With  the  exception  of  a slight  increase 
m number  of  deaths  from  accidents  and  an  11 


point  increase  in  deaths  from  cancer,  other 
imponant  diseases  have  showed  a definite  de- 
crease in  the  decade  from  1915  to  1925. 

“The  most  noteworthy  decrease  was,  as  you 
know,  in  tuberculosis  the  rate  in  1915  being 
146.3  as  compared,  in  1925,  with  86.6  per  one 
hundred  thousand  population.  Heart  disease 
causes  15  per  cent  of  all  deaths  every  year. 

“Careful  study  of  the  statistics  shows  that 
the  greatest  increase  in  heart  disease  mortali- 
ty is  at  the  a^e  of  65  and  over.*  One  thing  that 
is  encouraging  in  the  statistics  is  that  up  to  15 
years  of  age  there  has  been  a decrease  in  heart 
disease  during  the  years  1915  to  1925.  The 
decline  probably  is  the  result  of  present  day 
pre-school  and  school  examinations  which  have 
been  carried  out  in  the  last  ten  years.  From 
ages  15  to  24  there  has  been  an  increase  in 
heart  mortality  reflecting  perhaps  that  health 
instructions  in  tliese  years  have  not  been  car- 
ried out  as  carefully  as  in  the  younger  age 
groups.  In  the  ages  from  25  to  44  there  has 
been  a reduction  of  mortality  of  9 per  cent, 
v/hile  from  45  on  there  has  been  an  increase, 
the  greatest  being  at  65  and  over  where  the 
increase  amounts  to  18  per  cent. 

“One  interesting  feature  of  the  situation  is 
the  difference  in  death  rate  between  rural 
and  the  city  population.  There  seems  to  be  a 
rise  in  heart  mortality  in  the  cities  while  a 
slight  lowering  is  apparent  in  the  rural  pop- 
ulation. The  statistics  cover  a ten  year  per- 
iod and  this  is  too  short  a time  to  make  defin- 
ite deductions.  It  is  important  to  bear  in 
mind,  however,  that  the  city  death  rate  is  con- 
siderably higher  than  the  rural  and  has  re- 
mained so  for  a decade. 

“With  reference  to  sex  the  death  rate  is 
slightly  lower  in  females  under  5 but  from 
the  ages  of  5 to  34  the  death  rate  is  definitely 
higher  for  females  than  for  males.  After  3*4 
the  male  death  rate  is  higher  and  continues 
so  for  the  remainder  of  life. 

“For  Kentucky  the  death  rate  is  some- 
what lower  than  for  the  Northern  States.  Two 
reasons  may  account  for  this  low  death  rate  in 
Kentucky.  One  being  that  Kentucky ’s  rural 
population  is  proportionally  greater  than  in 
those  states  with  many  large  cities  and  a large 
urban  population.  The  other  probably  be- 
ing the  less  rigorous  climate  for  as  a whole  tiie 
Southern  states  show  a lower  mortality  as 
compared  with  the  Northern  states,  even  tak- 
ing into  consideration  Florida  where  the  mor- 
tality is  probably  affected  by  health  seekers 
among  the  white  population. 

“Undoubtedly  the  Southern  states  would 
show  a still  lower  heart  mortality  were  it  not 
for  the  negro  population.  The  death  rate 
among  negroes  is  from  IV2  to  slightly  over  2 
times  that  of  the  whites.  Take  for  exam  pi  a, 
the  death  rate  in  1923  in  Kentucky  and  “we 
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find  that  for  negroes  the  rate  was  249  per  one 
hundred  thousand  population,  while  it  was 
only  107  for  the  whites  per  one  hundred 
thousand.  For  thi ; year  you  will  therefore  see 
that  the  combined  rate  is  178  per  one  hun- 
dred thousand. 

“Whitney  concludes  the  report  by  saying: 
‘Probably  the  conclusion  to  be  drawn  from  the 
perusal  of  all  these  charts  and  tables  is  that, 
while  heart  disease  is  on  the  increase  and 
while  it  is  the  leading  cause  of  death  numer- 
ically, practically  the  whole  increase  in  its 
mortality  is  at  ages  past  65.  While  there  is 
no  “desirable  age  at  which  to  die”  a death 
at  the  age  of  70  is  of  less  value  economically 
than  one  at  30.  So,  even  though  the  mortal- 
ity is  increasing,  if  the  increase  is  confined  to 
ages  after  65,  the  mortality  from  heart  dis- 
ease is  not  a serious  public  health  problem. 
On  the  other  hand  the  morbidity,  about  which 
we  know  very  little  to  date,  is  an  enormous 
problem.  Among  the  draftees  in  the  recent 
war  while  two  per  cent  were  found  to  have 
tuberculosis,  five  per  cent  had  cardiac  dis- 
ease, and  only  ten  per  cent  of  those  with  car- 
diac defects  could  be  used  at  all  in  service 
and  then  only  in  a limited  wray.  If  we  had 
similar  figures  for  morbidity  in  the  general 
population,  the  problem  of  the  disability 
caused  by  heart  disese  would  undoubtedly 
loom  as  one  of  the  biggest  problems  with 
which  health  workers  have  to  cope. 

“We  attended  the  meeting  of  the  American 
Heart  Association  in  Washington.  There  was 
a symposium  on  the  problem  of  high  blood- 
pressure,  but  nothing  new  was  brougnt  out. 

“We  have  attended  meetings  of  several 
county  societies  and  spoken  of  the  heart  prob- 
lems and  heart  disease  in  general.  It  is  our 
hope  that  this  work  may  be  extended,  by  var- 
ious members  of  the  committee,  during  the 
coming  year. 

“Articles  are  being  prepared  concerning 
heart  disease  for  publication  in  forthcoming 
numbers  of  the  Kentucky  Medical  Journal. 
In  addition  the  committee  hopes  that  instruct- 
ive articles  may  be  inserted  in  the  daily  press 
emphasizing  the  jjrevalence  of  heart  disease, 
the  possibility  of  the  prevention  of  certain 
forms  and  further  calling  attention  to  the 
necessity  for  periodic  health  examinations. 

“Respectfully  submitted, 

Austin  Bell,  Hopkinsville, 

J.  W.  Kincaid,  Ashland, 

Walter  Byrne,  Jr.,  Russellville, 
John  W.  Scott,  Lexington, 

C.  Z.  Jackson,  Arlington, 

J.  R.  Morrison,  Louisville, 

W.  L.  Tyler,  Owensboro, 

C.  Youtsey,  Newport, 

Silas  Griffin,  Hendei’son, 


Ernest  R.  Goodloe,  Paducah, 
Emmet  F.  Horine,  Louisville, 
Chairman.” 

I move  the  adoption  of  the  report. 

The  motion  was  regularly  seconded,  was  put 
to  a vote  and  carried. 

PRESIDENT  ESTILL:  Dr.  Prather,  will 
you  come  up  front  and  give  your  committee 
report  ? 

H.  E.  PRATHER,  Hickman:  “Report  of 
Committee  on  Medical  Relief  in  Disaster. 

“The  House  of  Delegates  of  the  American 
Medical  Association  at  the  Dallas  session  in 
1926  approved  the  report  submitted  by  a com- 
mittee on  Medical  Relief  in  Disaster,  which 
committee  was  composed  of  three  distinguish- 
ed ex-presidents  of  that  great  Association. 
This  report  is  submitted  to  constituent  state 
associations  and  component  county  societies  in 
the  hope  that  a plan  will  be  adopted  that  will 
insure  adequate  and  immediate  medical  relief 
in  cases  of  disaster.  The  reason  for  this  is 
the  confusion  that  occurs  immediately  after 
any  large  disaster  before  the  established  state 
and  national  organizations  which  properly 
take  charge  of  such  situations  arrive  on  the 
scene.  The  plan  particularly  has  in  mind  dis- 
asters of  such  magnitude  that  they  tempor- 
arily break  down  the  ordinary  machinery  of 
the  community  for  medical  relief  and  call  for 
the  sudden  mobilization  of  the  medical  pro- 
fession of  the  community  in  order  to  cope  with 
unexpected  situations  as  was  recently  the  case 
in  the  unprecedented  Mississippi  flood  when 
350,000  jiersons  were  rendered  homeless  and 
one  million  acres  of  crop  land  inundated. 

“The  purpose  is  to  provide  an  organization 
that  can  immediately  function  in  the  case  of 
disaster  by  reason  of  its  having  medical  men 
designated  in  each  county  of  the  state  whose 
duty  it  will  be  to  organize  and  direct  immed- 
iate medical  relief  in  the  interval  before  the 
arrival  of  the  usual  state  and  federal  organ- 
izations including  the  Red  Cross.  After  their 
arrival  this  organization  is  expected  to  put  it- 
self under  their  control. 

“It  is  not  its  function  to  take  charge  of 
railroad  disasters  or  of  any  other  kind  of  in- 
dustrial disasters  where  the  corporation  in- 
volved has  its  own  medical  organization. 

“The  great  difficulty  in  these  situations  is 
that  no  one  under  present  conditions  feels  that 
he  can  with  propriety  assume  direction  of  dis- 
aster relief.  It  would  seem,  therefore,  that 
the  best  plan  would  be  for  the  House  of  Dele- 
gates of  the  Kentucky  State  Medical  Associa- 
tion to  designate  the  President  of  this  asso- 
ciation as  the  State  Director  of  Medical  Re- 
lief in  Disaster  and  the  State  Health  Officer 
by  virtue  of  his  office  would  be  his  first  lieut- 
enant with  full  power  to  direct  all  matters  in 
which  the  health  and  sanitation  of  our  great 
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Commonwealth  are  involved.  In  counties, 
the  director  of  medical  disaster  relief  should 
be  the  President  of  the  County  Medical  So- 
ciety, who,  as  evidenced  by  his  position,  has 
the  confidence  of  the  medical  profession  of  his 
county  and  the  county  Health  Officer  would 
automatically  become  his  first  lieutenant  and 
chief  sanitary  officer.  Under  this  plan  the 
president  of  the  county  medical  society  and 
the  county  health  officer  could  not  only  with 
propriety  assume  direction  of  medical  disas- 
ter relief  by  organizing  an  emergency  hospit- 
al, if  needed,  and  directing  its  medical  per- 
sonnel and  by  frequent  conferences  with  each 
other  and  continuous  cooperation  should  be 
able  to  minimize  suffering  and  greatly  pre- 
vent any  communieabile  disease  to  the  in- 
jured or  to  them  who  because  of  being  the 
unfortunate  victims  of  a disaster  are  forced  to 
become  the  residents  of  a refugee  camp. 

“ If  this  plan,  which  seems  to  us  entirely 
practicable,  is  adopted  by  the  House  of  Dele- 
gates of  the  Kentucky  State  Medic.  J Associa- 
tion an  immediate  function  would  be  to  see  to 
it  that  the  presidents  of  the  county  medical 
societies,  the  county  health  officers,  the  pro- 
fession and  the  public  become  acquainted  with 
this  plan  of  organization,  and  that  in  the  event 
of  disaster  the  president  of  the  county  medical 
society  is  to  be  looked  to  as  the  Director  in 
charge  of  Medical  Relief  and  the  Health  Of- 
ficer, the  Director  of  everything  pertaining  to 
the  prevention  of  disease. 

“The  distinguished  committee  of  the  Amer- 
ican Medical  Association  on  Medical  Relief  in 
Disaster  stated  that  this  information  should 
not  only  be  given  on  the  adoplion  of  the  plan, 
but  should  be  lepeated  from  time  to  time 
until  the  plan  becomes  a tradition  and  in  dis- 
aster the  profession  and  the  public  come 
naturally  to  expect  the  president  of  the  coun- 
ty medical  society  to  take  immediate  charge  of 
all  things  pertaining  to  the  injured  and  the 
County  Health  Officer  to  take  charge  of  all 
things  pertaining  to  sanitation  and  the  pub- 
lic health,  and  to  expect  the  medical  profes- 
sion to  act  under  their  direction  as  long  as  the 
immediate  necessity  exists. 

“To  this  end  information  of  this  plan,  ir 
adopted,  should  be  disseminated  repeatedly 
by  the  Kentucky  Medical  Journal  and  by  such 
other  means  as  may  be  effective. 

‘ ‘ Respectfully  submitted, 

R.  M.  Hathaway, 

Luther  Bach, 

H.  E.  Prather,  Chairman. 

J.  A.  ORR,  Paris:  I move  the  adoption- of 
the  report. 

The  motion  was  regularly  seconded,  was  put 
to  a vote  and  carried. 

PRESIDENT  ESTILL:  Report  of  the 

Committee  on  Periodic  Health  Examination. 


A.  M.  LEIGH:  “For  the  past  two  years 
the  Kentucky  State  Medical  Association  has 
stressed  the  importance  of  the  periodic  health 
examination. 

“In  1925  the  subject  of  the  President’s  an- 
nual address  was  ‘The  Periodical  Examina- 
tion of  the  Apparently  Well.’  At  the  Frank- 
fort meeting,  one  of  the  most  interesting  and 
instructive  sessions  was  devoted  entirely  to  a 
demonstration  of  the  proper  method  of  mak- 
ing a health  examination. 

“Shortly  after  this  meeting  the  State  Board 
of  Health  presented  each  physician  with  the 
manual  prepared  by  the  American  Medical 
Association.  This  is  a very  important  docu- 
ment and  will  well  repay  the  time  and  effort 
spent  in  mastering  it. 

“So  far  as  the  Committee  has  been  able  to 
ascertain  there  has  \been  no  concerted  effort 
on  the  part  of  the  local  societies  to  bring  this 
important  phase  of  preventive  medicine  to  the 
attention  of  the  profession  and  the  laity.  This 
is  to  be  regretted,  for  when  one  considers 
the  enormous  strides  that  have  been  made 
within  the  last  generation  along  the  lines  of 
maternal  and  infant  welfare  and  in  the  pre- 
vention of  tuberculosis  and  other  communica- 
ble diseases,  it  is  evident  that  in  the  near  fu- 
ture the  same  good  can  be  accomplished  for 
the  latter  decades  of  life  that  has  already  been 
attained  for  the  earlier  years. 

“Seventy-five  years  ago  about  6%  of  the 
deaths  were  due  to  chronic  diseases,  the  re- 
maining 94%  being  due  chiefly  to  acute  in- 
fections; now  chronic  diseases  cause  about 
one-half  of  the  deaths. 

“This  is  indeed  a signal  of  danger  to  the 
man  past  middle  life. 

“In  order  to  stimulate  interest  in  this  im- 
portant phase  of  preventive  medicine,  the 
committee  suggests  the  following  plan : 

“1.  Each  county  society  be  urged  to  de- 
vote at  least  one  meeting  a year  to  a discus- 
sion of  this  subject  with  a demonstration  of 
how  to  conduct  such  an  examination  and  es- 
pecially how  to  summarize  the  findings  and 
to  give  advice  to  the  health  client  in  such  a 
way  that  he  will  understand  it  and  follow  it. 

“2.  That  physicians  themselves  and  mem- 
bers of  their  families  be  asked  to  volunteer  aa 
subjects  for  periodic  health  examinations. 

“3.  That  every  physician  be  encouraged 
to  educate  his  patients  as  to  the  value  and 
need  of  the  periodic  health  examination;  this 
will  make  the  periodic  health  examination  the 
rule  and  not  the  exception. 

“To  physicians  treating  women  and  child- 
ren the  task  is  easy,  as  they  already  appre- 
ciate the  immense  value  of  prenatal  care  and 
infant  welfare. 

“4.  That  the  existing  health  organizations 
and  social  service,  especially  those  concerned 
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with  tuberculosis,  teach  the  value  and  need 
of  the  health  examination. 

“5.  And  last  but  not  least,  that  the  phy- 
sician, the  general  practitioner,  if  you  please, 
prepare  himself  for  this  important  work. 

“If  such  a plan  should  become  universal  it 
would  be  the  best  post-graduate  course  in  phy- 
sical diagnosis  our  profession  could  possibly 
take.  This  new  viewpoint  will  elevate  the 
practice  of  medicine  to  the  position  where  it 
really  belongs:  it  will  make  professional  ideals 
compatible  with  professional  welfare. 

A.  M.  Leigh, 

E.  D.  Turner, 

J.  D.  Liles.” 

R.  C.  BURROW,  Cunningham : I move  the 
report  be  adopted. 

The  motion  was  regularly  seconded,  was  put 
to  a vote  and  carried. 

PRESIDENT  ESTILL : We  will  have  the 
report  of  the  Kentucky'  Crippled  Children’s 
Commission  and  Kentucky  Society  for  Crip- 
pled Children. 

W.  BARNETT  OWEN:  “Kentucky  Crip- 
pled Children  Commission  and  Kentucky  So- 
ciety for  Crippled  Children. 

“1.  What  are  they? 

“The  Kentucky  Crippled  Children  Commis- 
sion is  composed  of  five  citizens,  appointed  by 
the  governor,  who  serve  without  salary  and 
who  are  responsible  for  the  proper  distribu- 
tion and  wise  use  of  the  funds  appropriated 
bv  the  state  for  the  correction  of  crippled 
children.  All  details  of  the  work  is  handled 
by  a Director,  Miss  Marian  Williamson,  with 
an  office  in  the  State  Board  of  Health  Build- 
in!?.  Louisville. 

“The  Kentuckv  Society  for  Crippled  Chil- 
dren is  an  organization  composed  of  Rotary, 
Kiwanis  and  other  civic  clubs,  church  socie- 
ties, and  any  individuals  interested  in  the  wel- 
fare of  crinpled  children. 

“TT.  What  was  their  origin? 

“The  Commission  was  created  by  the  Gen- 
eral Assemble  of  1924  with  the  passage  of  a 
hill  anpronriating  $20,000  for  the  correction 
of  crinrded  children  during  the  biennial  per- 
iod of  1924-20  Tn  1926  an  increased  appro- 
priation of  $100  000  rter  annum  was  granted 
for  the  biennial  period  ending  -Tune  30,  1923. 

“The  Soeietv  was  formed  in  1923  hv  the 
Rotarv  Clubs  of  the  State  as  a branch  of  the 
International  Soeietv  for  Crinpled  Children, 
formed  in  1919  at  Toledo.  Ohio. 

“TTT.  What  are  their  functions? 

“The  nurnose  of  the  Commission  is  to  pro- 
vide free  examination,  diagnosis,  hospital 
eare.  and  everv  possible  physical  improve- 
ment for  crippled  children  throughout  the 
State. 

“The  nurnocp  of  +1  e Soeietv  is  to  nromote 
the  movement  for  correction  of  crippled  chil- 


dren by  enlisting  the  support  of  the  united 
citizenship  of  Kentucky,  and  by  obtaining  leg- 
islative appropriations  for  this  purpose;  to 
supplement  the  funds  of  the  Commission 
when  necessary ; and  to  devise  the  best  meth- 
ods for  solving  the  educational,  economic  and 
social  problems  of  the  crippled  child. 

“IV.  How  are  they  maintined? 

‘ ‘ The  Commission  is  maintained  by  biennial 
appropriation  of  the  State  Legislature. 

“The  Society  is  maintained  by  funds  raised 
through  the  payment  of  annual  dues,  a mini- 
mum of  $2.00  per  member.  A membership 
campaign  is  conducted  in  October  of  each 
year.  Donations  of  any  kind  are  welcomed  by 
the  Society. 

“V.  How  are  they  governed? 

“The  affairs  of  the  Commission  are  han- 
dled by  the  State  appointed  members,  who 
hold  monthly  Board  meetings. 

“The  Society  is  governed  by  a Board  of 
Directors. elected  at  an  annual  meeting  of  the 
entire  membership.  The  Board  meets  upon 
call  of  the  President.  The  Society  maintains 
a joint  office  with  the  Kentucky  Crippled 
Children  Commission. 

The  Working  Procedure  of  the  Two 
Organizations. 

“'How  is  the  work  conducted? 

“Every  spring  and  autumn,  free  diagnostic 
clinics,  conducted  by  the  Commission  and 
sponsored  by  local  clubs  and  committees,  are 
held  in  various  sections  of  the  State.  Exam- 
inations are  made  by  trained  orthopedic 
surgeons,  and  children  whose  condition  can 
be  helped  are  committed  to  the  hospital  for 
operation  by  these  surgeons  or  for  corrective 
treatment.  These  surgeons  donate  their  time 
and  skill  to  indigent  children. 

In  what  locality  are  children  treated? 

“The  present  hospital  units  are  in  Louis- 
ville, Lexington  and  Ashland. 

What  provision  is  made  for  education  of 
children  ? 

“School  teachers  are  provided  by  the 
Louisville  Board  of  Education  in  three  Louis- 
ville hospitals.  Effort  is  being  made  to  ob- 
tain the  same  advantages  in  the  Lexington 
and  Ashland  hospitals.  The  Junior  League 
maintains  an  occupational  therapy  depart- 
ment in  one  of  the  Louisville  Hospitals. 
Scholarships  to  Berea  College  have  been  fur- 
nished by  civic  clubs  and  interested  individ- 
uals to  several  children  who  have  shown  un- 
usual ambition  and  intelligence.  As  many 
boys  and  girls  as  possible  are  assisted  to  be- 
come self-supporting. 

What  care  do  children  receive  after  period 
of  hospital  treatment  is  ended? 

“Graduate  nurses  employed  by  the  Com- 
mission as  field  workers  pay  home  visits  to 
each  patient  discharged  from  the  hospital,  to 
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see  that  the  child  is  wearing  corrective  equip- 
ment furnished  him,  and  to  secure  the  cooper- 
ation of  the  parents  in  continuing  proper 
home  care  for  the  child  in  order  that  the 
greatest  benefit  may  be  derived  from  the  hos- 
pital treatment. 

What  has  been  accomplished  by  the  Ken- 
tucky Crippled  Children  Commission  and 
Kentucky  Society  for  Crippled  Children? 

“In  three  years  time  since  the  beginning 
of  the  work  m September,  1924,  nearly  1,000 
crippled  children  have  had  their  deformities 
corrected  and  have  returned  to  their  homes. 
Children  have  been  corrected  from  every 
county  in  Kentucky.  There  are  now  several 
thousand  more  children  awaiting  their  turn 
for  hospital  and  surgical  care. 

“1.  What  has  been  done  for  the  crippled 
child  ? 

“From  one  hundred  and  twenty-five  (125) 
to  one  hundred  and  fifty  (150)  cases  con- 
tinuously have  been  under  treatment  in  the 
hospitals.  Twenty-five  diagnuostic  clinics  have 
been  conducted. 

“2.  What  is  being  done? 

“An  attempt  is  being  made  to  locate  all 
crippled  children  in  the  state  through  sur- 
veys sponsored  by  luncheon  clubs,  local  doc- 
tors and  health  authorities  and  school  teach- 
ers. Examination  of  crippled  children  is  made 
through  the  medium  of  diagnostic  clinics  con- 
ducted in  different  sections  of  the  state.  Hos- 
pital treatment  is  given  any  indigent  crippled 
child  whose  case  can  be  helped,  and  whose 
parents  willingly  entrust  the  child  to  the  care 
of  the  Commission.  Educational  facilities 
are  provided  in  three  Douisville  hospitals,  oc- 
cupational therapy  is  provided  in  two  hos- 
pitals. All  cases  dismissed  from  the  hospital 
are  visited  in  their  homes  by  trained  public 
health  nurses. 

“3.  What  can  be  done? 

“Depends  upon  the  amount  of  money  ap- 
propriated by  the  State  legislature  and  the 
cooperation  and  interest  of  the  citizens  of  the 
State.  With  an  increased  appropriation  a 
larger  number  of  children  can  be  treated  and 
additional  advantages  provided. 

“Kentucky  Crippled  Children  Com. 
W.  Barnett  Owen,  Chairman, 
Chas.  C.  Garr, 

Jno.  D.  Trawick.” 

J.  II.  BLACKBURN : I move  the  adoption 
of  the  report. 

The  motion  was  regularly  seconded,  was 
put  to  a vote  and  carried. 

PRESIDENT  E STILL  : The  appointment 
of  permanent  committees  will  be  mailed  out 
from  the  Secretary’s  office. 

FRAK  T.  FORT,  Louisville : It  has  been 
brought  to  my  attention  that  it  might  be  ad- 
visable for  the  President  to  appoint  a commit- 


ee  to  appear  before  the  graduating  class  at 
the  University  of  uouisville,  as  the  greater 
percentage  of  them  practice  in  Kentucky,  and 
make  rather  a pre-Kentucky  State  Society 
talk  to  them ; tell  them  of  the  advantages  of 
belonging  or  joining  the  county  and  state  so- 
cieties as  soon  as  they  get  out. 

I know  when  I graduated,  the  doctors  back 
there  were  dumber  on  certain  lines  than  we 
are  at  the  present  time.  I think  most  of  our 
boys  graduating  now  are  very  precocious,  but 
I think  a talk  to  the  graduating  class  along 
that  line  might  be  of  advantage.  Some  older 
man  or  some  man  who  has  gone  through  that 
trend  can  tell  them  something  about  the  pit- 
falls  and  something  of  the  advantages,  some- 
thing of  the  disadvantages,  something  about 
the  isms  and  chisms  and  practices  that  are 
performed ; and  we  could  get  together  in  some 
way  and  have  a little  banquet  and  start  them 
on  the  right  foot. 

PRESIDENT  ESTILL : I think  that  is  an 
excellent  suggestion. 

L.  H.  SOUTH:  I second  the  motion. 

The  motion  was  put  to  a vote  and  carried. 

PRESIDENT  ESTILL : I think  that  is  a 
very  important  thing.  I will  name  on  that 
committee,  Dr.  Fort,  Dr.  South  and  Dr. 
George  A.  Hendon. 

1 know  what  this  will  mean.  I remember 
my  own  experience,  oemg  hanued  my  diplo- 
ma from  the  medical  school  and  then  I won- 
dered, what  next.  I am  sure  a thing  ox  tins 
kind  will  mean  a great  deal  to  the  graduating 
class,  and  it  will  mean  a lot  to  us  to  show 
them  the  thing  to  do  is  to  join  a meuicai  so- 
ciety and  do  their  part  wnen  they  get  out. 

PRESIDENT  JiiidTiijL:  Report  of  the 

Committee  on  tudIic  Policy. 

hUuiC  h iwi'iVtV : me  only  question  tnat 

the  vmmimuee  cleemen  ox  sumcient  import- 
ance to  bring  betore  me  uouy  tan  morning  is 
the  communication  irom  the  executive  secre- 
tary of  tne  bureau  ox  legal  medicine  and  legis- 
lation ox  tne  American  Medical  Association, 
and  I think  it  can  best  be  done  by  reading  the 
letter  which  I have  m n,.y  hand. 

“Dr.  Louis  Frank,  Chairman 
Committee  on  Public  Policy, 

Kentucky  State  Medical  Association, 
Louisville,  Kentucky. 

“Dear  Doctor  Frank: 

“Doctor  A.  T.  McCormack,  Secretary,  Ken- 
tucky State  Medical  Association,  has  just 
called  my  attention  to  the  meeting  of  the  As- 
sociation to  be  held  on  October  b-6  and  has 
suggested  that  I write  to  you  any  sugges- 
tions that  1 have  to  offer  that  seem  to  be 
within  the'  purview  of  your  committee.  Only- 
one  occurs  to  me  at  the  present  moment,  and 
that  is  the  suggestion  that  the  Kentucky 
Slate  Medical  AssoUation  endorse  the  prin- 
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eiples  of  a bill  that  L expect  to  be  introduced 
in  the  coining  Congress,  to  regulate  the  pro- 
mulgation ot  regulations  under  the  National 
Prohibition  Act  and  the  Harrison  Narcotic 
Act,  and  under  any  other  act  or  acts  now  in 
force  or  hereafter  enacted  for  the  regulation 
of  traffic  in  liquor  and  in  narcotics. 

“The  proposed  bill  is  not  designed  to  cur- 
tail in  any  way  the  right  ot'  federal  officers 
to  make  regulations.  Its  purpose  is  merely  to 
define  the  procedure  leading  up  to  the  pro- 
mulgation of  such  regulations  and  to  their 
promulgation  and  the  recording  of  them  in 
an  accessible  place.  A preliminary  draft  of 
the  proposed  legislation  is  enclosed. 

“As  matters  now  stand,  the  Commissioner 
of  Prohibition  and  the  Secretary  of  the  Treas- 
ury can  lawfully  promulgate  at  any  moment 
any  regulation  necessary  to  carry  into  effect 
ttie  acts  named  above.  They  are  the  sole 
judges  in  the  first  instance  of  the  necessity 
tor  any  such  regulation  and  of  the  form  it 
shall  take.  Of  course,  the  necessity  for  any 
such  regulation  may  be  finally  determined 
by  the  courts,  but  this  is  a determination  that 
comes  long  after  the  promulgation  of  the 
regulation  and  is  an  expensive  and  sometimes 
an  embarrassing  procedure.  'While  during 
very  recent  months,  it  has  been  customary  for 
the  Commissioner  of  Prohibition  to  confer 
with  the  medical  profession  and  with 
others  in  order  to  determine  the  need  for 
and  form  of  regulations,  this  has  not  always 
been  done.  The  proposed  bill  will  require  an 
official  notice  to  be  given  of  intent  to  promul- 
gate any  regulation  or  regulations,  with  an 
opportunity  to  all  interested  parties  to  he 
heard  or  to  file  briefs. 

“The  Commissioner  of  Prohibition  and  the 
Secretary  of  the  Treasury  can  now  promul- 
gate a regulation  to  take  effect  instantly.  It 
need  not  be  published  anywhere.  It  becomes 
a law  before  the  ink  is  dried  on  the  signature 
of  the  Secretary  of  the  Treasury.  The  pro- 
posed legislation  will  require  that  a reason- 
able time  elapse  between  the  promulgation  of 
a regulation  and  the  time  if  takes  effect  and 
that  the  regulation  be  officially  published  in 
some  stated  place. 

“It  is  sometimes  exceedingly  difficult  to  as- 
certain exactly  what  regulations  are  in  force 
governing  the  matters  referred  to  above, 
namely,  traffic  in  narcotic  drugs  and  traffic  in 
liquors.  The  proposed  legislation  requires 
that  all  regulations  be  promulgated  in  a 
stated  place  £nd  that  they  be  collected  an- 
nually and  officially  published. 

“All  of  these  requirements  seem  to  me  to 
be  reasonable,  and  I have  assurance  of  a verj" 
considerable  support  for  the  proposed  meas- 
ure. I hope  that  the  Kentucky  State  Medical 
Association  will  join  in  supporting  it. 


“In  as  much  as  Doctor  McCormack  sug- 
gested that  1 communicate  with  Doctor  V.  A. 
Stilley,  Chairman  of  your  Committee  on  Leg- 
islation and  Public  Instruction,  concerning 
matters  of  legislative  import,  I am  sending 
him  a copy  of  this  letter. 

“Yours  truly, 

Win.  C.  Woodward, 
Executive  Secretary,  Bureau 
of  Legal  Medicine  and  Legis- 
lation.” 

I think  this  body,  or  maybe  the  President 
should  name  a committee  to  cooperate  with 
these  people  in  this  bill  being  put  through. 

J.  A.  ORR:  We  will  probably  consider  this 
matter,  but  shall  we  endorse  it  until  we  know 
its  contents?  We  haven’t  seen  a draft  of  the 
bill.  Shall  we  go  ahead  and  endorse  some- 
thing blindly  without  knowing  what  it  con- 
tains ? 

PRESIDENT  ESTILL:  I think  Dr. 

Frank’s  suggestion  will  take  care  of  that,  to 
refer  it  to  a committee  who  will  have  power 
to  act. 

SECRETARY  McCORMACK  : I move  we 
endorse  the  proposed  legislation  on  principle 
and  the  Committee  on  Public  Policy  be  em- 
powered to  act  when  finally  drawn. 

The  motion  was  put  to  a vote  and  carried. 

PRESIDENT  ESTILL:  Report  of  Com- 
mittee on  Public  Health  in  Education. 

W.  E.  GARY:  “If  it  were  possible  for 
every  county  to  have  a whole  time  health  of- 
ficer, medical  inspector  of  schools,  and  public 
health  nurses  this  committee  would  have  no 
report  to  make  or  work  to  do.  Such  service, 
the  inestimable  value  of  which  is  known  to  all 
of  us,  can  be  had  by  only  fifty  per  cent  of 
the  school  children  of  our  state. 

“Since  an  effort  is  to  be  made  this  fall  to 
put  on  a campaign  to  stir  up  interest  in  gen- 
eral educational  matters  in  order  to  try  to 
improve  conditions  by  acts  of  Legislature  this 
next  session,  it  was  deemed  advisable  for  this 
committee  to  confine  its  recommendations  to 
only  elemental  problems. 

“To  give  you  some  idea  of  the  enormity  of 
this  problem  we  call  your  attention  to  the  re- 
port of  the  findings  of  Rotary  Clubs  and  other 
civic  organizations  in  their  inspections  of  the 
rural  schools  made  last  year. 

“Briefly  this  report  shows  less  than  twen- 
ty per  cent  of  the  children  are  vaccinated 
against  smallpox  and  a still  smaller  per  cent 
are  inoculated  against  typhoid  or  other  dis- 
eases. 

“The  sanitary  surroundings  are  not  satis- 
factory, there  being  practically  none  or  only 
a few  sanitary  toilets  to  each  county,  the  wa- 
Pr  supply  in  many  cases  is  questionable  as 
to  its  purity  and  in  some  cases  entirely  ab- 
sent, very  few  school  buildings  are  properly 
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heated  or  ventilated  and  in  nearly  all  the 
lighting  effect  could  be  improved. 

“The  necessity  for  desks  of  proper  size  so 
that  the  children  can  maintain  the  correct 
posture  receives  very  little  attention. 

“To  be  able  to  point  out  a remedy  for  these 
conditions  it  is  necessary  to  consider  the  caus- 
es. 

“These  conditions  do  not  exist  to  such  an 
extent  in  our  larger  towns  and  cities  because 
the  law  allows  them  to  fix  their  school  taxes 
higher  if  they  so  desire  and  they  have  more 
money  than  the  rural  schools. 

“The  tax  limit  for  cities  and  towns  is  one 
dollar  per  hundred  while  county  schools  are 
restricted  to  fifty  cents.  Is  it  right  that  our 
county  children  should  thus  be  so  handicap- 
ped by  law  in  matters  both  of  education  and 
health? 

“ In  some  counties  an  effort  has  been  made 
to  overcome  this  by  consolidating  the  schools 
wi.h  the  results  that  while  we  have  some  bet- 
ter schools  the  necessary  cost  of  free  trans- 
portation has  been  all  out  of  reason  and  at 
the  expense  of  the  less  fortunate  schools.  In 
places  where  transportation  is  not  furnished 
the  schools  are  too  far  away  so  that  today 
there  are  more  children  not  attending  school 
than  was  true  even  when  we  attended  the 
graded  schools. 

“Another  cause  in  counties  where  there  is 
only  a part  time  health  officer  and  no  medical 
inspection  of  school  children  the  laws  are  not 
enforced  because  the  salary  is  insufficient  to 
cause  him  to  do  so  and  the  school  authori- 
ties are  not  required,  to  enforce  them  so  they 
satisfy  themselves  by  simply  passing  the  buck 
and  doing  nothing. 

“What  is  the  use  of  the  medical  profession 
of  today  trying  to  educate  our  patients  in 
private  practice  in  matters  of  personal  hy- 
giene and  health  when  our  precocious  young- 
sters are  taught  daily  by  example  to  come  in 
contact  with  other  children  having  acute  and 
chronic  diseases  without  taking  proper  pre- 
cautions for  preventions  and  protection 
against  them,  to  use  toilets  where  all  rules  of 
sanitation  are  broken  and  in  many  cases 
where  modesty  of  person  is  violated,  to  use  im- 
pure water  and  the  common  drinking  cup,  to 
be  forced  to  spend  a good  deal  of  their  day 
in  a poorly  lighted,  improperly  heated  and 
ventilated  buildings,  to  sit  in  desks  too  large 
or  too  small  for  their  bodies. 

“Realizing  that  it  is  the  duty  of  the  med- 
ical profession  to  call  attention  to  these  mat- 
ters the  committee  presents  the  foil  ing 
recommendations : 

“1st.  That  the  Kentucky  State  Medical 
Association  goes  on  record  as  condemning  the 
existing  conditions  in  no  uncertain  terms. 

“2nd.  That  we  recommend  to  the  Educa- 


tional Committee  that  they  pay  especial  at- 
tention to  health  conditions  in  their  program 
of  arousing  the  people  to  improvements  need- 
ed in  the  educational  laws. 

“3rd.  That  we  aid  and  promote  wherever 
possible  the  establishment  of  medical  inspec- 
tion of  schools. 

“4th.  That  we  use  our  efforts  to  have  en- 
acted laws  giving  us  sufficient  funds  to  give 
our  rural  children  the  same  advantages  en- 
joyed by  those  in  cities  especially  in  counties 
when  they  so  desire  as  expressed  by  a vote  of 
the  people. 

“5th.  That  some  special  provision  be  made 
compelling  school  authorities  to  enforce  health 
regulations,  especially  in  the  majority  of  our 
counties  having  no  whole  time  health  officer. 

.“6th.  That  the  President  appoint  a com- 
mittee or  instruct  some  existing  committee  to 
see  that  these  recommendations  are  carried 
out  and  to  assist  the  Educational  Program 
Committee  in  doing  so. 

“Respectfully  subitted, 

Horace  Luten, 

• W.  E.  Gary, 

Committee.” 

SECRETARY  McCORMACK:  I move  the 
adoption  of  this  very  important  report  and 
that  the  committee  of  the  House  be  made  a 
permanent  committee  to  carry  out  the  cam- 
paign necessary  to  make  it  effective. 

The  motion  was  regularly  seconded,  was 
put  to  a vote  and  carried. 

SECRETARY  McCORMACK:  I would 

like  to  move  you  sir,  that  the  gratitude  of  this 
Association  be  expressed  to  the  Daviess  Coun- 
ty Medical  Society  and  particularly  and  es- 
pecially to  Dr.  R.  E.  Griffin,  the  Chairman  of 
the  Committee  on  Arrangements,  and  to  Mrs. 
Griffin  whose  indefatigable  zeal  and  generous 
cordiality  have  made  all  of  us  feel  so  welcome 
in  Owensboro. 

In  addition,  our  thanks  be  extended  to  the 
pastor  and  board  or  stewards  of  this  church 
for  their  hospitality  in  entertaining  us,  and 
to  the  civic  clubs  and  people  of  Owensboro 
and  to  the  newspapers  of  Owensboro,  Ibe  Mes- 
senger and  Inquirer,  for  their  splendid  re- 
ports of  our  meeting. 

I will  also  include  gratitude  to  the  hotels 
and  to  the  private  houses  that  have  been  so 
kindly  opened  to  us. 

And  to  the  management  of  the  Country 
Club  and  to  Dr.  Rash  as  chairman  of  the  Golf 
Tournament  Committee. 

PRESIDENT  ESTILL  : 1 suggest  that  in- 
stead of  voting  on  this  in  the  usual  manner 
we  express  our  appreciation  by  a rising  vote. 

The  motion  was  carried. 

SECRETARY  McCORMACK:  While  we 
are  arising,  I would  like  to  move  you  also 
that  we  express  our  affection  and  confidence 
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rind  gratitude  to  our  distinguished  President, 
not  only  for  the  splendid  and  orderly  pro- 
cedure which  he  has  enforced,  but  for  his 
suavity  and  versatility  in  the  conduct  of  his 
office,  and  especially  for  his  wise  selection  of 
Dr.  J.  W.  Scott  _s  the  controlling  member  of 
the  Program  Committee,  for  I believe  we 
have  had  the  most  scientific  and  instructive 
post-graduate  course  in  our  program  that  we 
have  ever  had  in  the  society. 

H.  E.  PRATHER:  1 would  like  to  have 
you  include  in  there,  our  Secretai’y  of  the 
State  Medical  Association. 

PRESIDENT  ESTILL:  All  of  us  know 
that  the  only  officer,  or  person,  connected 
with  the  State  Medical  Society  that  is  not 
purely  nominal,  is  our  Secretary. 

Before  we  adjourn,  I would  be  very  happy 
if  someone  would  make  a motion  that  we  ask 
the  Secretary  to  write  a note  to  Dr.  Scott  ex- 
pressing our  appreciation  of  this  beautiful 
1 rrgram  that  he  has  compiled  for  us. 

LOUIS  FRANK : I so  move. 

The  motion  was  regularly  seconded,  was 
put  to  a vote  and  carried. 

D.  M.  GRIFFITH:  We  have  elected  an 
orator  in  surgery  and  an  orator  in  medicine, 
and  we  have  heard  two  splendid  deliveries  of 
both  of  those  offices  at  this  meeting.  But  we 
bring  them  right  at  the  noon  hour,  twelve 
o’clock,  when  everyone  wants  to  get:  away. 
They  have  spent  months  ami  months,  and  1 
want  to  move  to  amend  the  by-laws  that  Ave 


meet  and  designate  that  as  a special  hour  at 
eleven-thirty  instead  of  twelve.  It  isn’t  fair 
to  the  essayist  to  put  it  at  twelve  o’clock  when 
The  people  Avant  to  get  away. 

LOU.LS  FRANK:  Make  it  an  evening  ad- 
di’ess  after  the  public  address. 

PRESIDENT  ESTILL:  The  motion  has 

been  made  that  we  have  the  two  orations  one 
..•vening  during  the  meeting,  instead  of  hav- 
ing them  at  tAvelve  o’clock,  the  evening  of  the 
popular  address. 

I believe  three  together  would  be  too  much. 
We  could  have  the  two  orations  on  Tuesday 
evening  and  the  public  address  on  Wednes- 
day. 

J.  A.  ORR : Speaking  for  that  motion,  as 
a rule  the  public  address  is  never  over  an 
hour,  rarely  ever  that  much.  This  policy  of 
having  three  in  the  Southern  Associations  ob- 
tains and  is  usually  not  too  long. 

LOUIS  FRANK : Let  the  Program  'Com- 
mittee work  it  out. 

SECRETARY  McCORMACK:  I think  it 
would  be  very  well,  indeed,  Mr.  Chairman,  to 
ha\re  the  address  in  surgery  appear  Avith  the 
section  in  surgery,  then  have  the  address  in 
medicine  appear  on  the  evening  Avith  the  gen- 
eral address. 

The  motion  was  regularly  seconded,  was 
put  to  a vote  and  carried. 

The  following  accounts  were  approved  by 
the  Council  and  upon  motion,  were  ordered 
paid: 


^October  6 — Voucher  Check  No.  15  $ 26.00 

A\\  H.  EDWARDS,  Owensboro. 

To  services  as  porter  and  night  watchman,  Settle  Memorial  Church. 

Approved  bv  Council  and  Ordered  Paid  by  House  of  Delegates. 

October  G — A'oucher  Check  No.  16  • $ 100.00 

A\\  D.  CHAMBERS  Treas.,  Settle  Memorial  Church,  Owensboro. 

To  use  of  Church  for  State  Meeting. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

October  10 — A'oucher  Check  No.  17  $ 50  00 

CLARENCE  NEIGHBORS.  P.  M„  Bowling  Green. 

To  postage  on  Journals. 

Approved  by  Counc.l  and  Ordered  Paid  by  House  of  Delegates. 

October  10 — 'Voucher  Check  No.  18  . ft  532  45 

TIMES-JOURNAL  PUBLISHING  CO.,  Bowling  Green. 

To  2250  96-P.  July  Issue  $516.95 

To  40  Changes  8.00 

To  Envelopes  • 15.00 

To  Printing  Envelopes  2.30 

To  Stamps  • .20 


$542.45 

Less  by  40  Errors  10.00 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

October  10 — A'oucher  Check  No.  19  ■ $ 768.97 

TIMES  JOURNAL  PUBLISHING  CO.,  Bowling  Green. 

To  2750  120-P.  Sept.  Annual  No $674.00 

To  40  Changes  • 8.00 

To  Envelopes  15.00 

To  Printing  Envelopes  • 2.30 

To  Setting  90668  Ems  to  6 pt • 90.67 


$789.97 

Less  by  84  Errors  21.00 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

October  31 — A'oucher  Check  No.  20  $ 231.65 

DR.  A.  T.  McCORMACK,  Secretary,  Louisville. 

To  October  Salary  .* $150.00 

To  Sundry  Expense  at  Owensboro  Meeting 81.65 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 
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October 

October 

October 

October 

October 

October 

October 

October 

October 

October 

October 

I 

October 

October 

October 

October 

October 

October 

October 


31 — Voucher  Check  No.  21  

DR.  L.  H.  SOUTH,  Business  Manager,  Louisville. 

To  October  Salary  

To  Ex.  to  Owensboro  Meeting,  R.  R.  Fare,  Hotel  and 


$ 131.00 

$100.00 

Bus  31.00 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  22  $ 75.00 

ELVA  V.  GRANT,  Bookkeeper,  Louisville. 

To  October  Salary  

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  23  $ 48  35 

MAYME  SULLIVAN,  Louisville. 

To  Honorarium  • ® 

To  Expense  at  Owensboro  Meeting  ••  • • 23.35 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  24  $ 27.30 

GUNHIT/D  WENNERGREN,  Louisville. 

To  Honorarium  ■ $ 25.00 

To  Expense  at  Owensboro  Meeting  2.30 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  25  $ 32.50 

DR.  W.  B.  McCLURE,  Treasurer,  Lexington. 

To  Expense  to  Owensboro  Meeting. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  26  . •$  34.55 

DR.  J.  H.  BLACKBURN  Councilor,  Bowling  Green. 

To  Expense  as  Councilor  3rd  District. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  27  $ 6.20 

STEPHEN  P.  COMBS,  Clerk.  Letcher  Countv  Court,  Whitesburg. 

To  Court  Costs  in  case:  Dr.  W.  Edgar  Fallis  vs.  ,T.  H.  Collier. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  28  $ 152.47 

S.  W.  BASSETT  CO..  Providence.  R I. 

To  300  Bangles- — “Louisville  1927”  $ 78.00 

To  200  Buttons — “Kentucky  State  Medical  Ass’n.”  ■ 74.00 


$152.00 

Insurance  • .47 

Approved  by  Council  and  Ordered  Paid  by  Ho'  se  of  Delegates. 

31— Voucher  Check  No.  29 ■ $ 77.89 

ELIZABETH  McCORMICK  MEMORIAL  FUND  Chicago. 

To  Expense  of  Dr.  Hedger  to  Owensboro  Meeting. 

Approved  by  Council  end  Ordered  Paid  bv  House  of  Delegates. 

31 — Voucher  Check  No.  30 $ 5.13 

MEFFERT  EQUIPMENT  CO.,  Louisville. 

To  1000  White  Cards,  4x6 $2.43 

To  1000  Flat  Drinking  Cups  2.70 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  31  . .$  153.16 

HOTEL  OWENSBORO.  Owensboro. 

To  Hotel  Expense,  Dr.  A.  T.  McCormack  $ 94.16 

To  Hotel  Expense,  Dr.  Etetill  . 17.50 

To  Hotel  Expense,  Miss  Sullivan  15.80 

To  Hotel  Expense,  Miss  Wennergren  ■ 25.70 

$153.16 

Approved  bv  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  32  $ 97.71 

C.  T.  HEARING  PRINTING  CO..  Louisville. 

To  750 — 77th  Annual  Meeting  Programs. 

Approved  by  Council  and  Ordered  Paid  bv  House  of  Delegates. 

31 — Voucher  Check  No.  33  • ■ $ 1.10 

ALEX  J.  SCHULTZ.  Louisville. 

To  1 Picture  Frame. 

Approved  by  Council  and  Ordered  Paid  bv  House  of  Delegates. 

31 — Voucher  Check  No.  34  $ 266.88 

LUDLOW  PETTY.  P.  M..  Louisville. 

To  8000  No.  5 Envelopes  @ $21.92 $175.36 

To  4000  No.  8 Envelopes  @ $22.88 • ■ 91.52 


Approved  by  Council  and  Ordered  Paid  by  .House  of  Delegates. 

31— Voucher  Check  No.  35  ■ $ 2.5o 

KENTUCKY  ACADEMY  OF  SCIENCE),  Lexington. 

To  1 Year’s  Dues. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  36  $ 12.33 

BUSH-KREBS  CO.,  Louisville. 

To  4 cuts. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  37  • $ 15.80 

OTHO  HASKINS  Louisville. 

To  Expenses  to  Owensboro 

To  Room  and  Board  . . . $10.00 

To  Transportation  5.00 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

31 — Voucher  Check  No.  38  • $ 561.70 

TIMES-JOURNAL  PUBLISHING  CO.,  Bowling  Green. 

To  2250 — 100  P.  October  Journal  $536.40 

To  40  Changes  ! 8.00 

To  Envelopes  & Printing  ..  . . . 17.30 


$561.70 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 
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October  31 — Voucher  Check  No.  39  $ 35.00 

WOMAN’S  AUXILIARY,  Kentucky  State  Medical  Ass'n.,  Louisville. 

To  December  Advertisements  collected. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

October  31 — Voucher  Check  No.  40  $ 10.00 

DR.  I).  M.  GRIFFITH,  Owensboro. 

To  Expense  at  Owensboro  Meeting. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

October  31 — Voucher  Check  No.  41  $ 5 67 

BURNAM  & GREENLEAF,  Richmond. 

To  Expense,  Telephone  & Telegraph  Calls. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

October  31 — Voucher  Check  No.  42  . . $ 27  50 

WEiSTERFIELD-BpNTE  CO.,  Louisville. 

To  25  copies  of  Brief — Elizabeth  S.  Irvine  Estate. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegate. 


The  meeting  sine  die  adjourned  at  nine-thirty  o'clock. 

ORIGINAL  ARTICLES 


PUBLIC  HEALTH  IN  KENTUCKY  * 

By  Daniel  Healey,  M.D.,  C.M.,  University 
of  Kentucky. 

Fifty-four  years  ago  the  American  Public 
Health  Association  held  its  first  annual  meet- 
ing in  Cincinnati  and  it  is  interesting  that 
the  adjacent  state  of  Kentucky,  with  a medi- 
cal history  of  which  she  is  justly  proud,  but 
slowly  realized  the  importance  of  the  new 
spirit  which,  breathing  upon  medicine,  called 
forth  its  latent  powers  as  a social  agency. 

From  early  colonial  days  until  recent  years 
the  health  of  our  citizens  had  been  exclusive- 
ly in  the  hands  of  private  physicians  who  de- 
rived their  incomes  from  the  treatment  of 
disease,  and  who  were  consulted  only  when 
sickness  had  occurred.  'With  the  stead:/ 
growth  in  population  and  industrial  develop- 
ment, resulting  in  congested  and  insanitary 
areas  with  increase  of  disease,  it  was  recog- 
nized that  a large  percentage  of  the  sick 
in  many  communities  was  not  reached  bv  the 
private  physician.  It  was  natural  that  the 
inability  of  the  private  physician  to  cope  with 
eommunitv  disease  should  be  but  slowly 
recognized  in  Kentucky  where  increase  in 
population  and  congestion  in  restricted  areas 
had  been  relatively  slow,  and  where  many 
nhvsinans  were  men  of  marked  ability,  com- 
manding the  confidence  of  the  entire  commun- 
ities. 

In  1878.  during  the  epidemic  of  yellow 
fever,  the  State  Board  of  Health  was  created 
primarily  to  protect  the  citizens  of  the  Com- 
monwealth against  yellow  fever,  cholera  and 
smallpox.  Two  years  later  the  General  As- 
sembly fully  authorized  the  State  Board  of 
TTnr,iiL  tn  a -|  pll  then  considered  n ces- 

sarv  for  the  protection  of  the  public  health, 
and  the  following  General  Assembly  author- 
i7»d  tbo  Vi^ovd  to  examine  inte  nui.sR*i°es, 
sources  of  filth,  and  causes  of  sickness  and  to 
abate  the  same.  It  is  interesting  to  note  tha' 
the  Federal  Government  did  not  create  i 
national  board  of  health  until  1879. 

*Read  before  the  Fayette  County  Medical  Society. 


A.  T.  McCORMACK,  Secretary. 

Forty  years  ago  public  health  officials 
thought  their  entire  duty  was  to  prevent  the 
spread  of  yellow  fever,  cholera,  smallpox  and 
similar  epidemic  diseases,  but  as  their  ex- 
periences in  the  field  of  public  health  multi- 
plied they  learned  that,  in  this  country,  many 
more  persons  died  each  year  from  tubercu- 
losis, typhoid  fever,  diphtheria  and  other 
everyday  diseases  than  the  total  number 
dying  from  all  the  so-called  plagues,  and  thev 
realized  that  their  most  important  duty  was 
to  study  intensively  the  occurrence  of  these 
diseases  and,  if  possible,  discover  methods  of 
prevention.  The  first  step  in  such  an  under- 
taking is  the  gathering  of  reliable  vital  sta- 
tistics and  this  the  State  Board  of  Health 
began  through  the  voluntary  co-operation  of 
the  physicians  of  the  state,  continuing  its  de- 
velopment during  a period  of  twenty  years 
and  finally,  bv  meeting  the  standards  set  by 
the  Federal  Government,  placed  Kentucky 
within  the  * 5 registration  area”  in  1911. 

For  forty  years  the  State  Board  of  Health 
spread  throughout  the  state  the  doctrine  of 
improved  public  health  and  sanitation.  Other 
agencies,  notably  the  county  and  municipal 
boards  of  health,  the  Kentuckv  Tuberculosis 
Association,  and  the  State  Federation  of 
Women’s  Clubs  had  been  active  in  stimu- 
lating interest  in  public  health.  The  phvsical 
deficiencies  of  our  young  men  revealed  bv  the 
war  draft  crystallized  public  opinion  and  the 
General  Assembly  in  1920  amended  the  laws 
dealing  with  the  State  Board  of  Health, 
granting  the  board  “general  supervision  o? 
the  health  of  the  citizens  of  this  state.” 

The  State  Board  of  Health  was  re- 
organized, an  administrative  and  general  de- 
partment was  established  as  well  as  bureaus 
dealing  with  the  following  subjects:  Bae- 

teriologv:  vital  statistics;  sanitary  engineer- 
ing: public  health  education;  food,  drugs  and 
hotels ; tuberculosis ; county  health  work : 
public  health  nurses:  trachoma:  venereal  d:s- 
pases  • mpdiaal  practipp  act : and  child  hvgieue. 
TPo  SUafe  Boai*d  of  Hpalth  secured  th<  co- 
operation of  all  agencies  interested  in  the 
public  health  of  the  state;  the  .annual  in- 
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come  of  the  Board  has  grown  from  the  $1,200 
appropriated  in  1878  to  $206,909.52  in  1925- 


26,  derived  as  follows: 

Table  I. 

State  appropriations  $138,798.84 

Federal  appropriations  26,298.64 

Department  income  39,602,96 

City  contributions  577.67 

Donations  from  private  sources....  1,637.4! 


Total  $206,909.52 


The  per  capita  cost  of  the  Board’s  activities 
has  been  less  than  that  of  any  state  in  the 
union  doing  effective  work.  (2) 

Acute  infectious  diseases  constitute  one  of 
the  most  important  of  the  public  health 
problems,  and  it  will  be  of  interest  to  con- 
sider the  status  of  such  diseases  in  Ken- 
tucky. In  1880  the  FederaJ  Government 
established  a “registration  area”  within 
which  it  can  be  determined  that  the  registra- 
tion of  deaths  is  90  per  cent  of  those  which 
actually  occur.  Kentucky  was  placed  within 
this  area  in  1911.  Table  2,  compiled  from 
the  mortality  statistics  of  1911  and  1921 
shows  the  death  rate  per  100,000  in  the  more 
important  acute  infectious  diseases  in  Ken- 
tucky as  a whole,  in  the  urban  population,  i.i 
the  rural  population,  and  also  for  the  “regis- 
tration area”  as  a whole: 

One  of  the  most  interesting  features  of 
Table  2 is  the  entire  absence  of  yellow  fever 
and  cholera  from  the  “registration  area,” 
and  the  almost  complete  absence  of  smallpox 
from  the  same  area  during  both  years.  H 
is  also  of  interest  to  note  that  the  urban 
communities  of  Kentucky  have  fair  control 
of  infectious  diseases  with  the  exception  of 
tuberculosis,  pneumonia,  and  whooping 


cough.  On  the  other  hand,  the  rural  com- 
munities of  Kentucky  are  behind  the  average 
for  the  “registration  area.”  Forty  odd  years 
ago  state  boards  of  health  were  created  to 
combat  yellow  fever,  cholera  and  smallpox, 
and  Table  2 clearly  demonstrates  that,  after 
forty  years,  victory  over  these  diseases  has 
been  won.  It  is  not  unreasonable  to  suppose 
that  the  efforts  made  during  the  next  forty 
years  will  produce  similar  results,  and  that  a 
table  compiled  from  the  morality  statistics  of 
1967  will  show  an  absence,  or  mere  trace,  of 
infectious  diseases. 

With  an  estimated  total  of  19,000  acute 
cases,  tuberculosis  is  the  most  widely  spread 
infectious  disease  in  Kentucky.  Somewhat 
more  than  10  per  cent  of  the  population  of 
Kentucky  is  colored  and  if  the  death  rate 
from  tuberculosis  be  adjusted  according  to 
color,  Kentucky  has  the  highest  death  rate 
from  tuberculosis  for  each  race,  namely 
white  121.6,  colored  292.7  per  100,000  popula- 
tion. During  the  period  1911-1923  the  death 
rate  from  all  forms  of  tuberculosis  declined 
40  per  cent  in  Kentucky,  while  during  th? 
same  period,  the  death  rate  from  similar  cas?-; 
declined  42  per  cent  in  the  “registration 
area.”  This  gradual  improvement  is  largely 
the  result  of  educational  methods  followed 
by  the  State  Board  of  Health,  the  Kentucky 
Tuberculosis  Association,  and  the  National 
Tuberculosis  Association.  The  state  has  pro- 
Ti'dei  a °anitorium  wh’ch.  however.  aer>ommr- 
dates  only  65  patients  who  are  required  1 
pay  $15  per  week.  There  are  five  “district 
sanatoria”  which  together  accomodate  395 
patients  who  pay  according  to  their  ability, 
and  one  private  sanatorium  accommodating 
90  patients.  The  last  General  Assembly  pro- 


Table  II. 


Registration  Area 


Kentucky 


State  Urban  Rural 


1911 

1923 

1911 

1923 

1911 

1923 

1911 

1923 

Tuberculosis  in  all  forms  ... 

158.9 

93.6 

231.1 

139.0 

187.7 

138.2 

245.2 

134.7 

Pneumonia  in  all  forms  

109.0 

99.6 

105.0 

96.3 

132.4 

100.3 

87.6 

Infantile  diarrhea  

77.2 

32.4 

50.2 

41.5 

33.4 

8.2 

55.4 

11.8 

Diphtheria  

18.6 

12.1 

24.9 

14.0 

8.6 

6.2 

29.6 

16.4 

Purperal,  all  causes  (1)  

15.7 

6.7 

17.7 

6.0 

10.4 

1.6 

19.9 

1.1 

Whooping  cough  

11.0 

9.7 

19.1 

16.8 

4.8 

22.2 

23.1 

15.9 

Typhoid  and  paratyphoid  

20.8 

6.8 

46.6 

19.6 

24.8 

9.4 

53.2 

22.5 

Scarlet  fever  

8.6 

3.5 

3.7 

2.1 

3.2 

2.6 

3.2 

2.0 

Measles  

9.8 

10.8 

19.8 

16.9 

17.4 

9.0 

20.0 

19.5 

Malaria  

2.8 

2.8 

10.3 

2.2 

6.8 

1.6 

10.8 

2.3 

Smallpox  

0.2 

0.1 

0.1 

(2) 

0 

0 

0.2 

(2) 

(1)  Per  1,00  live  births. 

(2)  Less  than  0.1. 
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vided  50  cents  per  day  for  indigent  patients 
in  the  district  sanatoria  and  further  provided 
10  per  cent  of  the  amount  expended  on  nev' 
buildings,  or  for  repairs  and  upkeep  of  the 
present  buildings  in  district  sanatoria,  no 
sanatorium,  however,  to  receive  more  than 
$25,000  in  any  one  year.  It  is  an  interesting 
fact  that  in  Kentucky  “with  an  expenditure 
of  less  than  one  per  cent  of  the  amount  spent 
in  many  other  states”  (2)  the  decrease  in  the 
d°ath  rate  from  tuberculosis  almost  eon  ailed 
tv,o  throughout  the  “registration 

area”  during  the  same  period. 

Diarrhea  and  enteritis  funder  2 years  of 
age),  typhoid  and  paratyphoid  fevers,  con- 
sidered as  public  health  problems,  form  th" 
next  important  group  of  diseases.  The  death 
rate  from  diarrhea  throughout  the  “registra- 
tion area”  declined  58  per  cent  during  the 
period  1911-1923.  while  in  Kentucky  the 
death  rate  from  diarrhea,  during  the  sam  • 
period,  declined  only  17.4  per  cent.  The  death 
rate  from  typhoid  fever  throughout  the 
“registration  area”  declined  67.3  per 
while  in  Kentucky  the  death  raie  from  ty- 
phoid fever  declined  58  per  cent.  These 
leases  are  mainly  water  borne  and  thei>- 
control  is  the  work  of  the  sanitary  engineer 
During  1925  sanitary  inspections  were  made 
of  120  water  supplies.  Eleven  of  these  water- 
supplies  were  inspected  thre°  times,  and 
twenty-nine  were  inspected  twice.  It  is  esti- 
mated that  there  are  200  water  supplies 
throughout  +he  state,  thus  4-0  per  cent  of  the 
■'rater  supplies  were  not  inspected.  As  +Tv> 
personnel  of  the  Bureau  of  Sanitary  En- 
gineering in  1925  consisted  of  a sanitary  en- 
gineer and  a stenographer  with  a total  ex- 
pense of  about  $5,000.00,  it  is  readily  under- 
stood why  Kentucky,  with  one  exception,  has 
he  highest  death  rate  from  typhoid  and  paw" 
typhoid  fevers,  and  dysentery,  within  the 
“registration  area.” 

The  Bureau  of  Vital  Statistics  received 
during  1925.  95.311  certificates  divided  as  fol- 
lows: Deaths  28.448,  a rate  of  11.4  per 

'housand  population.  Births,  64,828,  a de- 
crease of  1095  over  the  year  1925,  and  a ra+e 
of  26.2  per  thousand.  The  corresponding 
rates  for  the  TT  8*.  registration  area  for  1923 
-re  deaths  12.3,  births  22.4,  per  thousau 1 
copulation. 

During  the  pest  <uxtv  vears  trachoma  has 

-m  prevalent  in  the  mountain  course-  "" 
Kentucky.  This  disease,  which  attacks  the 
eves,  is  highly  contagious,  beginning  as  an 
mite  condition  in  young  children  and 
untreated,  continuing  throughout  life,  fre- 
quently ending  in  total  blindness.  It  is  the 


most  important -of  the  chronic  inflammations 
of  the  eye,  spreading  from  person  to  person, 
usually  by  means  of  towels  infected  by  the 
eye  secretions.  At  the  onset  of  the  disease 
and  during  acute  relapses,  the  eyelids  are 
swollen,  the  conjunctiva  much  injected,  and 
there  is  a moderate  amount  of  secretion, 
later  the  conjunctiva  is  much  thickened  and 
studded  with  minute  granulations,  the  so- 
called  trachoma  bodies,  which  are  small  gray- 
ish, translucent  nodules  resembling  grains  of 
boiled  sago.  In  long  standing  cases  atrophy 
of  the  conjunctiva  with  scar  formation  oc- 
curs, often  causing  the  eyelids  to  curve  in- 
ward so  that  the  lashes  rub  against  the  con- 
junctiva, while  the  scars  interfere  with  the 
movements  of  the  eyeball.  Eleven  years  ago 
the  TT.  S.  Publi" Health  Service  established  i 
trachoma  hospital  at  Hindman,  Kentucky,  se- 
lecting this  location  because  Knott  Count}' 
showed  the  largest  number  of  cases.  Later 
on  two  more  hospitals  were  established,  one 
at  Pikeville  and  the  other  at  Jackson,  the 
total  accommodation  of  the  three  hospitals 
heipo-  58  bed^.  Tn  1920  the  General  Assembly 
appropriated  $15,700  for  the  purpose  of  com- 
bating this  disease.  The  statistics  of  the 
bureau  of  trachoma  indicate  “that  the  num- 
ber of  cases  of  trachoma  is  now  only  20  per 
cent  of  the  number  estimated  five  years  ago.” 
(2)  and  the  U.  S.  Public  Health  Service  has 
discontinued  the  hospitals  at  Hindman.  Jack- 
son,  and  Pikeville. 

The  mortality  statistics  present  no  fact 
more  interesting  and  important  than  the  en- 
tire absence  of  vellow  fevera  and  cholera  from 
the  “registration  area”  at  the  present  time, 
and  the  almost  complete  absence  of  small- 
pox. Forty  years  ago  the  task  of  protecting 
mankind  from  vellow  fever  and  cholera  was 
ouite  hopeless,  because  our  knowledge  of  these 
diseases  was  insufficient.  With  the  demon- 
stration in  1900  that  yellow  fever  could  be 
transmitted  by  but  one  species  of  mosquito 
and  then  only  after  the  mosquito  had  fed 
on  a yellow  fever  patient,  mankind  was 
given  absolute  control  of  this  disease.  With 
the  demonstration  in  1892  that  Asiatic  cholera 
was  caused  by  a microbe  occurring  mainly 
in  water  or  in  foods  contaminated  by  such 
water,  absolute  control  of  the  disease  passed 
into  the  hands  of  those  communities  which 
exercise  nroper  supervision  of  the  water  sup- 
plies. With  the  demonstration  in  1798  that 
vaccination  controlled  smallpox  this  disease 
vanished  from  comnmnitie.s  which  practiced 
pomnulsory  vaccination  Tn  the  history  of  man- 
kind there  is  no  better  demonstration  of  the 
power  of  knowledge. 
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Tlie  mortality  statistics  present  another 
very  interesting-  lact — tnat  in  xveniucky  witn 
an  expenuuure  ox  less  man  one  per  cem 

iiiv.  aiiiUUlit  o^lTllt  xTT  lilclilj  UlilCI  ^LcttCsJ  Lllti 

aeatn  rate  irom  tuberculosis  declined  4U  per 
cent,  vvlnie  tlie  deatli  rate  lor  tlie  ’‘registra- 
tion area'  declined  42  per  cent.  Tins  in- 
dicates tliat  lack  ol  knowledge  is  our  real 
handicap  in  ligating  tuberculosis  and,  wlnie 
it  is  important  to  sustain  and  develop  those 
agencies  whicli  are  used  to  light  this  disease, 
u is  muca  lauie  important  to  stimulate  investi- 
gation and  study.  In  1915  tlie  Academie  do 
Medicine,  Paris,  offered  a prize  oi  $16(1,000 
open  LU  me  world,  xor  a sovereign  cure  xor 
tuberculosis.  (4)  If  otlier  organizations  were 
to  offer  similar  prizes  the  sum  total  might 
ue  suaicient  to  challenge  the  seientixic  world 
m a manner  which  would  produce  the  neces- 
sary result. 

The  war  draft  focussed  public  attention 
upon  the  occurrence  of  venereal  diseases 
among  young  men.  n.aioag  those  drafted  Irom 
Kentucky  with  the  second  million  drafted 
men  the  occurrence  of  venereal  disease  was 
8.8  per  cent  while  the  average  for  ail  the 
states  was  2.81  per  cent.  (3)  During  the 
past  five  years  public  health  officials  have 
actively  combated  venereal  diseases,  yet  the 
work  is  so  new  and  the  statistics  so  unusual 
mat  it  is  dimcuit  to  iorin  a clear  luea  ol  toe 
problem. 

The  Efficiency  Commission  of  Kentu  y 
states — "At  the  .Reform  School  for  C 'j 
ninety-eight  per  cent  of  the  inmates  su 
from  one  or  the  other  of  these  diseases  ( \ 
nereal)  in  an  acute  form.”  (1)  The  State 
Inspector  and  Examiner  stated — ‘ ‘ A girl  suf- 
fering from  a highly  infectious  venereal  dis- 
ease had  exposed  64  men  and  boys  during  a 
period  of  three  months,”  (2)  and  it  is  readily 
understood  how  the  67,324  cases  treated  by 
the  bureau  of  venereal  diseases  occurred.  At 
present  public  officials  are  attempting  the 
treatment  and  cure  of  venereal  diseases  at  a 
relatively  great  expense.  The  promiscuous 
young  woman  is  always  abnormal,  frequently 
a high  grade  imbecile,  sooner  or  later  a source 
of  infection  to  others  and  incapable  of  mas- 
tering her  promiscuous  tendencies  through 
education  or  training.  This  young  woman 
is  the  source  from  whicli  venereal  diseases 
spread  and  until  she  is  quarantined  as  are 
other  patients  suffering  from  acute  infectious 
disease,  and  until  young  men  learn  that  their 
companions  in  vice  are  poor  imbecile  crea- 
tures, the  expensive  efforts  of  the  public 
offiicials  will  be  largely  wasted.  During  the 
past  five  years  the  steady  effort  of  public 
health  officials  have  overcome  all  serious  ob- 


jection to  quarantine  of  diseased  women  ana 
wnen  sucn  persons  are  sypnmtic,  iney  may 
be  renuerea  non-iniectious  o y means  ol  tne 
newer  arsenical  remeaies.  inis  is  real  prog- 
ress ana,  if  aunng  tne  next  five  years,  similar 
results  are  attained  witn  gonorrneal  miecuon 
eventual  victory  over  venereal  diseases  will  be 
assured. 

Infantile  diarrhea  and  typhoid  fever  are 
mainly  water  bourne  diseases  and  readily  con- 
trolled by  communities  which  exercise  proper 
supervision  of  the  water  supplies.  It  is  most 
unfortunate  that  Kentucky  with  the  highest 
death  rate  from  tffese  ffiseases  spenffs  less 
than  a seventh  of  the  sum  expended  in  tlie 
treatment  of  venereal  diseases,  with  the  re- 
sult that  approximately  1,000  infants  under 
2 years  of  age  Tie  eacii  year  irom  immune 
diarrhea. 

During  recent  years  the  welfare  of  the 
child  has  awakened  nation-wide  interest.  The 
Eederai  Government  has  officially  recognizeu 
child  welfare  through  the  establishment  ox 
the  Childrens’  Bureau  in  the  Department  ot 
Labor.  In  Kentucky  the  law  requires  sani- 
tary and  safe  school  premises,  provided  with 
pure  drinking  water,  frequent  inspections  by 
the  county  health  officer  who  must  examine 
the  children  for  defective  eyesight,  defective 
hearing,  diseased  tonsils,  diseases  teeth,  and 
auenoius  ana  lx  sucn  conaitions  be  xouna,  re- 
port in  writing  to  the  parent  or  guardian 
requesting  that  such  conaitions  be  corrected. 
The  results  of  child  welfare  work  will  be  evi- 
aent  in  the  future  in  lowered  infant  mor- 
bidity and  mortality,  and  the  real  value  of 
the  work  can  be  estimated  then  rather  than 
at  the  present  time. 

From  a study  of  figures  obtained  from 
draft  boards,  school  surveys,  the  non-effective 
rare  m rue  army  ana  health  surveys  it  ap- 
pears that  about  6 per  cent  of  a community 
are  ill  at  any  one  time.  If  a community  has 
one  physician  for  each  thousand  persons  he 
will  have  about  60  patients  at  all  times,  al- 
though it  would  be  unnecessary  to  see  many 
of  these  patients  each  day.  The  records  of 
the  State  Board  of  Health  show  2,836  phy 
sicians  in  Kentucky,  which  is  one  physician 
to  about  850  persons.  This  proportion  varies 
in  different  counties  from  one  physician  ti 
437  persons  in  Fayette  County,  to  one  phy- 
iscian  to  3,885  in  Knott  County.  There  is 
one  county  in  Kentucky,  (Leslie)  without  a 
physician.  In  the  other  counties  the  number 
of  physicians  varies  from  two  in  Menifee 
County  to  610  in  Jefferson  County,  and  there 
are  14  counties  where  patients  are  ten  or 
more  miles  from  a physician.  Seven  counties 
have  but  three  physicians  each,  while  five 
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counties  nave  out  nve  pnysicians  eacn.  .Dur- 
ing me  past  len  years  me  oiate  Loara  or 
rreaitn  issuea  ceruneates  to  iUo  pnysician^ 
anu  or  uiese  aoo,  or  -±<  pci-  cent  seiu.ua  m 
eieven  cities  anu  towns,  wane  jo  per  ecu., 
act tieu  in  oo  counties,  reaving  04  counties  m 
tne  state  m vvmcn  no  pnysician  nas  setueu 
uunng  me  past  ten  years,  mose  vvno  nave 
siuaieu  tne  question  consider  it  necessary 
tnat  eaeii  community  provide  lroin  one  to  two 
nospitai  beds  lor  eacn  liunured  ol  its  mem- 
bers. Tiiere  are  bU  nospitals  in  Kentucky 

iidviiig  a iui«i  ci  Tt,iOu  ceuo.  j niiS  is  one 

hospital  bed  to  542  persons  througnout  the 
state.  These  hospitals  are  in  TU  counties  of 
the  state,  while  bO  counties  have  no  hospitals 
whatever.  There  are  121  public  health  nurses 
employed  in  37  counties  ol  the  state.  Ol  these 
nurses  93  are  employed  by  cities  and  coun- 
ties ; IT,  by  the  Aletropolitan  Kile  Insurance 
Company,  o are  empioyeu  by  entireties,  anu  in- 
dustrial and  settlement  organizations  employ 
3 each.  In  round  numbers  there  are  1,6(JU 
trained  nurses  in  Kentucky  and  as  there  were 
37,302  births  in  1923  the  maternity  work 
alone,  if  properly  cared  lor,  would  require 
more  than  twice  the  number  of  traine.l 
nurses  in  the  state. 

With  the  exception  of  an  unpublished 
hcaioh  survey  conducted  by  the  U.  iS.  Public 
Health  Service  in  Mason  County,  no  health 
surveys  have  been  made  in  Kentucky.  If, 
however,  the  figures  obtained  through  liealtu 
surveys  in  somewhat  similar  communities  be 
applied  to  Kentucky  some  interesting  results 
are  obtained.  It  would  appear  that  in  Ken- 
tucky at  any  one  time  there  are  150,000  who 
need  medical  treatment  of  one  kind  or 
another  and  that  120,000  of  these  are  re- 
wvirg  no  modi  al  treatment  whatever;  that 
there  are  60,000  cases  of  venereal  disease,  with 
36,000  of  them  receiving  no  medical  treat: 
ment,  and  3.000  persons  dying  from  syphilis 
each  year,  and  that  there  are  1,000  insane 
and  feeble-minded  persons  whose  condition 
was  caused  by  syphilis;  that  there  are  20,000 
maternity  cases  each  year  receiving  no  med  - 
attention ; that  there  are  67,500  school  chil- 
dren with  defective  teeth,  18,000  with  de- 
fective vision,  and  4,500  with  adenoids  or  dis- 
eased tonsils. 

Trul^’  a new  spirit  has  breathed  upon  medi- 
cine creating  new  ideals  of  social  service. 
That  this  spirit  has  breathed  but  gently  in 
Kentucky  is  natural  and  yet — it  has  breathed 
and  many  agencies  are  working  for  the  com- 
mon good. 


WHO  IS  RESPONSIBLE  EUR  THE 
liN'CliEASE  OE  IDiOUT.* 

.by  11.  C.  Clark,  Eaimoutii. 

it  nas  ueen  said  that  in  the  .Laboratories 
lies  tne  nope  01  tne  luture,  tne  physical  re- 
demption 01  the  race,  ibeience  is  tne  menci 
01  humanity  as  well  as  a good  physician  and 
must  be  depended  upon  equally  in  the  hope 
ol  posterity.  There  are  many  serious  proo- 
lems  concerning  the  race  neither  tne  Lauora- 
tones  nor  the  Ehysician  can  eliminate  alone, 
but  legislation  must  be  invoked  to  make  pass- 
ible our  escape  from  an  impending  danger 
right  at  our  door  today,  and  from  neglect 
ol  our  duty  we  see  from  improper  marriage, 
children  born  to  become  a burden  to  tne 
state.  And  not  one  word  from  us  of  protest 
do  we  utter,  ri  tne  juaooratories  nave  tneir 
ruil  swing  tne  applicants  for  marriage  license 
noth  would  have  a Wasserman  test  as  well  as 
other  tests  made  and  a clean  bill  of  health 
lound  before  they  could  be  united  111  mar- 
riage. The  Laboratories  and  Physicians  co- 
operating together  have  reduced  the  deatJi 
.ate,  out  neitiier  tne  Laoorators  or  tne  rny- 
sicians  can  prevent  the  increased  birth  rate  of 
idiots  without  different  laws  being  enacted 
on  the  subject  that  will  send  every  idiot  to 
the  operating  room  for  sterilization  instead 
of  authorizing  them  to  get  married  perpetuat- 
ing their  kind  as  is  done  under  our  present 
laws.  I am  acquainted  with  an  idiot  in  my 
county  who  married  an  idiotic  girl  and  they 
have  produced  five  idiotic  children,  making 
seven  in  the  family,  all  idiots.  In  my  county 
we  nave  seventy-six  idiots  and  they  are  tne 
most  dangerous  to  the  future  physical  and 
mental  humanity,  because  all  but  eight  are 
able  to  associate  with  other  folks  after  meet- 
ing those  of  opposite  sex  who  are  mentally 
their  equal  anct  they  should  be  sterilized.  It 
is  seldom  if  ever  an  idiot  improves.  I can- 
not recall  one  who  has.  They  are  hopeless 
and  if  the  Physicians  of  our  state  will  read 
this  paper  and  take  the  subject  seriously  to 
heart  we  can  have  a law  passed  authorizing 
sterilization  of  idiots  and  morons.  We  do  not 
know  that  there  are  more  of  this  class  in  our 
county  than  there  are  in  other  counties.  Esti- 
mated from  the  number  we  ’ ave  there  are 
over  twenty-five  thousand  in  the  state  and  the 
numbering  increasing.  The  slogan  is  pre- 
ventive medicine.  You  hear  it  every  day 
and  this  holds  the  only  promise  for  the 
mental  redemption  of  the  race.  What  has 
been  done  by  science  in  prevention  of  com- 
municable diseases  can  with  as  great  success 

‘Read  before  the  Pendleton  County  Medical  Society. 
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be  done  for  the  feeble  minded  by  prevention. 
The  operation  is  simple  and  not  attended  by 
danger.  I know  there  are  four  feeble  minded 
boys  who  are  dangerous  to  society,  a care  to 
their  families  who  have  to  watch  them  con- 
stantly and  they  should  at  least  be  sterilized. 
The  law  is  a success  in  the  states  where  they 
have  the  law  in  operation.  If  the  word  is 
passed  along  that  an  effort  will  be  made  to 
have  the  subject  brought  before  the  legis- 
lature at  its  next  session,  J am  of  the  firm 
belief  we  can  soon  begin  to  experience  a de- 
crease in  the  birth  rate  of  these  unfortunate 
unpromising  blights  of  humanity.  This 
curse  has  been  neglected  too  long.  There  are 
but  few  persons  who  realize  how  many  idiots 
there  are  in  their  own  neighborhood  or 
county  until  their  attention  is  directed  to  the 
subject.  It  is  at  our  door.  Confronts  us 
now  as  but  few  other  public  questions.  Will 
not  be  pushed  aside  nor  can  it  be  dodged. 
It  is  up  to  the  physicians  in  every  county  in 
the  state  to  exert  their  mental  strength  and 
political  influence  with  the  law  makers  to  in- 
augeratea  movement  that  will  forever  stop 
this  curse  on  humanity.  There  can  be  no 
greater  curse  perpetuated  against  a child 
than  to  refuse  it  the  right  to  be  born  right, 
physically  or  mentally. 

Intracranial  Hemorrhage  in  Infancy  and  Chlld- 
hoon. — An  analysis  made  by  Sheldon  of  10,150 
consecutive  postmortem  examinations  showed  ex- 
actly fifty  cases  of  intracranial  hemorrhage  in 
children  under  12  years  of  age,  giving  a per- 
centage of  just  under  0.5.  Of  the  fifty  cases, 
twenty-eight  were  extracerebral,  twenty-two  in- 
tracerebral. The  distribution  was:  subdural, 

eleven  cases;  subarachnoid,  sixteen  cases;  cere- 
bral, sixteen  cases;  cerebellar,  four  cases;  pon- 
tile and  medullary,  two  cases,  and  epidural,  one 
case.  None  were  prenatal  cases.  In  the  major- 
ity of  these  cases,  the  intracranial  hemorrhage 
was  not  diagnosed  before  death.  One  symptom 
that  seems  fairly  common  is  the  occurrence  of 
convulsions.  In  this  series  a positive  statement 
of  convulsions  was  made  in  59  per  cent.  The 
convulsions  were  seldom  of  localizing  value,  but 
the  paralysis  which  followed  in  some  cases  cor- 
responded more  closely  to  the  area  of  hemor- 
rhage. The  postmortem  evidence  shows  that,  al- 
though in  some  cases,  notably  those  with  malig- 
nant endocarditis  ,the  situation  and  extent  of 
the  hemorrhage  was  sufficient  per  se  to  have  re- 
sulted in  death,  in  others  the  patient  died  be- 
cause of  the  severity  of  the  primary  disease. 


DIVERTICULA  OF  THE  UPPER 
ESOPHAGUS.* 

Dy  Charges  G.  Lucas,  M.D.,  Louisville. 

Routine  use  of  tbe  Roentgen-ray  in  regular, 
systematic  examination  lias  proven  tnat  di- 
verticula of  the  esophagus  are  more  common 
than  was  formerly  supposed.  While  all  parts 
ox  tue  esophagus  may  De  the  suoject  of  this 
condition,  the  one  most  often  found  is  that  in 
tue  cervical  region — the  pressure  diverticu- 
lum. The  traction  diverticulum  usually 
affects  the  thoracic  part  of  the  esophagus. 

The  pressure  diverticulum,  first  described 
by  Zenker  and  Ziemssen,  is  usually  found  in 
tne  cervical  portion  oi  tue  esophagus,  be- 
hind the  cricoid  cartilage  on  the  posterior 
wall  at  the  juncture  with  the  pharynx.  Judd 
states  that: 

" inis  weakness  in  tne  wall  oi  the  esopha- 
gus is  the  result  of  tne  arrangement  of  tne 
musculature  of  tne  lower  end  oi  tne  pharynx 
anu  the  upper  end  ox  the  esophagus.  During 
me  act  ox  swallowing,  consiuerable  pressure 
may  be  exerted  from  the  inner  part  of  the 
esophagus  and  it  is  quite  natural  that  the 

in-LUicx'  uuctL&  ue  gi'avALLaiiy  lorctju.  txix  ou^u 

a chink  in  the  outer  coats  and  in  this  way 
for  a simple  pouch.  Tne  pouch  would  ten-1 
to  increase  in  size  each  time  and  mtraesopha- 
geal  pressure  increased  until  it  became  large 
enough  to  hold  accumulated  food  and  mucu, 

ii.  vnlli  inlC  JL  JLi.0  Lilli  LUcl  ^ C U.  Xvdv^U. 

would  also  tend  to  increase  the  size  of  the 
pouch.” 

In  contradistinction  to  diverticula  of  other 
portions  of  the  gastro-intestinal  tract,  these 
pressure  diverticula  contain  only  the  mucous 
membrane  and  submusoca  in  the  hernial  sac. 

The  symptoms  depend  on  the  size  and  posi- 
tion of  the  diverticulum  and  usually  do  not 
develop  until  about  the  fiftieth  year  and  be- 
yond. In  some  cases  increasing  dryness  of 
the  pharynx  attended  with  cough  is  first 
noted.  This  may  persist  for  quite  a while, 
followed  by  difficulty  in  swallowing  -and  re- 
gurgitation of  food.  In  some  cases,  a chok 
ing-  sensation  is  noted,  while  in  others,  when 
the  diverticulum  has  attained  some  size  and 
is  filled,  the  patient  may  complain  of  a ‘ ‘ lump 
in  the  throat.”  In  a case  seen  recently 
where  the  patient,  over  fifty,  stated  that  her 
symptoms  had  developed  six  years  before, 
there  was  constant  eructations  of  gas,  sour 
stomach,  much  mucus  and  constant  indiges- 
tion with  feeling  that  “nothing  would  pass 
through  normally.’  This  patient  had  to  stop 
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u uring  a meal  10  eruciate  oy  pushing  the  ling- 
er m cue  tnioat  to  relieve  j-unnesa.  tone  naa 
many  choking  spells.  Excessive  secretion  of 
mucus  is  often  marked.  This  has  been  a pro- 
nounced symptom  in  a case  under  observa- 
tion tor  several  years.  Bad  breath  due  to 
decomposing  tooii  in  tne  sac  is  omen  numced. 

Constant  indigestion  has  been  a feature 
m one  of  the  cases  in  this  report,  and  since 
neing  told  of  his  condition,  this  patient  has 
often  noticed  a gurgling  noise  in  the  sac, 
especially  on  manipulation.  Another  patient 
had  pressure  and  fullness  in  the  neck  each 
evening  and  by  manipulating  and  rolling 
the  neck  could  express  some  of  the  contents 
of  the  sac  and  get  some  relief.  Bain  is  not 
usual  unless  ulceration  occurs,  but  this  may 
follow  the  decomposition  of  food  or  may  be 
the  result  of  irritation  from  hard  particles 
of  food  or  seed  in  the  sac.  As  a result,  peri- 
esopliagitis  may  ensue  with  the  formation  of 
abscess  and  rupture  into  the  surrounding 
tissues.  In  some  eases  with  a large  diverti- 
culum, the  pressure  from  a full  sac  may  be  so 
great  as  to  bring  on  serious  respiratory  symp- 
toms with  increased  difficulty  in  swallowing, 
under  such  circumstances  vomiting  may  be 
induced  for  relief.  A visible  or  palpable  tu- 
mor occurs  only  when  the  sac  is  large.  In 
thirty-five  cases  reported  by  Judd,  ten  had 
a visible  or  palpable  tumor  in  the  neck;  in 
seven  cases,  it  was  on  the  left  side ; in  three 
on  the  right. 

Where  the  sac  is  small,  there  is  usually  no 
interference  with  nutrition,  but  where  the  sac 
lias  attained  considerable  size  and  is  filled 
with  food,  the  lower  esophagus  may  be  shut 
off  or  the  esophageal  lumen  so  obstructed  that 
only  liquid  food  will  pass.  In  such  cases, 
weight  loss  may  be  marked. 

Occassionally,  a ease  may  be  seen  where 
there  are  no  symptoms  referable  to  the 
esophagus.  Judd  reports  the  case  of  a man, 
aged  forty-two,  who  had  been  treated  for 
“stomach  trouble”  for  years,  in  whom  there 
were  no  smptoms  of  esophageal  involvement. 
An  x-ray  examination  of  the  stomach  was 
negative  but  revealed  a diverticulum  in  the 
lower  third  of  the  esophagus. 

The  diagnosis  in  all  my  cases  has  been 
made  by  means  of  the  x-ray.  In  all  gastro- 
intestinal fluoroscopies,  the  esophagus  is  al- 
ways studied  in  all  positions.  Where  a di- 
verticulum is  suspected  or  there  is  any  in- 
terference with  the  passage  :of  the  usual 
barium  mixture,  a thick  barium  mucilage  of 
acacia  mixture  is  given  in  tablespoonful 
doses.  Several  films  are  then  made  with  the 
patient  in  the  same  position.  It  is  the  idea1 
procedure  after  this  method,  to  employ  the 


esophagoscope  and,  in  the  hands  of  ex 
perienceu  operators,  it  is  01  tne  greatest 
service.  10  quote  dacXson:  "A  racnograpn 
is  very  vaiuame  and  should  always  ne  maue, 
out  to  rely  upon  it  to  the  exclusion  ot 
esophagoscopy  is  to  take  a chance  ol  serious 
or  ratal  error,  as  mentioned  in  connection 
with  spasmodic  and  organic  stenoses  and 
malignancy.”  it  is  particularly  in  those  eases 
or  dilatation  above  stricture  that  the  esopha- 
goscope proves  its  value. 

Differential  diagnosis  must  be  made  from 
simple  stricture,  cardiospasm,  and  carcino- 
ma. In  the  former,  the  exciting  cause,  the 
gradual  development  of  symptoms,  and  the 
characteristic  x-ray  appearance,  are  usually 
sufficient  for  the  diagnosis.  In  cardiospasm, 
the  long  history,  the  large  amount  of  fer- 
menting contents  in  the  sac,  the  inability  to 
swallow  liquids,  and  the  x-ray  appearance 
ot  the  greatly  dilated  esophagus  exclude  di- 
verticulum. In  carcinoma,  the  peculiar  x- 
ray  appearance  with  the  esophagoscopic  pic- 
ture, the  rapid  loss  of  flesh,  the  progressive 
inability  to  swallow  solids,  semi-solids  and 
hnally  liquids,  all  help  to  differentiate. 

The  treatment  is  surgical.  Erom  a medical 
standpoint,  careful  attention  to  the  diet,  the 
avoidance  of  coarse  food  and  alcoholics  will 
make  the  patient  more  comfortable.  In  some 
eases,  it  has  been  necessary  for  the  patient 
to  try  various  positions  in  swallowing.  If 
much  mucus  and  the  evidence  of  decomposing 
food  is  present,  lavage  of  the  esophagus,  and, 
if  possible,  the  thorough  cleansing  of  the 
sac,  gives  much  relief.  I have  found  the 
Levin  duodenal  tube  of  great  service  in  this 
condition. 

In  the  Mayo  Clinic  many  cases  have  been 
operated.  To  quote  Judd  again:  “The  two- 
stage  operation  seems  to  give  the  best  re- 
sults.. In  the  first  stage  the  sac  is  freed  from 
the  surrounding  tissue,  the  neck  of  the  sac 
sutured  with  a few  catgut  sutures  to  the 
sterno-mastoid,  the  wound  in  the  neck  closed 
around  tne  sac,  which  is  allowed  to  project 
from  the  wound.  Neither  the  diverticular 
sac  nor  esophagus  is  opened.  After  ten  or 
twelve  days,  the  sac  is  excised  and  the  open- 
ing in  the  esophagus  and  wound  in  the  neck 
closed.” 

In  the  Gaub-Jaekson  method,  under 
tracheal  anesthesia,  the  esophagus  is  exposed 
by  external  dissection,  the  esophagoscope  is 
introduced  into  the  diverticulum  and  the 
pounch  presented  in  the  external  wound. 
The  bottom  of  the  sac  is  seized  with  forceps 
after  being  dissected  from  the  su:«ounding 
tissue,  the  esophagoscope  withdrawn  a short 
distance  and  then  passed  downward  the 
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esophagus  beyond  the  diverticular  opening. 
Under  these  circumstances,  the  redundant 
sac  is  amputated  without  involvement  of  the 
wall  of  the  esophagus. 

Jn  the  past  few  years,  I have  encountered  a 
number  of  pressure  diverticula  and  wish  to 
report  three  cases: 

Case  1.  Mr.  Y.,  aged  56,  had  the  usual 
diseases  of  childhood  without  untoward  inci- 
dent. He  also  had  chills  and  fever.  In  1890 
lie  had  a very  severe  attack  of  grippe.  Since 
then  he  has  had  several  attacks,  but  none  was 
severe.  At  36,  he  had  a severe  tonsillitis 
and  has  had  one  attack  since.  He  has  nor 
been  confined  to  bed  in  the  past  tweniv  year; 
except  for  three  days  during  the  influenza 
epidemic.  He  had  complained  of  “indiges- 
tion” off  and  on  during  the  past  thirty  years, 
large  meals  and  alcoholic  combinations  pre- 
disposing. He  is  awakened  nearly  every 
night  with  gas  and  sour  stomach.  Soda  give ; 
relief.  On  awakening  he  feels  well  and  has 
an  appetite  for  breakfast.  About  11  a.  m. 
he  is  troubled  with  gas  and  gets  relief  from 
soda.  This  is  repeated  late  in  the  afternoon., 
but  he  is  comfortable  after  dinner.  If  solids 
are  taken  the  patient  has  noticed  occasional 
difficulty  in  swallowing  and  water  is  often 
taken  to  assist  in  the  act.  Pills  appear  to 
stick,  occasionally.  He  is  conscious  of  a lumn 
in  the  throat  and  has  noticed  that  pressure 
on  the  neck  mav  bring  bubbles  of  gas  into 
the  throat.  At  times  he  has  some  pain  iri 
+hp  same  re<?;on  and  also  in  the  ba«k  of  the 
bead  He  is  somewhat  constipated  The  stools 
small,  but  of  normal  color.  He  has  lost  no 
weight. 

He  was  obliged  to  make  a tU n AVe<g  an  t 
at  mv  reonpst  he  stunned  in  Cbionori  to  con- 
srdt  Hr.  Prank  Smithies  At  tbit;  pnnsnlta- 
tion  among  several  pathological  conditions 
a diverticulum  about  the  size  of  a twentv- 
five  cent  piece  was  found  in  the  eerviea' 
portion  of  the  esonhagus  behind  the  cricoid 
cartilage  on  the  left  anterior  wall.  Suitable 
recommendations  for  this  and  other  patho- 
logical conditions  found  at  this  examination 
were  made  by  Dr.  Smithies,  but  the  patient 
is  one  who  is  hard  to  control.  The  Wasser- 
mann  was  negative. 

Case  II.  Mr.  M.,  aged  69,  had  always  led 
an  active  life.  Previous  histo-v  not  inci- 
dental. For  several  years  before  he  con- 
sulted me,  had  complained  of  “indigestion.” 
For  the  past  twelve  months  prior  to  con- 
sultation has  noticed  discomfort  particularly 
at  night,  and  was  troubled  with  a large 
amount  of  mucus.  Beyond  moderate  enlarge- 
ment of  the  prostate  and  slight  cystitis  was 


otherwise  in  fairly  good  shape.  Fluoroseopii 
examination  showed  a moderate  sized  diverti- 
culum on  the  posterior  wall  slightly*  to  the 
left.  This  patient,  had  a prostatectomy  done 
about  a year  ago.  Pest  in  bed  for  several 
weeks  apparently  relieved  some  of  the  symp- 
toms due  to  the  diverticulum  but  after  getting 
up  and  around  for  a time,  all  the  old  symp- 
toms returned.  A second  examination  eighteen 
months  after  the  first  showed  a distinct  en- 
largement of  the  diverticulum  and  he  has  now 
decided  to  have  it  removed. 

Case  III.  Mr.  L.,  aged  58,  was  first  seen 
in  1909  complaining  of  “indigestion.”  No 
x-ray  study  made  at  that  time.  In  October, 
1924,  patient  then  73  years  of  age,  consulted 
Dr.  Abell,  through  whose  courtesy  I am  al  • 
lowed  to  report  the  case.  His  chief  complain', 
was  inability  to  swallow  food,  which  ha  a 
been  getting  gradually  worse  for  the. previous 
three  years.  Loss  in  weight  twenty-five 
pounds.  Patient  was  decidedly  emaciated. 
During  the  fluoroscopic  examination  by. Dr 
Henry  a very  large  diverticulum  of  the  nope;- 
esophagus  was  found  with  a capacity  about 
eight  ounces. 

Ca^'e  TV.  fFenorted  for  Dr.  Abell).  Mr. 
W.  M.  M.  consulted  him  on  December  2nd, 
last.  He  was  45  years  of  age  and  bevoncl  th« 
fart  that  be  had  had  the  usual  diseases  of 
childhood  and  typhoid  pneumonia  at  33,  his 
previous  history  was  uneventful.  His  chief 
complaint  was  inability  to  swallow  and  the 
effects  of  starvation.  His  usual  weight  was 
180  but  for  two  years  previously  bad  averaged 
165  Weight  at  time  of  examination  .was 
113.  He  stated  that  for  two  years  his  con- 
dition had  been  getting  worse.  His  throa.' 
would  become  dry  and  sometimes  the  sputum 
would  bo  blood-streaked.  He  could  not  swal- 
low sol’d  food  and  lived  on  milk  and  malted 
milk.  If  he  took  a full  glass  of  milk  it  was 
vomited  very  shortly.  Food  or  fluid  returned 
very  shortly  after  ingestion.  Had  never  had 
spasmodic  pain  and  had  not  noticed  tarry 
stools  except  for  a week  or  so  two  years 
before.  His  blood  pressure  was  84  over  64. 
Pulse  90.  Knee  jerks  and  pupils  respond 
normally.  There  was  much  dentistry. 
Tongue  fu-rued,  thick  and  coated.  Mucosa  of 
palate  and  pharynx  is  markedly  infected. 
Submaxillary  and  salivary  glands  are  pal- 
pable. Heart,  lungs  and  thyroid  were  nega- 
slight  anemia  and  the  urine  was  negative 
tive,  also  the  abdomen.  Blood  showed  a 
beyond  a trace  of  albumin.  The  X-ray  report 
states:  there  was  a large  esophageal  diverti- 
culum. Cannot  retain  large  quantity  of  the 
barium  mixture.  Took  five  or  six  ounces  and 
this  about  half  filled  the  sac.  None  of  the 
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barium  passed  into  the  stomach. 

Three  unsuccessful  attempts  were  made  to 
pass  the  esophagoscope.  Several  efforts  were 
made  to  have  him  swallow  a silk  thread  but 
these  also  failed.  A gastrostomy  was  done 
by  Dr.  Henry  under  local  anesthesia.  He 
did  very  ovell  following  the  operation  anl 
gained  some  in  weight  and  strength.  On 
January  12th  last  the  first  stage  operation 
for  removal  of  the  sac  was  done  and  the 
second  stage  operation  on  January  24th.  i 
think  it  is  of  interest  to  append  the  operative 
notes  herewith. 

January  12,  1927:  Five-inch  incision  along 
anterior  border  right  sterno  muscle  extend- 
ing from  ring  of  hyoid  bone  down  to  sterno- 
clavicular-articulation. Sterno-mastoid  with 
underlying  carotid  vessels  retracted  outward. 
Trachea,  larynx  and  thyroid  retracted  in- 
ward after  first  ligating  superior  and  inferior 
thyroid  arteries.  Diverticulum  readily 
identified  by  means  of  large  catheteiji.inserted 
into  same  through  mouth.  Diverticulum  is 
separated  from  its  bed  in  chest,  dissected  free 
to  its  neck,  twisted  on  itself  and  carefully 
wranped  with  rubber  tissue.  Entrance  to 
mediastinum  lonselv  packed  with  gauze  and 
wound  partly  closed  with  catgut  and  dermal 
sutures. 

Januarv  24  1927:  Wound  re-opened  and 
diverticulum  removed  by  excising  through 
its  neck.  The  mucosa  of  neck  is  scarified 
with  knife  and  brought  together  with  purse- 
string  sutures  of  chromic  gut  which  are 
rdaeed  inside  ne°k  of  sac.  Mucosa  is  further 
scarified  with  knife  and  amputated  edges  of 
sac  brought  together  after  which  the  muscu- 
lar wall  of  oesophagus  is  united  by  superim- 
posed lavers  of  interrupted  catgut  sutures, 
overlying  muscles  brought  together  with  cat- 
gut. Drainage  made  with  roll  of  rubber  tis- 
sue and  skin  closed  with  dermal  sutures. 

He  did  very  well  after  this  last  operation 
and  a week  ago  wrote  that  he  had  gained 
36  pounds,  was  feeling  well  and  able  to  take 
all  kinds  of  food. 

Operations:  Case  I.  was  subjected  to  the 
Jackson-Gaub  operation,  but  the  results  have 
not  been  thoroughly  satisfactory.  A small 
sac  remains  attached  to  the  oesophagus,  but 
tbe  base  extends  above  the  opening  instead 
of  below  as  before.  This  patient  has  much 
trouble  taking  either  grapes  or  pills,  but 
otherwise  is  more  comfortable  than  before. 

Case  II  was  subjected  to  the  two-stage 
operations,  and  Sias  had  a perfect  result. 

Case  HI.  was  in  such  condition  that  only  s. 
gastrostomy  could  be  considered  and  he  lived 
some  six  months  following  the  operation  in 
fair  comfort. 


Case  IV.  has  had  perfect  results  and  con- 
sidering the  size  of  the  sac,  the  length  of 
tie  the  condition  lasted,  and  the  diffiiculties 
of  such  an  operation.  I think  Dr.  Abell  is  t ) 
be  congratulated  on  the  perfect  result. 

DISCUSSION 

M.  J.  Henry:  I do  not  know  very  much  abouc 
esophageal  diverticula,  but  the  last  case  reported 
by  Dr.  Lucas  left  an  indelible  impression  upon 
my  mind.  When  the  patient  came  under  ob- 
servation and  roentgenographic  films  were  made 
I was  surprised  at  the  great  size  of  the  diverti- 
culum. I do  not  know  the  largest  esophageal 
diverticulum  recorded,  but  six  ounces  of  barium 
mixture  introduced  in  this  case  did  not  more 
than  half  fill  the  sac. 

An  interesting  feature  about  the  case  is  that 
there  was  no  tumefaction  about  the  diverticular 
mass.  Gurgling  could  be  easily  heard  when  he 
attempted  to  empty  the  diverticulum  by  press- 
ing on  the  side  of  his  neck.  He  had  more  or  less 
distress  while  the  sac  was  filled  with  food,  or 
fluid. 

Another  interesting  feature  about  the  case 
is  the  ease  with  which  the  diverticular  sac  was 
elevated  and  brought  into  the  neck  incision.  It 
was  very  thick.  We  were  fearful  that  removal 
would  be  attended  by  difficulty  because  of  the 
size  of  the  diverticulum.  With  catheter  intro- 
duced into  the  sac  through  the  mouth  its  ex- 
tent was  readily  determined  and  with  blunt  for- 
cepts  it  was  easily  elevated. 

Plummer  in  most  of  his  articles  sneaks  of 
Jinviri"-  the  natient  swallow  a silk  thread  in  mak- 
ing the  diagnosis  of  esophageal  diverticulum 
We  tried  this  method  on  several  occasions  in 
this  case  but  were  unsuccessful.  Dr.  Gaylord  C. 
Hall  tried  twice  to  introduce  the  esophagoscoo° 
and  failed.  A gastrostomv  was  then  nreformed. 
as  stated  bv  Dr.  Lucas,  under  local  anesthesia. 

Although  the  history  shows  this  man’s  weight 
had  receded  from  180  to  113  pounds,  the  fact 
is  that  during  the  last  four  years  he  had  lost 
112  pounds  in  weight.  He  weighed  five  years 
ago  over  200  pounds.  At  the  time  he  came 
under  our  observation  his  weight  was  113 
pounds.  When  dismissed  from  hospital  he  had 
gained  14  pounds.  The  last  report  from  the 
patient  shows  that  he  has  gained  36  pounds 
since  the  operation. 

This  case  has  taught  one  important  lession,  i.e., 
that  the  operation  of  removing  an  esophageal 
diverticulum  is  not  so  diffiieult  as  formerly  be- 
lieved. nor  is  it  one  to  be  especially  feai’ea. 

Gaylord  C.  Hall:  I was  very  much  interested 
in  Dr.  Lucas’  report.  I had  the  pleasure  of  see- 
ing the  last  patient  he  mentioned.  In  cases  of 
esophageal  diverticula  I believe  the  difficulties 
of  esophagoscopy  are  increased  in  direct  pro- 
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portion  to  the  size  of  the  sac.  It  is  possible 
in  small  diverticula  to  find  the  subdiverticular 
portion  of  the  esophagus,  but  with  increase  in 
size  of  the  sac  and  consequent  kinking  of  that 
portion  of  the  wall  great  difficulty  is  encounter- 
ed, so  that  when  one  finds  a sac  of  the  size 
that  this  man  had  it  is  practically  impossible  to 
locate  the  subdiverticular  opening.  We  tried 
this  on  two  occasions.  The  man  was  a splendid 
patient,  there  is  no  criticism  of  his  action  during 
the  examination,  it  was  simply  a difficult  case 
from  a mechanical  standpoint.  The  man  was 
in  desperate  condition  from  dehydration  and 
lack  of  food,  and  after  two  attempts  at  esopha- 
goscopy  without  success,  we  concluded  that  gas- 
trostomy was  the  proper  procedure  and  later 
excision  of  the  sac. 

I saw  the  patient  after  the  fi  'al  operation. 
Am  glad  to  hear  he  has  gotten  along  S"  well. 

ARTERIOSCLEROSIS  AND  ITIOH 
BLOOD  PRESSURE.* 

By  S.  S.  Amerson,  Georgetown. 

In  bringing  to  you  this  great  subject  in 
this  combination,  I couple  them  together  be- 
cause they  are  so  closely  associated  and  so 
often  combined.  And  I do  not  expect  to  give 
you  any  thing  new,  nor  all  the  known  facts 
on  the  subject  (as  I do  not  know  them  all), 
but  a few  that  will  stir  and  freshen  our 
minds  to  thinking  a little  more  than  perhaps 
we  are  accustom  to  doing,  and  if  I do  that, 
I will  be  rewarded. 

Arteriosclerosis,  chronic  arteritis,  or, 
when  smaller  arteries  are  involved,  arter 
iocapillary  fibrosis,  is  a condition  character- 
ized by  an  increase  in  connective-tissue  forma- 
tion accompanied  by  degenerative  changes, 
'-’pyrosis,  and  ealdfUation  These  later  may 
be  circumscribed  :or  diffuse.  The  fibrous 
formation  occurs  chieflv  in  the  outer  coats 
ami  is  referred  o as  sclerosis,  the  degenera- 
tive progresses  involve  the  intiraa  mainly 
and  are  snoken  of  as  Atheroma. 

Svmntnms:  Tf  is  generally  accepted  that 

pathological  lesions  of  the  blood-vessels  arc1 
present  in  the  greater  maiority  of  people  over 
50  years  of  age.  especially  males.  The  in- 
volvement may  be  of  some  portion  of  th“ 
cardiovascular  system. or  of  the  entire  system 
a local  change  in  the  aorta  or  a wide- 
spread fibrosis  of  the  smaller  vessels.  In  con- 
sequence of  the  fibrous  overgrowth  and  degen- 
erative process  occuring  in  the  walls  of  the 
vessels  there  must  be  more  or  less  inter- 
ference with  the  proper  supply  of  food  reach- 
ing the  tissues.  There  must  then  be  found 
symptoms  of  disturbance  of  nutrition  as  well 
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as  of  the  primary  underlying  cause  that 
brought  about  the  fibrosis.  In  as  much  as 
the  blood-supply  to  the  different  organs  of 
the  body  varies  greatly  according  to  the  im- 
portance of  the  tissue,  the  symptoms  of 
arteriosclerosis  will  vary  also  with  the  organ 
involved. 

There  are  symptoms  of  arterisclerosis  which 
occur  early,  while  the  progress  of  the  disease 
can  still  be  arrested.  The  arteries  are  less 
elastic,  the  contractility  of  their  muscular 
coats  is  lessened,  and  as  a result  the  regula- 
tion of  the  course  of  blood  is  impared,  the 
phenomena  may  be  persistant  or  may  appear 
only  as  the  result  of  labor  or  fatigue. 

1.  General,  such  as  fatigue  on  slight 
exertion,  accompanied  perhaps  by  painfu1 
sensations,  as  in  the  case  of  a man  who  suffer  : 
from'  headache  after  a long  walk,  lassitude 
or  perhaps  discouragement. 

2.  Vasomotor  of  the  patient  mav  be 
flushed,  or  on  the  contrary,  pale,  and  in  some 
cases  there  is  an  inability  of  the  vasomotor 
innervation.  Some  persons  pale  in  the  morn- 
ing and  ruddv  in  tlm  evening. 

2.  Nervous,  shown  in  aptitude  for  work, 
modification  of  character,  headaehe.  abnor- 
mal sensation  in  Hint's  with  some  difficulty 
of  movements!  n-munlgic  pains,  vertigo,  insom- 
nia. and  neuristhpnia. 

4.  Loss  of  hearing. 

5.  Ocular  troubles,  such  as  the  develon- 
ment  of  arcus  senilis  on  the  cornea,  throm- 
Insfis;  of  ttiQ  eentral  arterv  of  the  retina  and 
spasms  of  the  smaller  retinal  arteries. 

6.  Respiratorv  dvsrmea  induced  by  com- 
paratively slight  exertion,  and  ernnhvsema, 
the  true  cause  of  which  is  not  easily  to  be 
recognized  unless  its  possible  relation  to  ar- 
teriosclerosis is  considered. 

7 Edema  of  the  legs,  not  verv  marked, 
in  the  absences  of  cardiac  or  renal  disease. 

8.  Cardiac  troubles,  such  as  palpitation, 
sometimes  associated  with  angina,  in  some 
cases  tachycardia. 

9.  Renal  symptoms,  may  be  great  or  of 

little  consequence.  The  arteries  of  the  body 
is  divided  into  three  sizes,  large,  middle-size 
and  small,  possessing  three  coats,  internal 
middle  and  outer.  The  tunica,  intima,  or 
inner  coat  consists  of  three  layers : An  en- 

dothelia  lining,  in  contact  with  the  blood, 
made  up  of  delicate  nucleated  cells  joined 
together  by  a cement  substance.  This  en- 
dothelium, slightly  modified  in  different  situa- 
tions, lines  the  entire  cardiovascular  ap- 
paratus, and  its  integument  is  of  the  greatest 
importance  in  preventing  coagulation. 

2.  A sub-endothelial  layer  of  branched 
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connective-tissue  corpuscles  with  intervening 
cement  substance. 

3.  A continuous  layer  made  up  of  felt- 
work  of  fine  elastic  fibers  with  small  open- 
ings therein,  the  noted  fenestrated  membrane 
of  Henly.  The  tunica  media  or  middle  coat, 
"orri-its  in  tlm  larger  arteries,  of  alternate 
layers  of  elastic  fibers  and  unstriped  muscle 
fibers  arranged  circularly.  Predominating 
the  more  in  the  larger  arteries. 

The  tunica  adventitia,  or  external  coat, 
consists  of  connective  tissue  possessing  a larg^ 
nnmtpp  interspersed  eias+ic  fiber's  together 
Mood  vessels;  and  Ivmphatms  and  ^ni-ypn. 

The  blood  vessels  serve  to  nourish  the  walls 
of  the  vessels. 

Vasomotor  nerves  run  by  the  side  of  the 
vaso  vasorum  and  over  roanv  of  the  larger 
vessels.  Variation  of  the  thickness  of  the 

outer  coat  in  d'fferent  situations  of  the  body 
have  been  explained  as  adapting  to  resist  the 
pressure  of  joints,  and  visceral  and  muscular 
movements. 

With  this  brief  description  of  the  struc- 
ture of  the  blood  vessels  we  may  more  readily 
understand  the  pathological  changes  of  the 
action  and  modification  of  the  circulation. 
Tn  taking  up  the  svmptoms  caused  bv  the 
variations  of  the  circulation  in  the  blood 
vessel  walls,  we  must  take  into  consideration 
the  blood-vessels  at  the  seat  of  the  change, 
the  heart  and  its  tissue.  As  a result  of 
c”ter;occlcro'is  the--',  a varying  degree  of 
elasticity  of  the  blood-vessels,  either  in  being 
increased,  as  in  aorta  where  the  wall  has  be- 
come much  thinner,  or  in  being  diminished, 
as  in  those  areas  where  the  vessels  has  be- 
come rigid  from  the  deposit  of  lime  salts. 
Tf  the  rigidity  has  been  increased  there  will 
be  a greater  resistance  than  normal  to  dis- 
tention during,  the  systolic  increase  of  the 
blood-pressure.  If  the  rigidity  is  not  marked 
the  normal  distention  may  be  brought  about 
as  a result  of  increased  contraction  of  the 
left  ventrical.  On  the  other  hand,  the  systolic 
contraction  may  be  unable  to  cause  any  dis- 
tention. Tf  the  healthy  heart  muscle  is  able 
to  overcome  the  resistance  there  will  be  an 
hypertrophy  of  the  left  ventrical.  As  one 
cf  the  chief  characteristics  of  the  connective 
tissue  is  to  contract,  we  will  find  that  the 
lumina  of  the  arterioles  will  become  smaller 
and  smaller.  Consequently  the  blood-pres- 
sure will  tend  to  increase  with  an  accompany- 
ing increase  in  the  hypertrophy  of  the  left 
heart.  If  the  rigidity  is  due  to  a deposit  of 
lime  salts,  as  occurs  commonly  in  the  aorta, 
there  may  be  no  alteration  in  the  heart  if  com- 
pensatory changes  can  take  place  in  the  peri- 
pheral circulation.  As  atheromatous  and  cal- 


carious  changes  are  commonly  associated  with 
old  age,  when  the  integrety  of  the  myocard- 
ium is  interferred  with,  the  heart  in  such  an 
involvement  of  the  aorta  will  be  flabby  and 
somewhat  dilated.  This  will  also  be  ac- 
companied by  a fall  in  blood-plessure. 
If  the  calcification  has  involved  many  of  the 
peripheral  vessels  as  well  as  the  aorta  there 
will  be  resistance  exerted  that  cannot  be  over- 
come by  an  increased  heart  action.  Conse- 
quently the  left  ventricle  not  only  will  hy- 
pertrophy, blit  will  dilate  with  a thinning  of 
its  walls.  If  the  vessels  lose  their  elasticity 
and  rigidity,  dilatation  must  be  the  result, 
as  a result  of  the  diminished  elasticity  of 
the  vessel  wall  there  is  developed  an  in- 
creased tendency  to  rupture.  This  depends 
upon  a failure  of  correspondence  between  the 
tearing  stress  exerted  by  the  blood  pressure 
and  the  power  which  resides  in  the  modified 
vessel  wall  to  resist  that  stress.  In  calcifi- 
cation of  the  aorta  the  rigid  vessel  gives  wav, 
primarily  because  the  tearing  stress  to  which 
it  is  exposed  is  greater  than  that  which  the 
healthy  vessel  is  called  upon  to  withstand.  In 
a sacular  aneurism  the  tearing  stress  exerted 
by  the  blood-pressure  is  actually  lower  than 
in  the  vessel  upon  which  the  aneurism  is 
seated,  and  diminished  with  enlargement  of 
the  sac. 

The  velocity  of  the  flow  of  blood  in  the 
proximal  and  distal  parts  of  the  vessels  may 
be  diminished.  The  pressure  in  the  proximal 
portion  may  rise,  and  the  pressure  in. the  dis- 
tal portion  fall.  These  changes  will  how- 
ever be  modified  according  as  to  whether  the 
vessel  involved  has  anastomosing  branches  or 
whether  it  be  a terminal  or  end  artery.  If 
the  collateral  circulation  is  free,  the  nutri- 
tion of  the  tissue  is  unaltered.  If  the  col- 
lateral circulation  is  poor,  the  nutrition  of 
the  tissue  is  impaired.  If  the  artery  is  ter- 
minal, local  anemia  is  complete  and  bloodless 
necrosis  ensues.  If  regurgitation  of  blood 
from  neighboring  capillaries  or  veins  takes 
place,  the  result  is  the  formation  of  a hemor- 
rhagic infarct. 

When  considering  the  symptoms  it  must  be 
borne  in  mind  that  they  depend  largely  upon 
the  organ  involved  and  upon  the  extent  ot 
the  involvement.  The  disease  may'  start  as  a 
defect  of  metab  lism  before  the  production  of 
organic  changes  in  the  circulation  system. 
Some  think  there  is  a prodromal  and  curable, 
stage  at  this  point.  A stage  of  toxemia  caus- 
ing spasm  of  the  arteriocapillary  system,  in- 
creased peripheral  resistance,  increased  func- 
tional activity  of  the  heart,  and  increase! 
pressure  in  the  arteries,  but  not  necessarily 
change  in  the  vessel  walls. 

In  many  cases  there  may  be  a widespread 
involvement  without  any  disturbance  of  tlu; 
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general  health,  the  victim  seeming  quite  vig- 
orous. The  arteries  will  show  an  increased 
hardness,  but  no  organ  may  be  sufficiently 
impaired  to  give  rise  to  symptoms  referred  to 
it.  The  patient  may  be  able  to  carry  on  work, 
mental  or  physical,  but  the  discovery  of  his 
condition  may  save  him  by  changing  his  mode 
of  living  so  as  to  check  the  progress  of  the 
disease.  In  eases  where  this  is  not  discovered 
the  patient  may  go  on  till  he  suddenly  breaks 
down.  At  this  time  the  peripheral  arteries 
will  be  found  to  have  haidened,  be  torturous, 
'blood-pressure  anywhere  from  180  to  300 
millimeters*.  Cardiac  hypertrophy  may  be 
present,  and  there  may  be  albumen  in  the  ur- 
ine, with  casts. 

These  local  manifestations  can  be  consider- 
ed under  the  following  headings:  (1)  cardio- 
vascular symptoms;  (2)  nervous;  (3)  renal; 
(4)  pulmonary.  I will  not  have  time  to  fully 
discuss  aff  these  phases,  but  will  bring  out  a 
few  points  of  each.  Cardiovascular:  In  the 

first  stage,  owing  to  the  increased  peripheral 
resistance,  a pure  hypertrophy  of  the  left  ven- 
tricle occurs,  and  of  the  right  ventricle  to 
a less  and  variable  degree.  The  dullness 
of  the  heart  is  increased,  apex  beat  dis- 
placed outward  and  downward.  There  may 
be  reduplication  of  both  first  and  second 
sounds,  and  the  latter  over  the  second  inter- 
costal space  at  the  right  accentuated  and 
roughened.  The  hyperthophied  cardiac  mus- 
cles may  undergo  various  changes  due  to  the 
interference  with  nutrition.  The  heart  has 
more  work  to  do  and  its  nutrition  impaired; 
consequently  parenchymatous,  fatty  and  fi- 
brous changes  in  the  myocardium,  followed 
by  dilatation  of  the  ventricle.  The  patient 
complains  of  palpitation,  dyspnea  and  short- 
ness of  breath  on  exertion.  During  this  the 
apex  beat  will  be  forcible  and  pulse  high  ten- 
sion. A mitral  murmur  may  appear,  the 
veins  are  obstructed,  urine  scant  and  high 
colored,  when  dropsy  may  appear.  The  lat- 
ter may  be  due  to  alteration  in  the  vessels 
and  to  weakness  of  the  cardiac  muscles.  In- 
terference with  the  coronary  arteries  lessens 
blood  supply  to  the  myocardium  instead  of  an 
increase  as  should  be.  Many  attacks  may 
occur  with  seemingly  normal  conditions  in- 
tervened before  fatality.  Angina  pectoris 
is  a very  distressing  symptom  of  this  malady. 
Where  the  arteries  are  affected  in  any  part 
of  the  body  there  is  muscular  cramps,  at 
times  very  distressing.  Should  it  be  in  the 
arteries  of  the  brain  it  is  often  fatal.  In  old 
people  it  is  often  the  cause  of  senile  gan- 
grene. 

Under  the  head  of  nervous  disturbance  in 
arteriosclerosis  comes  many  varied  symptoms. 
There  is  usually  a sudden  onset  of  pain,  fre- 
quently very  violent,  loss  of  power  in  the 


part  supplied  by  the  obstructed  vessel,  the 
pain  usually  subsides  in  a short  tie  to  be  re- 
newed if  a second  emboli  occurs,  usually  when 
the  severe  pain  subsides  to  a constant  aching. 
With  this  comes  loss  of  power  and  motion  to 
greater  or  less  extent.  In  addition  to  the 
pain  there  may  be  a pallor,  coldness,  ting- 
ling or  numbness,  weakness  or  complete  ces- 
sation of  peripherial  pulse,  or  violent  cramps. 
If  collateral  circulation  does  not  become  es- 
tablished gangrene  will  result.  The  symp- 
toms may  increase  and  decrease  as  the  condi- 
tion of  the  heart  suffices  or  fails.  Should  the 
greater  troubled  arteries  be  those  in  the  brain 
and  not  severe  enough  to  be  fatal,  all  sorts  of 
nerve  troubles  may  occur. 

Renal  symptoms:  Generally  the  arterio- 

sclerotic kidney  is  a red,  beefy  organ,  which 
is  firm,  hard,  and  dark  in  color;  not  at  first 
reduced  in  size,  sometimes,  indeed,  slightly 
enlarged.  Very  often  with  this  kidney  there 
may  be  few  or  no  urinary  symptoms.  But  la- 
ter on  they  show,  the  specific  gravity  being 
very  low,  sometimes  albumin  very  scant,  at 
others  in  abundance  with  tube  casts.  In  con- 
sequence of  the  renal  changes  there  may  ap- 
pear many  symptoms  indicating  a special  in- 
volvement of  this  organ  by  the  sclerotic  pro- 
cess. Dropsy  may  be  absent  for  a long  time. 
The  most  alarming  symptom  is  that  of  ure- 
mia. 

Pulmonary  Symptoms:  Other  than  uremic 
asthma,  are  bronchitis  and  emphysema,  with 
failure  of  the  right  heart.  Cases  are  on  re- 
cord where  the  pulmonary  artery  lias  shown 
very  extensive  atheroma  and  sclerosis,  with 
but  little  involvement  of  the  systemic  circu- 
lation. 

Diagnosis:  A careful  consideration  of  the 
foregoing  will  aid  much.  According  to  some 
authors  the  cardiac  points  of  arteriosclerosis 
is  well  marked.  Thickening  of  the  peripher- 
ial arteries;  signs  of  hypertrophy  of  the  left, 
heart,  apex  beat  to  the  left  and  downward, 
the  thugging  first  sound,  hightened  blood - 
pressure,  slight  and  variable  amount  of  al- 
bumin, torturous  temple  arteries,  and  if  not 
visible  in  the  brachial  arteries  may  be  found 
by  palpation.  Care  should  be  taken  not  to 
mistake  a simple  increase  in  the  tension  for 
thickening  in  the  vessels.  In  making  the  ex- 
amination the  vessel  should  be  firmly  com- 
pressed so  as  to  obliterate  the  pulse  and  then 
feel  below  the  point  of  pressure  or  empty  a 
section  of  this  artery  and  palpates  between 
the  points  of  pressure.  Sometimes  an 
emphysematous  lung  may  cover  the  heart 
so  as  to  make  it  difficult  to  palpate  it.  The 
pulse  is  prolonged,  hard,  and  tense,  with  a 
very  characteristic  sphygmogram.  A slow 
oblique  ascent,  broad  top,  a slow  descent,  and 
absent  diacrotic  rise,  due  to  lost  elasticity  in 
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the  vessels.  Very  important  is  the  blood- 
pressure,  if  persistently  over  160,  which  is 
the  boundary,  it  is  very  pathognomonic,  and 
there  are  many  eases  when  we  first  see  them 
200  and  above.  In  all  these  easese  the  pulse 
pressure  is  very  important,  as  it  is  not  al- 
ways in  accordance  with  the  blood  pressure, 
in  no  case  should  it  be  less  than  20,  low  pulse 
pressure  is  really  more  dangerous  than  high 
blood-pressure,  and  should  be  carefully  noted 
in  all  cases  at  all  times. 

Etiology:  There  are  various  causes  of  ar- 
teriosclerosis; wear  and  tear  of  ordinary  ex- 
istence, intoxications,  infectious  diseases,  and 
those  conditions  that  tend  to  keep  blood  ten- 
sion high.  Arteriosclerosis  is  thought  of  as 
a disease  of  old  age,  but  not  altogether  so, 
as  these  conditions  may  bring  it  on  in  early 
life,  or  at  least  middle  life,  as  is  shown  in 
many  cases  by  overeating,  strenuous  mental 
or  physical  labor,  or  anything  that  keeps  the 
blood  contaminated  with  abnormal  toxines. 

Treatment:  By  far  the  hardest  of  all  points 
of  this  malady  for  the  doctor.  Unfortunately 
we  have  no  specific.  Find  the  toxine,  if  pos- 
sible, that  is  causing  the  malady  and  by  all 
means  stop  it,  so  as  to  arrest  the  progress  of 
the  malady.  Restrict  the  diet,  as  that  is  most 
often  the  cause  and  overeating  will  at  least 
help  it  along.  The  patient  should  be  taught 
to  be  temperate  in  all  modes  of  life,  work  and 
exercise  as  well  as  eating  and  drinking,  warn- 
ing in  the  keeping  of  the  pulse  pressure  at 
least  20  and  above  is  more  essential  than  low- 
ering the  high  blood  pressure. 

Sedimentation  Rate  of  Erythrocytes  in  Trop- 
ical Diseases. — Newham’s  study  disclosed  the 
fact  that  the  rate  of  sedimentation  of  red  blood 
corpuscles  varies  markedly  in  a great  variety  of 
disease  conditions;  how.Ver,  litt’e  value  can  be 
placed  on  the  test  as  an  aid  in  differential  diag- 
nosis. It  would  appear  that  in  all  cases  showing 
increased  rapidity  of  sedimentation  there  is  some 
concomitant  derangement  of  the  liver.  Rapid 
sedimentation  is  not  dependent  in  any  way  on 
the  particular  blood  group  to  which  the  blood 
belongs,  although  it  appears  to  occur  in  any  dis- 
ease condition  asso  iated  with  anemia.  The 
cause  of  the  phenomenon  does  not  appear  to  re- 
side in  an  increased  proportion  of  fibrinogen  in 
the  blood,  but  in  some  property  of  the  corpus- 
cles rather  than  in  any  particular  property  of 
the  plasma.  The  author  believes  that  it  is  prob- 
able that  the  phenomenon  of  lapid  sedimenta- 
tion of  erythrocytes  is  due  to  a combination  of 
both  physical  and  chemical  changes. 


TWO  UNUSUAL  INJURY  CASES.* 

By  Adolph  O.  Pfingst,  M.D.,  F.A.C.S., 
Louisville. 

I would  report  two  eases — more  in  the 
nature  of  curiosities  than  from  a scientific 
standpoint. 

Case  1. — A messenger  boy,  aged  16,  while 
in  a fight  was  injured  in  the  left  temple.  The 
injury  seemed  trivial  to  the  boy  and  evidently 
also  to  the  druggist  to  whom  he  appl.ed  for 
first  aid,  who  covered  a slight  wound  in  the 
left  temple  with  adhesive  plaster  and  ad- 
vised that  he  would  need  no  further  treat- 
ment. 

He  applied  at  my  clinic  for  treatment  four 
and  one-half  month  after  the  injury  with  the 
history  that  he  haJT  suffered  no  pain  or  in- 
convenience since  the  injury  but  that  his 
left  eye  had  slowly  turned  outward  and  that 
only  recent  he  had  discovered  accidently 
that  the  vision  of  the  left  eye  was  defective. 

A rather  small  frail  boy  weighing  lb'J 
pounds  revealed  a slight  divergence  of  tfie 
left  eye  with  some  deviation  upwards  and  an 
inability  to  rotate  the  eye  inwards  beyond  the 
median  line.  The  left  pupil  was  somewhat 
wider  than  the  right  and  responded  promptly 
to  light.  Tlie  fundus  was  somewhat  pale, 
the  optic  nerve  atrophic,  the  veins  and  arter- 
ies apparently  normal.  The  eye  was  blind. 
The  right  eye  was  normal  and  had  perfect 
vision. 

1 In  the  left  temple,  at  about  2Vz  cm  from 
the  outer  canthus,  a narrow  vertical  scar 
13mm  in  length  was  visible.  X-ray  examina 
tion  revealed  a well  defined  shadow  extend 
ing  transverely  across  the  left  orbit  and 
ranging  slightly  downward,  to  all  appear- 
ances indicating  the  presence  of  a |knife 
blade  in  the  orbit. 

Under  general  anesthesia  a large  flap  was 
made  over  the  left  temple  as  is  employed 
in  the  Kroenlein  operation,  the  massater  and 
temporal  muscles  divided  at  their  attaemnent 
to  the  external  angular  process  and  malar 
bone  and  rolled  back.  About  lVn  cm  from 
the  oi'bital  edge  the  end  of  the  foreign  body 
was  uncovered,  projecting  slightly  above  the 
level  of  the  squamous  bone.  This  was  grasped 
with  difficulty  with  automobile  pliers  and 
after  loosening  it  with  a rocking  motion  b 
was  readily  extracted. 

It  proved  to  be  a rusty  knife  blade,  4 cm 
long  and  13  mm  wide.  The  wound  healed 
without  incident  and  without  any  reaction 
in  the  eye. 

*Read  before  the  Louisville  Medico-Chirurgical  Society, 
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Case  No.  1 

Case  2. — Male,  aged  29,  applied  at  the 
clinic  with  the  history  that  he  was  stabbed 
in  the  forehead  on  the  left  side  13  months 
previously  while  in  a drunken  brawl.  He 
stated  that  when  he  came  out  of  his  intoxi- 
cated state  he  learned  that  he  was  in  jail.  The 
jail  physician  informed  him  that  a piece 
of  knife  blade  had  been  removed  from  a 
wound  in  his  forehead  and  that  the  wound 
had  been  closed  by  suture.  The  wound  healed 
without  incident  and  he  was  under  the  im- 
pression that  all  was  well  with  him.  Three 
weeks  'before  1 saw  him  he  took  part  in 
another  light  during  which  he  was  struck 
on  the  left  side  of  the  nose.  Shortly  after 
this  injury  he  noticed  a circumscribed  swell- 
ing of  the  skin  on  the  left  side  of  his  nose 
near  the  orbital  rim.  This  ruptured  spon- 
1 taneously  after  which  the  patient  could  with 
his  finger  feel  a hard  substance  in  the  wound. 

Objective  examination  revealed  a scar 
about  12  mm  long  in  the  left  brow  extending 
from  the  junction  of  its  median  and  middle 
third  towards  the  median  line.  About  4 cm 
lower  down,  below  the  inner  canthus,  a small 
fistula  was  seen  on  the  side  of  the  nose.  An 
inserted  probe  came  in  contact  with  a hard 
metalic  substance.  The  eye  'balls  appeared 
normal  and  freely  movable.  X-ray  examina- 
tion revealed  two  vertical  shadows  along  the 
inner  edge  of  the  left  orbit,  each  2 cm  long 


Case  No.  2 


and  6 mm  wide,  separated  by  a narrow  gap. 
The  lower  shadow  tapered  to  a point  down- 
ward. Other  laboratory  tests  disclosed  noth- 
ing of  interest  except  that  there  was  a plus 
three  reaction  to  the  Wasserman  test.  Func- 
tional test  disclosed  perfect  vision,  20-15. 

Under  novocaine  anesthesia  an  incision  was 
made  at  the  brow  over  the  point  of  the 
original  injury  and  without  much  diffiiculty 
a piece  of  a knife  blade  was  removed.  The 
fistulous  opening  below  the  inner  canthus 
was  enlarged  and  a similar  but  pointed  piece 
of  a knife  blade  was  removed.  The  upper 
wound  was  closed  and  a drain  introduced 
into  the  lower.  Both  wounds  closed  in  a 

week.  . -a, 

Whereas  these  cases  do  not  oiler  much  from 
a scientific  standpoint,  the  fact  that  in  both 
cases  large  foreign  bodies  were  carried  for 
a long  time  without  causing  suppuration  and 
that  their  presence  was  unknown  to  the 
patients,  is  of  interest.  The  similarity  of  the 
cases  is  noteworthy. 


Serum  Calcium  in  Pulmonary  Tuberculosis. — 

Seventy  cases  of  pulmonary  tuberculosis  were 
examined  by  Brockbank  an  dthe  serum  calcium 
vale  was  fond  to  vary  between  8.6  and  12  mg. 
per  hndred  cubic  centimeters,  the  normal  value 
being  10  mg.  per  hundred  cubic  centimeters,  the 
normal  value  being  10  mg.  per  hundred  cubic 
centimeters  of  serum.  When  the  cases  were  grad- 
ed according  to  their  severity  it  was  observed 
that,  on  the  average,  the  calcium  was  decreased 
in  quantity  in  the  serum  when  the  disease  was 
acute,  and  that  it  was  increased  when  the  dis- 
ease was  healed,  with  proportionate  results  in 
the  intermediate  stages.  The  difference  amount- 
ed to  20  per  cent.  The  serum  calcium  was  not 
diminished  in  patients  who  are  coughing  up  blood 
as  compared  with  patients  in  a simlar  stage  of 
the  disease  but  without  that  symptom. 


Artificial  Light  Therapy  in  Infancy. — Obser- 
vations extending  over  thirteen  months  /ere 
made  by  Mackay  on  the  effects  of  treatment 
with  the  mercury  vapor  quartz  lamp  on  the 
health  of  infants.  The  infants  were  outpatients, 
were  artificially  fed,  came  for  the  most  part  from 
poor  and  overcrowded  districts,  and  were  sub- 
normal in  general  health  and  in  weight  when 
they  came  under  observation.  The  series  treat- 
ed with  light  numbered  sixty-six,  the  controls 
137.  All  were  given  cod  liver  oil  during  the  win- 
ter with  a view  to  eliminating  rickets  and  spas- 
mophlia  as  a complicating  factor  from  the  inves- 
tigation. No  objective  evidence  was  obtained 
that  light  treatment  was  of  benefit  to  the  health 
o fthe  infants  under  consideration. 
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WOMAN’S  AUXILIARY  NOTES 


AT  THE  SOUTHERN 

The  annual  meeting  of  the  Woman’s  Auxil- 
iary to  the  Southern  Medical  Association  was 
held,  November  14,  15,  16,  1927  in  Memphis, 
Tennessee.  A large  number  of  representative 
members  and  guests  were  present. 

Charming  entertainment  was  provided  by  the 
Memphis  physicians  and  their  wives  under  the 
able  d rection  of  Dr.  P.  W.  Tombs.  This  in- 
cluded a delightful  luncheon  for  which  450 
covers  were  laid  at  the  Nineteenth  Century 
Club  in  honor  of  the  President,  Ex-Presidents 
and  officers  of  the  Woman’s  Auxiliary  to  the 
Southern  Medical  Association.  Mrs.  B.  F.  Turn- 
er of  Memphis  proved  a gracious  toastmistress. 
Following  a cordial  message  of  greetings,  Mrs. 
Turner  presented  the  guests  of  honor.  These 
included  Mrs.  0.  M.  Marchman,  Dallas,  Presi- 
dent; Mrs.  A.  T.  McCormack,  Louisville,  Presi- 
dent-Elect; Mrs.  Jonn  B.  Fitts,  Atlanta,  Secre- 
tary, and  Past-Presidents,  Mrs.  E.  H.  Cary,  Dal- 
las, and  Mrs.  D.  J.  Williams,  Gulfport.  Also, 
the  following  officers  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association:  Mrs.  John 
0.  McReynolds,  Dallas,  President;  Mrs.  Allen 
H.  Bunco,  Atlanta,  President-Elect;  Mrs.  E.  V. 
DePew,  San  Antonio,  Secretary;  Mrs.  Irvin 
Abell,  Louisville,  Treasurer;  Mrs.  F.  P.  Gengen- 
bach,  Denver,  Past-President.  The  guest  who 
came  the  greatest  distance  for  this  conference 
was  Mrs.  Hugh  Greenwood  of  Maracaibou,  Vene- 
zuela, South  America.  Twenty-seven  registered 
from  Kentucky.  - 

During  luncheon,  a delightful  musical  pro- 
gram including  many  of  the  old  favorites  was 
given  by  a string  quartette. 

Following  the  luncheon,  the  guests  enjoyed 
an  art  exhibit  of  “Celebrated  Pioneer  .Women.” 
This  exhibit  was  interesting  and  unique,  and 
had  been  especially  arranged  for  this  occasion. 
A sight  seeing  trip  through  the  Club  House  was 
inspiring  for  here  we  found  that  Memphis  wom- 
en enjoy  club  life  de  luxe. 

A most  enjoyable  musicale  by  the  Beethoven 
Club  followed  by  a reception,  was  given  Tues- 
day evening  at  the  Chisca  Hotel.  Here,  honors 
were  even  between  the  very  excellent  men  and 
women  musicians  of  Memphis.  , 

Because  of  the  absence  of  the  President,  Mrs. 
Stewart  R.  Roberts,  Atlanta,  due  to  acute  ill- 
ness, and  absence  of  the  Vice-Presidents,  the 
Executive  Board  elected  Mrs.  0.  M.  Marchman, 
Dallas,  President  to  preside  over  the  Memphis 
meeting,  with  Mrs.  John  B.  Fitts,  Atlanta,  Re- 
cording Secretary. 

Mrs.  Marchman  gallantly  stepped  into  this 
emergency  and  presided  graciously  and  master- 
fully throughout  the  session. 

The  annual  meeting  was  held  Wednesday 
morning  in  the  Italian  Room,  Peabody  Hotel. 


Beside  the  regular  business  and  the  reports  of 
the  officers  and  the  delegates  from  the  several 
states — always  most  interesting — two  inspiring 
addresses  were  made;  one  by  Dr.  J.  S.  Horsley, 
Richmond,  President  of  the  Southern  Medical 
Association;  and  one  by  Dr.  Wm.  D.  Haggard, 
Nashville,  Past-President  of  the  American  Med- 
ical Association.  Unfortunately,  space  forbids 
a resume  of  these  very  excellent  addresses. 

During  his  speech,  Dr.  Haggard  expressed  the 
hope  that  before  this  convention  adjourned, 
Tennessee,  too,  would  have  its  organized  Wo- 
man’s Auxiliary.  At  the  close  of  his  speech, 
Mrs.  A.  T.  McCormack  suggested  that  a vote 
of  the  Tennessee  women  present  be  taken  to  de- 
termine whether  or  not  they  wished  to  organize. 
The  chair  called  for  the  vote  of  the  Tennessee 
women  who  voted  unanimously  for  an  organized 
Auxiliary.  Mrs.  McCormack  then  moved  that 
the  meeting  recess,  allowing  Dr.  Haggard  and 
Mrs.  John  0.  Reynolds,  President  Woman’s  Aux- 
iliary, American  Medical  Association  (and  a 
former  Tennessean)  to  assist  with  the  organ- 
ization of  this  new  State  Auxiliary.  Following 
the  election  of  a temporary  chairman  and  secre- 
tary the  Tennessee  women,  together  with  Mrs. 
McReynolds,  retired  to  an  adjoining  room  to 
perfect  their  organization. 

Later,  they  returned  enthusiastically  report- 
ing a full  corps  of  officers  and  with  arrange- 
ments made  for  calling  the  Memphis  and  Shel- 
by County  women  together  to  organize  the 
Shelby  County  Anxiliary  at  an  early  date  the 
following  week.  It  was  most  dramatic,  this  birth 
of  a new  state  unit,  in  the  presence  of  so  many 
notable  representatives  from  State,  National 
and  Southern  Auxiliaries,  together  with  a Past- 
President  of  the  American  Medical  Assiciaiion, 
and  the  Woman’s  Auxiliary  to  the  Tennessee 
State  Medical  Association  was  given  a genuine 
welcome.  Judging  from  the  interest  and  the  en- 
thusiasm of  these  Tennesseans,  we  who  have 
been  longer  affiliated  with  the  Vuxiliary,  may 
look  to  our  laurels,  else  the  'Volunteer  State 
will  leave  us  far  behind  in  progress  and  achieve- 
ment for,  when  Tennessee  staU-  she  goes. 

With  grace  and  dignity,  as  the  last  act  of  her 
brief  administration,  Mrs.  Marchman  installed 
the  new  President,  Mrs.  A.  T.  McCormack.  Mrs. 
ilcCormack  responded  in  a few  words,  express- 
ing her  appreciation  of  the  honor  and  urging 
closer  coordination  between  the  several  State 
Auxiliaries  with  the  Southern  and  with  the  Na- 
tional bodies. 

Following  the  report  of  the  Nominating  Com- 
mittee, the  new  officers  were  presented,  Mrs.  C. 
W.  Garrison,  Little  Rock,  Arkansas,  President- 
Elect,  making  the  speech  of  acceptance.  One 
new  office,  that  of  Poet-Laureate,  was  voted  to 
Mrs.  E.  H.  Cary,  Dallas,  Texas.  The  new  offic- 
ers are: 

President — Mrs.  A.  T.  McCormack,  Louisville, 
Kentucky. 
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President-Elect — Mrs.  C.  W.  Garrison,  Little 
Rock,  Arkansas. 

1st.  Vice-President — Mrs.  0.  M.  Marchman, 
Dallas,  Texas. 

2nd.  Vice-President — Mrs.  M.  H.  Bell,  Vicks- 
burg, Mississippi. 

Treasurer — Mrs.  W.  K.  West,  Oklahoma  City, 
Oklahoma. 

Recording  Secretary — Mrs.  J.  H.  Brawner, 
Atlanta,  Georgia. 

Corresponding  Secretary — Mrs.  J.  W.  Sams, 
Crestwood,  Kentucky. 

Parliamentarian — Mrs.  B.  F.  Turner,  Mem- 
phis, Tennessee. 

The  meeting  adjourned  with  everybody  hap- 
pily cheering  and  congratulating  the  new  Ten- 
nessee Auxiliary. 

During  the  afternoon,  the  guests  enjoyed  a 
sight  seeing  drive  through  the  city  followed  oy 
an  elaborate  tea  at  the  Memphis  Country  Club. 

The  President’s  Ball  (President  of  S.  M.  A.), 
Wednesday  evening  at  the  Hotel  Peabody,  a 
gala  occasion,  concluded  the  1927  annual  meet- 
ing of  the  Woman’s  Auxiliary  to  the  Southern 
Medical  Association.  Next  year,  the  conference 
will  be  the  guests  of  Asheville,  North  Carolina. 


THE  FORUM 

To  the  Editor: 

On  October  13,  1927,  a man  came  to  my  of- 
fice that  gave  his  name  as  C.  F.  Wiser.  He  said 
he  was  representing  the  Gish  Company  of  412 
W.  Main  St.,  Louisville.  He  was  selling  their 
Dialite  lamp.  He  proposed  trading  me  one  of 
these  lamps  for  an  old  lightning  diathermy  that 
I had.  I traded  with  the  understanding  that  the 
lamp  would  be  shipped  from  Louisville.  I wait- 
ed for  two  weeks  and  then  wrote  the  company  at 
the  above  address.  My  letter  was  returned  with 
“no  such  address”  written  on  the  envelope. 

I wrote  Mr.  Theo.  Tafel  of  Louisville.  He  ad- 
vised me  to  write  The  Gish  Co.,  at  Central  City. 
In  reply  to  my  letter  Mr.  C.  W.  Dodge,  secre- 
tary of  the  company,  informed  me  that  C.  F. 
Wiser  had  never  been  connected  with  their  com- 
pany and  that  he  had  pulled  off  several  similar, 
swindling  deals  in  the  name  of  their  company. 
He  states  that  they  have  been  looking  for  him 
for  the  past  four  months.  Please  inform  the 
physicians  of  the  state  to  be  on  the  lookout. 

1.  R.  HENRY,  M.  D., 

North  Middletown,  Ky. 

To  the  Editor: 

You  will  be  interested  to  know  that  I have  just 
received  a letter  irom  Clay  County  telling  me 
that  they  are  using  the  measles  serum  and  get- 
ting fine  results.  A week  ago  Sunday  I went  up 
to  Fogertown  and  got  a pint  of  convalescent 
blood  and  put  it  down  in  a we’l  in  a bottle  in 
a bucket.  This  was  done  to  prove  the  practica- 
bility of  the  method  of  taking  the  serum  from 
the  first  cases  in  the  community  and  using  it 


for  the  later  cases.  Don’t  you  think  it  would 
be  well  to  put  in  the  next  Journal  a brief  state- 
ment of  this  and  advise  that  it  is  done  else- 
where when  measles  breaks  out.  I should  be 
glad  to  go  anywhere  in  this  part  of  the  country 
and  draw  off  the  first  swum  to  show  them  how 
and  some  one  from  the  State  Board  of  Health 
could  go  out  to  other  parts  of  the  state.  I had 
no  difficulty  in  persuading  the  party  to  give  me 
the  blood  and  paid  nothing  for  it. 

R.  H.  Cowley,  Berea. 


BOOK  REVIEWS 


A SOUND  ECONOMIC  BASIS  FOR 
SCHOOLS  OF  NURSING,  and  Other  Ad- 
dresses, by  Mary  Adelaide  Nutting,  R.  N., 
M.  A.,  Author  of  “A  History  of  Nursing” 
in  collaboration  with  Lavinia  L.  Dock,  R.  N. 
Principal  of  the  School  of  Nursing  and  Sup- 
erintendent of  Nurses,  The  Johns  Hopkins 
Hospital  School  of  Nursing,  Baltimore,  1894- 
1907 ; Professor  of  Nursing  and  Health, 
Teachers  College,  Columbia  University,  1907- 
1927.  G.  P.  Putman’s  Sons,  Publishers,  2 W. 
45th  St.,  New  York.  Price  $2.50 

In  this  collection  of  addresses  she  makes 
permanently  available  to  all  those  having  at 
heart  the  welfare  of  this  great  profession  the 
wisdom  drawn  from  her  years  of  experience, 
and  the  opinions  she  has  expressed  at  various 
times  to  representative  bodies  of  hearers  in 
regard  to  the  problems  arising  in  the  growth 
and  development  of  Schools  of  Nursing. 

Miss  Nutting’s  book  should  be  of  interest 
to  all  members  of  the  nprsing  profession,  as 
well  as  to  those  concerned  in  hospital  admin- 
istration. 

CITY  HEALTH  ADMINISTRATION. 
By  Carl  E.  McCombs,  M.  D.,  National  Insti- 
tute of  Pttblic  Administration  and  New  York 
Bureau  of  Municipal  Research. 

Part  I.— Municipal  Health  Functions. 

Part  II — The  Organization  and  Adminis- 
tration of  Sickness  Preventive  Functions. 

Part  III — The  Organization  and  Adminis- 
tration of  Sickness  Treatment  Functions. 

The  MacMillian  Companv,  Publishers,  New 
York.  ' ."r 

The  author  has  drawn  extensively  upon  the 
reports  of  surveys  of  municipal  health  work 
made  by  the  New  York  Bureau  of  Municipal 
Research  during  the  past  fourteen  years. 
This  volume  covers  in  detail  every  phase  of 
public  health  administration  and  should  be 
in  the  library  of  every  health  officer. 


News  Item. 

Dr.  H.  B.  Strull,  physician,  announces  the  re- 
moval of  his  office  to  502  S.  Sixth  Street,  S.  W. 
corner  Sixth  and  Walnut.  Telephone  City  7735. 
December  1,  1927. 
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THE  PRACTICE  OF  MEDICINE.  (Sec- 
ond Edition,  Reset).  The  Practice  of  Medi- 
cine. By  A.  A.  Stevens,  M.  D.,  Professor  of 
Applied  Therapeutics  in  the  University  of 
Pennsylvania.  Second  Edition,  entirely  reset. 
Octavo  of  1174  pages.  Philadelphia  and  Lon- 
don : W B.  Saunders  Company,  1926.  Cloth, 
$7.50  net. 

The  second  edition  of  this  Tea  Book  on  In- 
ternal Medicine  is  all  and  more  than  the 
the  first  edition  which  met  with  such  a cor- 
dial reception  from  the  medical  undergrad- 
uate and  busy  practitioner.  In  order  to  bring 
the  work  up  to  date  many  sections  have  been 
entirely  rewritten  and  changes  made  in  the 
text  on  practically  every  page.  Nineteen  new 
subjects  are  discussed,  including  Primary 
Meningococcic  Bacteriemia,  Tularemia,  Lipo- 
dystrophy, Uveoparotid  fever,  Epstein’s  Ne- 
phoris,  Ayerba’s  disease,  Homer’s  Syndrome, 
Dick  Test,  etc. 

In  clear  concise  style,  each  disease  is  well 
discussed  from  definition  to  treatment,  while 
a fair  Bibliography  is  given  for  most  sub- 
jects. 

This  up  to  date  edition  of  the  Practice  of 
Medicine  should  prove  a very  welcome  volume. 


HAY  FEVER  AND  ASTHMA.  (A  practi- 
cal handbook  for  hay-fever  and  asthma  pa- 
tients). By  Ray  M.  Balyeat,  A.  M.,  M.  D. 
F.  A.  Davis  Co.,  Publishers,  Philadelphia. 
Price  $2.00. 

For  the  patient  suffering  from  hay-fever 
or  asthma,  Dr.  Balyeat ’s  book  is  a valuable 
addition  to  the  literature  on  these  diseas  s. 
He  tells  in  nontechnical  language  the  routine 
management  of  these  diseases  and  describes 
new  methods  for  determination  of  their 
causes. 

Considerable  space  has  been  given  to  the 
discussion  of  wind-borne  pollinated  plants 
which  cause  such  a high  percentage  of  hay- 
fever  and  asthma. 

Animals,  fowls  and  dust  are  all  treated  with 
reference  to  these  two  diseases  while  methods 
of  testing  patients  and  the  preparation  of  ma- 
terials for  treatment  are  thoroughly  discussed. 

The  book  is  the  results  of  years  of  research 
and  practice  by  the  author  and  also  reflects 
the  knowledge  of  our  best  authorities  on  these 
diseases. 

While  the  book  is  intended  primarily  for 
the  patient  the  physician  will  be  interested 
in  the  case  records  and  will  find  the  book  use- 
ful as  a reference  manual. 


A PRIMER  FOR  DIABETIC  PATIENTS. 
(Third  Edition.  Reset.)  A brief  outline  of 
the  Treatment  of  Diabetes  with  Diet  and  In- 
sulin, including  Directions  and  Charts  for  the 
Use  of  Physicians  in  Planning  Diet  Prescrip- 


tions. By  Russell  M.  Wilder,  M.  D.,  Section 
on  Nutrition,  Division  of  Medicine,  Mayo 
Clinic.  Third  Edition.  Reset.  12Mo  of  134 
pages.  Philadelphia  and  London : W.  B. 

Saunders  Company,  1927.  Cloth,  $1.50  net. 


MODERN  PRACTICE  OF  PEDIATRICS. 
By  William  Palmer  Lucas,  M.  D.,  LL.D.,  Pro- 
fessor of  Pediatrics,  University  of  C’alife  rnia 
Medical  School ; Physician  in  Chief,  Child- 
ren’s  Department,  University  of  California 
Hospital;  Consulting  Physician,  Baby  Hos- 
pital, Oakland,  California;  Visiting  Physician, 
San  Francisco  Hospital  for  Children ; Visit- 
ing Physician,  San  Francisco  Hospital.  The 
McMillan  Company.  New  York,  Publishers. 
Price  $8.50. 

A book  for  the  student  of  Pediatrics  that 
has  been  awaited  with  the  keenest  anticipa- 
tion by  those  who  know  Dr.  Lucas.  The  work 
proves  to  he  all  that  was  hoped  for  as  the  au- 
thor has  carried  out  his  intention  of  stressing 
preventive  pediatrics  throughout  the  entire 
volume,  while  nothing  is  omitted  from  the 
“orthodox”  subjects  usually  treated  in  books 
on  children’s  diseases. 

The  book  is  divided  into  two  parts,  the  first 
dealing  with  infancy,  the  second  Avith  child- 
hood. In  part  1 are  found  the  newer  concep- 
tions concerning  nutrition  with  very  much 
space  devoted  to  the  problem  of  maintaining 
positive  health  for  the  infant.  Nutritional 
disturbances  are  also  discussed  in  this  part. 

Part  IT  deals  with  preventive  pediatrics  for 
the  child  and  with  different  children’s  dis- 
eases, all  set  forth  in  the  incomparable  style 
of  the  author. 

This  is  a most  up-to-date  Avork  and  will  be 
welcomed  by  both  the  student  and  the  pedia- 
trition. 


CLINICAL  PEDIATRICS,  by  John  Lovett 
Morse.  M.  D..  Professor  of  Pediatrics,  Emeri- 
tus, Harvard  Medical  School ; Consulting  Phy- 
sician at  the  Children’s.  Infants’  and  Floating 
Hospitals,  Boston.  Philadelphia  and  London. 
W.  B.  Saunders  Company,  1926.  Cloth,  $9.00 
net. 

This  work  is  a comprehensive  study  of  the 
diseases  of  children  with  one  section  dealing 
with  nutrition.  Written  in  clear  concise  lan- 
guage each  subject  is  thoroughly  discussed 
from  a clinical  aspect.  Essential  points  are 
stressed  while  what  the  author  thinks  unim- 
portant is  omitted. 

Dr.  Morse  has  written  his  personal  impres- 
sions gained  hrough  clinical  practice  ano- 
while  he  states  in  the  preface  that  the  book 
Avas  written  primarily  for  his  OAvn  amusement 
it  will  certainly  be  a great  benefit  to  the  gen- 
eral practitioner  as  well  as  the  student. 
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COUNTY  SOCIETY  REPORTS 

Franklin:  The  Franldin  County  Medical  So- 

ciety met  in  the  Writing  Room  of  the  Capital 
Hotel  for  their  regular  monthly  session  Thurs- 
day, September  1st  at  12:00  noon. 

The  President,  Dr.  F.  M.  Travis,  presided  and 
the  following  members  were  present:  Doctors 

Roemele,  Ginn,  Youmans,  Jackson,  C.  T.  Cole- 
man and  Minish. 

We  had  as  visitors  from  Campbellsburg,  Hen- 
ry County,  Doctors  Webb  Suter,  W.  L.  Voress 
and  J.  C.  Hartman;  from  Hazelhurst,  Mississippi, 
Dr.  G.  Sturm,  and  Louisville,  Kentucky,  Dr.  M. 
Casper,  who  was  the  essayist.  Dr.  Casper  read 
a most  interesting  and  instructive  paper  on  Pan- 
creatitis, clearly  demonstrating  his  ability  to 
handle  this  subject  which  is  a rather  uncommon 
disease  but  one  that  all  should  be  on  the  lookout 
for.  A general  discussion  followed. 

A business  session  followed  at  which  time  a 
letter  from  Mr.  Donald  Me  Wain,  of  Louisville, 
Kentucky,  written  to  Dr.  John  P.  Stewart  con- 
cerning a fee  (in  which  no  amount  was  speci- 
fied) the  Society  owed  him  for  publicity  work  he 
did  before  the  State  Meeting  was  held  in  Frank- 
fort last  year,  was  read.  The  following  motion 
was  duly  made,  seconded  and  carried: 

“That  in  as  much  as  the  newspapers  through- 
out the  country  have  heretofore  always  shown 
a willing  disposition  to  publish  news  items  and 
pay  reporters  respectable  salaries  for  the  pur- 
pose of  gaining  such  news;  that  whereas  Col. 
Lindberg  undoubtedly  did  not  have  to  pay  for 
the  notoriety  he  obtained  in  the  newspapers;  and, 
in  no  state  of  the  case  when  a stock  brokerage 
concern  goes  to  the  wall  do  they  have  to  pay 
for  the  notoriety  obtained  in  the  newspapers; 
this  Society  does  not  feel  called  upon  to  pay  for 
any  notoriety  that  the  State  Medical  Associa- 
tion obtained;  that  we  know  it  to  be  a fact  that 
the  Courier-Journal  pays  its  reporters  for  the 
purpose  of  obtaining  news,  as  do  all  other  pa- 
pers, we  can  see  no  reason  whatsoever  for  pay- 
ing Mr.  Donald  McWain  any  amount  whatsoever 
for  any  writing  that  he  may  have  done,  feel- 
ing that  if  money  is  due  him,  it  is  surely  due 
him  from  the  papers  for  which  he  wrote  the  ar- 
ticle complained  of.  The  motion  further  states 
that  the  Society  should  pay  Mr.  McWain  noth- 
ing; and,  furthermore  states  that  if  he  is  not 
satisfied  with  the  arrangement  that  the  Society 
will  then  take  the  matter  up  with  Mr.  Brainard 
Blatt  of  the  Courier-Journal,  setting  forth  the 
facts  in  the  case,  turning  all  letters  over  to  him 
in  the  possession  of  the  Society,  and  let  him  ar- 
bitrate the  matter,  agreeing  to  abide  by  his  de- 
cision.” 

The  Secretary  was  instructed  to  send  a copy 
of  same  to  Mr.  McWain. 

Dr.  C.  T.  Coleman  is  to  have  charge  of  the 
October  meeting. 


L.  T.  MINISH,  Secretary. 
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Scott:  Scott  County  Medical  Society  met  at 

the  Sulona  Restaurant  for  six  o’clock  dinner 
with  the  following  officers  and  members  pres- 
ent: Dr.  L.  F.  Heath,  President;  Dr.  Faulconer 
of  Lexington,  Dr.  Ammerson,  Dr.  Roberts,  Dr. 
Allphin,  Dr.  Crutchfield,  Dr.  Johnson,  Dr.  San- 
ford. 

Minutes  of  previous  meeting  read  and  ap- 
proved. There  being  no  old  business,  first  on 
program  we  were  addressed  by  Mr.  Sugart  of 
Cynthiana  and  Mr.  Goldsborough  of  Georgetown, 
on  a collecting  system  for  the  professional  and 
business  man.  After  discussion  the  President  and 
Secretary  were  appointed  as  a committee  to 
confer  with  these  gentlemen  on  the  system. 

Next  on  the  program  was  an  excellent  paper  ' 
by  Dr.  H.  H.  Roberts,  subject,  “Focal  Points  of 
Infection,  Producing  Tcxemia  This  was  a very 
enjoyable  paper  and  instructive,  was  discussed 
by  all  members  present. 

This  was  a very  enjoyable  meeting  with  a 
delightful  dinner  at  th  Sulona  Restaurant,  after 
which  the  Society  retired  to  the  City  Hall.  The 
meeting  closed  until  the  first  Thursday  in  Nov- 
ember, when  we  expect  to  enjoy  a paper  on  the 
Diagnosis  and  Treatment  of  Venereal  Diseases, 
by  Dr.  William  Sanford. 

A.  STEWART,  Secretary. 


McCracken:  The  McCracken  County  Medical 
Society  closed  with  the  May  meeting  until  after 
the  “hot  season”  is  over,  one  of  the  most  active 
and  interesting  periods  of  its  existence. 

At  our  January,  1927  meeting  Mr.  C.  F.  South- 
ard of  New  York  City,  representing  the  “Eye 
Sight  Conservation  Council  of  America”  was 
present  by  invitation  and  made  an  interesting 
and  splendid  address  with  illustrations,  showing 
the  bad  effects  of  deficient  eyesight  in  children 
and  men  and  women,  and  defects  of  a system  of 
lighting  in  schools,  factories,  public  buildings, 
etc.,  a very  large  percent  of  which  may  be  en- 
tirely prevented  and  corrected.  It  was  a very 
excellent  address  showing  the  interest  and  en- 
thusiasm of  the  speaker  who  has  given  five  years 
of  his  time  in  the  work,  having  spoken  in  twenty- 
five  different  states. 

At  our  February  meeting,  Dr.  J.  F.  Dunn  of 
Arlington,  Kentucky,  President  of  the  Southwest 
Kentucky  Medical  Association,  was  an  invited 
guest  and  read  the  paper  of  the  evening  on  “Eye 
Strain  as  a Cause  of  Headaches.”  Dr.  Dunn  is 
a good  speaker.  His  paper  will  appear  in  the 
Journal. 

Our  March  meeting  was,  no  doubt,  the  most  in- 
teresting meeting  our  society  has  ever  enjoyed. 
It  was  “ladies  night”  and  most  of  our  members 
were  present  with  their  wives  and  a number  of 
distinguished  visitors  as  well  as  representatives 
of  the  daily  press  were  present.  Dr.  and  Mrs.  A. 
T.  McCormack  and  Dr.  William  Currie  Martin 
of  Louisville,  and  Mrs.  V.  A.  Stilley  of  Benton, 
Ky.,  were  present.  Mrs.  Stilley  and  Mrs.  McCor- 


mack represented  the  Woman’s  Auxiliary  of  the 
State  Medical  Society  and  organized  McCrack- 
en County  Medical  Society  Auxiliary.  Both  of 
them  addressed  our  society,  showing  their  in- 
terest and  enthusiasm  in  their  work  and  Dr.  Mc- 
Cormack made  a fine  speech,  as  he  always  does, 
and  Dr.  Martin  spoke  of  the  health  work  in 
Louisville.  Our  society  was  strengthened  and 
encouraged  by  these  splendid  addresses. 

Through  the  influence  of  our  Mayor,  Dr.  J.  N. 
Bailey  and  the  members  of  our  society,  River- 
side Hospital,  our  city  hospital,  has  been  stand- 
ardized and  is  now  working  under  the  rules  gov- 
erning Class  A hospitals. 

J.  T.  Reddick,  Secretary. 


Third  District:  The  meeting  was  held  with 

the  Simpson  County  Medical  Society  at  Frank- 
lin on  June  29th  at  10:30  a.  m.  with  Dr.  Hu- 
bert Mer».  th  in  the  chair.  The  meeting  was 
held  in  the  club  room  of  the  Southern  Kentucky 
Sanatorium  with  thirty-three  doctors  present. 

Reports  of  Clinical  Cases:  Dr.  Willis  London 
reported  a case  of  trephining  for  pressure  of 
bone  on  brain  20  years  ago,  with  patient  still 
alive.  Dr.  W.  A.  Guthrie  reported  a case  of 
stone  in  the  bladder  with  inclusion  of  a portion 
of  the  stone  in  the  ureteral  orifice.  Dr.  J.  H. 
Blackburn  reported  two  cases  of  tuberculosis  of 
the  spine  in  the  aged;  one  of  the  lower  dorsal 
region  in  a lady  65  years  old  and  the  other  at 
the  mid-dorsal  region  in  a lady  64  years  of  age. 
Dr.  J.  L.  Russell  reported  a case  of  retention  of 
the  urine,  and  Dr.  G.  H.  Freeman  a case  of  re- 
tention of  feces. 

A general  discussion  was  opened  on  Reten- 
tion of  the  Urine  by  Dr.  H.  L.  Douglas,  Nash- 
ville, and  a further  discussion  by  Doctors  Lon- 
don, Fitch  and  G.  Canby  Robinson. 

Dr.  Lattie  Graves,  Scottsville,  read  a paper  on 
“Dysmenorrhoea.”  .This  was  discussed  by  Doc- 
tors Guthrie  and  Graves. 

Dr.  Henry  L.  Douglas,  Nashville,  read  a pa- 
per on  “Kidney  Infections,”  which  was  discussed 
by  Doctors  Blackburn  and  Douglas. 

A delightful  dinner  was  served  at  the  Hotel 
Franklin  during  which  the  members  were  enter- 
tained by  vocal  selections  by  Mrs.  Douglas  Har- 
ris and  Miss  Gibb.  After  luncheon  the  society 
returned  to  the  club  room  for  the  remainder  of 
the  program. 

Dr.  T.  H.  Singleton,  Bowling  Green,  read  a 
paper  on  “The  Commoner  Causes  of  Loss  of  Vis- 
ion,” which  was  discussed  by  Doctors  Moss,  Mer- 
edith and  Singleton. 

Dr.  G.  Canby  Robinson  read  a paper  on  “The 
Mechanism  of  Heart  Failure,”  which  was  dis- 
cussed by  Doctors  Donnelly,  Hinton,  Douglas, 
Jesse  Russell,  Graves,  London,  Guthrie  and  Rob- 
inson. 

The  meeting  adjourned  to  meet  with  the  Bar- 
ren County  Society  the  last  of  August. 

John  H.  Blackburn,  Secretary. 
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CITY  VIEW  SANITARIUM 

(Established  1907) 

For  MENTAL  and  NERVOUS  DISEASES  and  ADDICTIONS 
Moved  to  its  new  location  July  1,  1922.  An  entirely  new  plant  has  been  erected. 

Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with 
every  facility  for  the  comfort,  care  and  treatment  of  the  class  of  patients  received. 
Situated  in  the  midst  of  a fifty  acre  tract,  and  surrounded  by  large  grove  and  attract- 
ive lawns.  Two  resident  physicians.  Training  school  for  nurses.  References : The 

medical  profession  of  Nashville.  * 

JOHN  W.  STEVENS,  M.  D.,  Physician  in  Charge, 

R.  F.  D.  No.  1 NASHVILLE,  TENN 

On  Murfreesboro  Pike,  one-half  mile  east  of  old  location. 


HIGH  OAKS — Dr.  Sprague’s  Sanatorium 


For  Mental  and 
Nervous  diseases 
drug  and  liquor 
addictions. 

Homelike  care 
under  expert  med 
leal  supervision. 
Attractive  new 
buildings  with 
modern  equip- 
ment for  treat- 
ment and  comfort 
of  patients.  Large 
grounds,  outside 
of  city  limits.  In 
dividual  study 
and  appropriate 
therapy  for  each 
patient.  Complete 
hydrotherapeu  t i c 
equipment.  Ex- 
perienced nurses. 

For  rates’and  in 
formation  address 


Phone  302. 


GEO.  P.  SPRAGUE,  M.D.,  Lexington,  Ky. 


«o  need  to  question  reliability  of  our  advertisers — all  are  guaranteed.  When  answering  a da  mention  this  Joubnm.. 
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KENTUCKY 

State  Board  of  Health 

ANTITOXINS  and  VACCINES 


THESE  PRODUCTS  ARE  PREPARED  BY  THE  GILLILAND 
LABORATORIES  AND  ARE  GUARANTEED  UNDER  U.  S. 
GOVERNMENT  LICENSE  NUMBER  63. 

DIPHTHERIA  ANTITOXIN 

1.000  Unit  Syringe  Pkg. $ .60 

5.000  Unit  Syringe  Pkg. 1.62 

10.000  Unit  Syringe  Pkg 2.70 

20.000  Unit  Syringe  Pkg 4.56 

TOXIN-ANTITOXIN  MIXTURE 

3 Ampul  Pkg.  (1  Immunization)  $ .60 

3 Syringe  Pkg.  (1  Immunization)  1.34 

30  Ampul  Pkg.  (10  Immunizations)  4.80 

lOcc  Vial  Pkg.  (3  Immunizations)  60 

20cc  Vial  Pkg.  (6  Immunizations)  1.04 

30cc  Vial  Pkg.  (10  Immunizations)  v...1.50 

SMALL  POX  VACCINE 

2 Vaccinations  per  package  $ .12 

5 Vaccinations  per  package  30 

10  Vaccinations  per  package  60 

Gilliland  Biological  Products  are  Sold  to  the  Physicians  of  Kentucky  at  Special  Prices 
under  contract  with  the  Kentucky  State  Board  of  Health. 

List  of  Prices  and  Distributors  sent  on  request. 

The  Gilliland  Laboratories 

Incorporated 

Producers  of  Biological  Products 

Marietta.  Pa. 
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The  New  York  Academy  of  Medicine 

This  book  must  not  be  retained  for 

LONGER  THAN  ONE  WEEK  AFTER  THE  LAST 
DATE  ON  THE  SLIP  UNLESS  PERMISSION  FOR  ITS 
RENEWAL  BE  OBTAINED  FROM  THE  LIBRARY. 
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